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MONDAY,   AUGUST    18,    1975 

U.S.  Senate, 
Subcommittee  To  Investigate  Juvenile  Delinquency, 

Committee  on  the  Judiciary, 

Washington,  D.C. 

The  subcommittee  (composed  of  Senators  Bayh,  Hart,  Burdick, 
Kennedy,  Mathias,  Hruska,  and  Fong  met.  pursuant  to  notice,  at 
10:20  a.m.,  in  room  2228,  Dirksen  Senate  Office  Building,  Senator 
Birch  Bayh  (chairman  of  the  subcommittee) ,  presiding. 

Present :  Senator  Bayh. 

Also  present :  John  M.  Rector,  staff  director  and  chief  counsel  and 
Mary  Karen  Jolly,  editorial  director  and  chief  clerk. 

Senator  Bayh.  We  will  reconvene  our  hearings  on  drugs  in  in- 
stitutions this  morning. 

Let  me,  for  the  sake  of  our  witnesses,  as  well  as  others  who  may  not 
have  been  following  this  issue  as  closely  as  some,  skim  over  some  in- 
troductory remarks  that  I  have  prepared  this  morning. 

OPENING  STATEMENT  OF  SENATOR  BIRCH  BAYH,  CHAIRMAN 

Senator  Bayh.  This  morning  we  continue  our  series  of  hearings  re- 
garding drug  abuse  in  adult  and  juvenile  institutions  with  a  particular 
focus  on  the  improper  use  of  drugs  to  control  and  discipline  institu- 
tonalized  persons.  The  subcommittee  investigation  is  based  on  the  view 
that  drug  abuse,  is  not  limited  to  unauthorized  use  by  inmates  or  pa- 
tients, but  also  includes  the  administration  of  mind-controlling  drugs 
to  unwilling,  competent  persons  and  the  unnecessary  use  of  these 
powerful  medications  on  those  institutionalized. 

Throughout  the  subcommittee's  investigations  of  the  juvenile  justice 
system  and  the  enforcement  of  Federal  drug  control  statutes  we  fre- 
quently uncovered  problems  involving  the  use  of  dangerous  drugs 
to  control  or  discipline  persons,  particularly  youths  in  a  broad  spec- 
trum of  settings. 

In  the  landmark  cases  of  Morales  v.  Turman  in  Texas,  for  example. 
Nelson  v.  Heyne  in  Indiana,  involving  the  important  issue  of  the 

(l) 


right  to  treatment  in  the  juvenile  justice  system  it  was  found  that 
phenothiazines — major  tranquilizers — were  used  indiscriminately  to 
control  the  behavior  of  children  who  were  neither  mentally  ill  nor 
emotionally  disturbed.  In  these  cases  drugs  were  administered  on  the 
advice  of  custodial  staff,  with  little  or  no  guidance  or  involvement  of 
medical  personnel  and  often  under  a  standing  order  to  use  as  necessary. 
In  one  instance  a  youngster  was  given  a  powerful  tranquilizer  shot 
to  prevent  him  from  running  away.  Such  practices  were  found  by  the 
courts  to  be  violative  of  the  8th  and  14th  amendments  as  constituting 
cruel  and  unusual  punishment. 

Similarly,  so-called  "aversion  therapy"'  or  Pavlovian  conditioning 
used  in  a  Midwest  institution  where  nonconsenting  mental  patients 
were  forced  to  take  apomorphine,  which  induced  protracted  vomiting, 
for  violation  of  minor  institutional  rules,  violates  constitutional  pro- 
tections. Such  substandard  and  oppressive  practices  are  the  subject 
of  the  subcommitees  investigation. 

Likewise,  such  psychotropic  drugs  are  being  used  to  control  the 
conduct  of  institutionalized  mentally  retarded  persons,  both  within  the 
juvenile  justice  system  and  in  other  settings.  The  most  recent  survey 
of  these  issues,  conducted  by  the  National  Institute  of  Mental  Health, 
NIMH,  in  1970  found  that  50  percent  of  the  residents  in  State  and 
private  institutions  for  the  retarded  were  being  administered  psycho- 
tropic drugs,  with  more  than  25  percent  for  indefinite  duration. 

Last  year  the  subcommittee  initiated  a  special  investigation  of  these 
distressing  problems  and  in  the  coming  months  will  continue  with  a 
comprehensive  assessment  of  the  practices  which  lead  to  the  chemical 
strait  jacketing  of  thousands. 

At  our  initial  hearing  testimony  from  the  Department  of  Justice 
officials,  social  scientists  and  lawyers  vividly  portrayed  the  growing 
practice  of  using  powerful  mind-shackling  psychotropic  drugs  to 
control  dependent,  neglected,  disturbed,  and  mentally  retarded  per- 
sons. Especially  emphasized  was  the  interstate  shipment  and  place- 
ment of  children  in  substandard  profitmaking  facilities,  some  little 
more  than  commercial  jails,  where  they  were  excessively  sedated. 
We  cannot  sit  by  and  let  children  in  this  Nation,  because  they  are  with- 
out parents,  or  troubled,  or  handicapped  be  boxed  up,  shipped  off  and 
held  captive  with  medical  or  chemical  handcuffs. 

I  have  asked  the  Department  of  Justice  to  conduct  a  thorough  in- 
vestigation and  present  a  comprehensive  report  and  recommendation 
on  these  and  related  problems  which  we  expect  will  provide,  in  part, 
the  basis  for  legislation  directed  at  such  gross  abuses  of  basic  civil 
rights  and  liberties. 

We  are  not  concerned  about  those  situations  where  these  drugs  are 
used  appropriately  after  proper  diagnosis,  but  with  the  use  of  such 
drugs  without  regard  to  psychiatric  or  medical  diagnosis  or  the  pres- 
ence of  approved  indications  which  would  justify  such  usage.  We  are 
concerned  by  our  preliminary  findings  that  unqualified  medical  staff 
and  even  nonmedical  personnel  may  be  dispensing  and  administering 
drugs  in  violation  of  the  Controlled  Substances  Act.  We  are  concerned 
about  the  quality  of  care  available  to  institutionalized  persons  and 
shocked  to  learn  that  institutions  throughout  the  country  may  be  per- 
mitting the  indiscriminate  use  of  dangerous  drugs  for  the  sole  pur- 
pose of  controlling  the  conduct  of  those  institutionalized  and  easing 
the  management  problems  of  understaffed  institutions. 


We  are  concerned  about  the  use  of  potentially  harmful  tranquil- 
izers— chemical  straitjackcts  as  it  were,  which  assure  solitary  confine- 
ment of  the  mind — as  a  substitute  for  humane  treatment  and  quality 
programs. 

We  need  to  learn  more  about  the  serious  long-term  impact  of  pheno- 
thiazines.  I  noted  with  extraordinary  interest  that  these  drugs,  along 
with  LSD,  were  the  subject  of  experiments  at  the  now  notorious  Army 
medical  research  facility  at  Edgewood  Arsenal  in  Maryland.  I  am 
not  aware  of  the  design  of  these  studies,  or  whether  those  recruited 
to  volunteer  for  the  program  were  informed  of  the  serious  risk  in- 
volved in  taking  these  drugs.  Likewise,  phenothiazines  were  reportedly 
used  to  drug  refuges  who  protested  immigration  to  the  United  States. 
In  the  course  of  our  investigation,  I  intend  to  make  a  full  and  com- 
plete assessment  of  these  concerns. 

DRUG    AVAILABILITY    IN    CORRECTIONAL    FACILITIES 

The  other  phase  of  our  investigation,  but  clearly  a  related  concern, 
involves  an  assessment  of  the  extent  to  which  drugs,  legal  and  illegal — 
heroin,  cocaine,  amphetamines,  tranquilizers,  barbiturates,  LSD — are 
readily  available  to  addicts  and  abusers  in  detention  centers,  lockups, 
jails  and  other  correctional  facilities  on  the  Federal,  State,  and  local 
levels.  As  ironic  as  it  is  many  experts  and  others  who  have  had  experi- 
ence with  such  institutions  have  found  that  in  some  institutions 
youngsters  have  never  had  a  better  source  of  supply  for  illegal  drugs 
and,  in  fact,  are  better  able  to  sustain  their  habits  and  abuse  patterns 
in  the  institutions.  We  are  extremely  interested  in  learning  more  about 
this  phenomenon,  but  especially  more  about  the  extent  to  which  diver- 
sion of  legitimate  drugs  on  hand  and  available  in  juvenile  institutions 
are  diverted  for  illegal  purposes  and  abuse. 

Thus,  this  investigation  which  we  started  last  year,  couples  our 
earlier,  and  ongoing,  work  regarding  the  illegal  and  improper  uses  of 
controlled  drugs  with  that  of  our  concern  about  the  quality  of  care 
available  to  children  and  others  who  are  institutionalized. 

Today,  as  we  proceed  with  our  inquiry,  we  are  especially  gratified  to 
several  individuals  who  have  consented  to  sharing  their  personal  ex- 
periences involving  institutional  drug  abuse.  Additionally,  we  welcome 
three  nationally  known  medical  experts  who  will  discuss  such  abusive 
practices  as  well  as  what  can  be  done  to  curb  them. 

As  we  proceed  with  this  series  of  hearings  we  will  hear  testimony 
on  all  relevant  issues.  They  are  problems  that  are  not  amenable  to 
simplistic  solutions.  The  subcommittee  and  the  American  people,  how- 
ever, deserve  to  be  fully  informed  about  conditions  in  our  public  and 
private  institutions,  especially  those  receiving  Federal  moneys.  I  am 
optimistic  that  our  witnesses  will  help  to  provide  the  necessary  insight. 
I  look  forward  to  productive  and  informative  hearings  so  that  all  of 
us  can  better  understand  the  scope  of  drug  abuse  and  develop  sound 
national  policies  and  practices  in  this  area. 

Let  me  conclude  the  introduction  by  saying  that  the  country  has 
become  alarmed  at  the  amount  of  drug  abuse  which  exists  on  the 
streets  of  our  society.  We  have  enacted  a  whole  series  of  laws,  and 
indeed,  this  committee  is  pursuing  how  we  can  more  effectively  prohibit 
that  kind  of  drug  abuse. 


It  seems  to  be  an  even  sadder  circumstance  to  recognize  that,  in  fact, 
a  number  of  citizens  of  this  country  who  are  ill — both  young  and  old, 
and  who  have  either  voluntarily  submitted  themselves  to  treatment  in 
our  mental  institutions  or  have  been  committed  there  by  the  courts  of 
this  land — have  received  instead  of  treatment,  a  different  type  of  drug 
abuse.  Drugs  not  intended  for  treatment,  but  drugs  intended  merely 
to  make  the  custodial  job  easier.  This  business  of  applying  what  I 
think  can  accurately  be  characterized  as  mental  handcuffs  to  patients 
to  mentally  restrict  their  ability  to  get  up  and  walk  around  is  as 
horrendous  as  the  previous  examples  of  children  actually  being  hand- 
cuffed by  metal  handcuffs. 

In  those  instances  in  our  institutions  where  drugs  have  been  used  not 
to  treat  but  merely  to  mentally  incapacitate,  I  find  intolerable. 

We  have  with  us  this  morning  some  individuals  who  have  been 
in  various  institutions.  I  am  hopeful  that  they  will  be  very  frank 
with  us,  in  sharing  their  experience,  as  to  whether  they  were  sub- 
jected to  any  of  this  kind  of  drug  abuse.  If  not,  we  want  them  to  be 
equally  frank.  We  are  not  witch  hunting;  we  are  trying  to  find  out  the 
dimensions  of  this  problem,  so  that  we  will  have  a  better  opportunity 
to  know  how  to  come  to  grips  with  it. 

We  have  with  us  this  morning  Janet  Gotkin,  Anthony  Brandt, 
Craig  Lennox,  Wade  Hudson,  Judi  Chamberlin,  and  Tony  Lamere. 
We  appreciate  all  of  you  being  here. 

I  suppose  the  best  way  to  deal  with  this  is  to  start  from  left  to  right, 
if  you  have  no  objections.  Janet,  why  do  not  each  of  you  give  us  a 
brief  summary  of  your  experience,  if  you  will. 

PANEL  OF  FORMERLY  INSTITUTIONALIZED  PERSONS 
STATEMENT  OF  MS.  JANET  GOTKIN,  CR0T0N-0N-HUDS0N,  N.Y. 

Ms.  Gotkin.  My  name  is  Janet  Gotkin.  I  am  an  ex-mental  patient. 
At  present  I  am  coordinator  of  a  group  called  Mental  Patients  Re- 
sistance, which  is  a  group  of  ex-mental  patients — largely  ex-mental 
patients,  some  very  few  professionals,  and  some  lay  interested  people, 
like  yourselves.  We  are  part  of  a  national  movement,  mental  patients 
movement,  whose  thrust  is  basically  political.  Our  activities  in  the  past 
few  years  have  been  involved  in  exposing  the  type  of  things  we  are 
talking  about  today,  what  we  consider  to  be  fraudulent  and  exploita- 
tive actions  on  the  part  of  psychiatrists. 

And  I  am  particularly  gratified  to  be  here  today  and  have  a  chance 
to  speak  about  my  own  experiences.  I  wanted  to  say  initially  that  my 
only  expertise  comes  from  my  experience  as  what  I  can  only  cate- 
gorize as  a  psychiatric  guinea  pig,  in  a  sense.  But  I  think  it  is  com- 
pelling experience,  and  it  can  be  validated  by  thousands  and  thousands 
of  other  people  throughout  the  country.  It  is  not  in  any  way  an  in- 
dividual experience.  I  think  what  is  outstanding  about  what  I  went 
through  is  that  I  am  here  today,  that  I  am  not  immobilized  in  the  back 
Avards  of  a  hospital. 

I  had  what  Irvin  Gothman  called  a  career  as  a  mental  patient  for 
10  years.  During  that  time,  I  was  in  mental  hospitals  for  a  total  of 
perhaps  31/*  years,  both  private  and  public  hospitals.  T  had  over  100 
electroshock  treatments,  and  what  my  husband  and  I  estimate,  al- 


though  there  is  no — since  my  records  were  not   available  to  me — 
something  in  excess  of  1  million  milligrams  of  tranquilizers. 

Senator  Bayii.  You  say  your  records  are  not  available  to  you  even 
now  ? 

ATTEMPTS  FOR  ACCESS  TO  PERSONAL  RECORDS 

Ms.  Gotkix.  My  husband  and  I  wrote  a  book  1  about  our  experiences 
with  psychiatry,  and  after  we  signed  the  contract,  I  wrote  to  the  hos- 
pitals in  which  I  was  incarcerated,  and  requested  access  to  my  records. 
They  refused,  and  the  Mental  Health  Law  Project  handled  the  case 
in  which  I  sought  access  to  my  records.  We  lost  the  case,  and  we  lost 
the  appeal,  so  at  present,  my  only  way  of  access  to  those  records  would 
be  through  a  psychiatrist,  or  through  a  physician.  I  have  not  chosen, 
as  yet,  to  take  that  tack.  Possibly  I  will  in  the  future. 

The  book  was  written  without  the  help  of  the  records. 


1  See  Exhibit  No.  1. 
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[Exhibit  No.  1] 


TOO  MUCH  ANGER, 
TOO  MANY  TEARS 


A  Personal  Triumph 
over  Psychiatry 

Janet  &  Paul  Gotkin 

The  odyssey  of  a  descent  into  the  hell  of  mental  illness— 
and  of  a  miraculous  recovery— in  spite  of  psychiatry.  Too 
Much  Anger,  Too  Many  Tears  is  the  story  of  too  much  hurt- 
ing and  too  tittle  help.  But  it  is  also  the  story  of  a  love  that 
endured— the  love  of  Janet  and  Paul  Gotkin. 

Janet  was  a  mental  patient  for  ten  years.  And  for  ten  years 
she  underwent  the  humiliation  and  dehumanization  that 
masquerades  as  psychiatric  treatment  During  that  time, 
'she  met  and  married  Paul,  who  stood  by— his  hands  out 
td*hef— as  she  slowly  slipped  under. 

But  the  ultimate  defeat— a  suicide  attempt  that  came  too 
close  to  succeeding — turned  into  a  triumph.  Somehow 
"the  knot  of  despair"  broke  apart  in  Janets  mind.  And 
revelations  followed. 

Janet  and  Paul  now  -question  those  ten  terrible  years. 
After  thousands  of  psychiatric  sessions,  how  could  Janet 
wake  up  knowing  so  little  about  herself?  Too  Much  Anger, 
Too  Many  Tears  sounds  the  battle  cry  against  the  tyranny 
of  the  psychiatrist  who  is  answerable  to  no  one.  It  is  a  cry 
of  pain  and  love'  that  must  be  heard. 

"A  powerful  explosive  story,  often  m  vivid  as  a  good  novel  .  .  . 
Everybody  even  remotely  interested  in  mental  health  will  want 
to  read  and  discuss  this  book."  — Publishers  Weekly 

"I  think  it  is exceuent  work  ...  A  commendable  book,  and  a  great 
read."  -  Anthony  S.  Brandt,  Author  of  Reality  Police 

"Too  Much  Anger,  Too  Many  Tears  rings  true.  I  hope  it  will  be 
noticed."  —  Alfred  T.  Goodwin,  US  Circuit  Judge 

a  painfully  and  minutely  documented  journal  of  a  personal 
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"Janet  and  Paul  Gotkin  have  provided  a  strong  distillation  that 
ripe  some  of  the  shroud  away  from  the  enigma  known  as  the  medi- 
cal mental  establishment."       ,  — King  Features 
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Senator  Bayh.  Can  you  tell  us  some  of  your  experiences  in  trying  to 
get  them  ?  AVhat  State  are  we  talking-  about  \ 
Ms.  Gotkin.  New  York  State. 

Senator  Bayh.  Does  the  New  York  State  law  say  that  a  patient  can- 
not be  granted  access  to  their  own  records  ? 

Ms.  Gotkin.  Well,  it  is  an  interesting  question.  The  New  York 
Mental  Hygiene  Law  outlines  specifically  who  may  have  access  to  a 
person's  psychiatric  records,  and  among  the  people  who  specifically 
may  have  access  are  social  service  agencies,  law  enforcement  agencies, 
legal  personnel  in  particular  situations,  people  who  are  designated 
acceptable  by  the  patient,  but  not  the  patient  themselves.  It  does  not 
say  the  patient  may  not  have  access.  It  is  implicit,  rather  than  explicit. 
But  in  practice,  an  ex-mental  patient  cannot  have  access  to  their 
records,  unless  they  go  through  the  procedure  of  requesting  a  doctor, 
and  the  doctor  is  supposed  to  screen  out  what  would  be  harmful,  be- 
cause the  assumption  behind  it,  whether  it  is  real  or  pretended  is  that 
we  have  been  mentally  ill,  or  we  will  be  mentally  ill,  and  therefore, 
are  not  stable  enough  to  see  what  has  been  written  about  us. 

My  own  interpretation  is  a  much  more  political  one.  I  do  not  know 
if  you  are  interested  in  it  right  now.  I  think  the  hospitals  are  very 
intent  and  very  serious  upon  maintaining  a  certain  power,  a  certain 
secrecy,  and  that  they  are  able  to  function  the  way  they  have  func- 
tioned, psychiatrists  are  able  to  administer  drugs  in  the  way  that  they 
have  been,  they  are  able  to  call  the  things  tliat  they  do  treatments 
precisely  because  the  institutions  are  closed  and  they  are  not  open  to 
scrutiny. 

At,  present  that  is  the  way  the  case  stands.  We  lost,  and  we  hope  in 
the  future,  we  will  be  able  to  bring  another  case,  and  somebody  will 
win  it. 

Over  the  years  that  I  was  a  psychiatric  patient,  I  took  probably 
every  drug,  or  almost  every  drug  that  was  available  on  the  market  at 
the  time.  I  took  Thorazine,  Mellaril,  Prolixin,  Valium,  Librium,  Tarac- 
tan,  all  of  the  barbiturates — Dexamyl,  Kemadrin,  Doriden,  Chloral 
Hydrate — just  about  everything — Elavil,  Tofranil,  Amytal,  all  of 
them,  in  combination,  and  in  extremely  high  dosages. 

I  took  Thorazine  at  dosages  of  800  to  2,000  milligrams  a  day  for 
periods  of  up  to  2  years.  I  suffered  the  way  people  do  suffer  taking 
these  drugs,  extraordinarily.  The  physical*  so-called  side  effects  are 
extraordinarily  painful.  They  included  for  me  not  being  able  to  read, 
not  being  able  to  focus,  not  really  being  able  to  speak  because  of  my 
mouth  beinjr  so  dry. 

Senator  Bayh.  Were  you  told  why  ? 

Ms.  Gotkix.  I  was  never  informed.  The  only  symptoms — side  ef- 
fects— that  I  was  informed  about  are  what  are  called  extrapyramidal 
effects,  which  are  specifically  physical  effects,  such  as  hands  shaking 
and  legs  shaking.  But  perhaps  tlie  most  insidious  of  the  side  effects- 
so-called — would  be  that  they  imitate  in  a  sense  what  psychiatric 
symptoms  might  be.  I  think  it  would  take  the  strongest  among  us  to 
withstand  the  sense  that  we  are  going  crazy.  We  cannot  communicate — 
you  know,  hear  what  people  are  saving.  You  cannot  read.  You  fall 
asleep  in  the  middle  of  a  conversation,  without  knowing  that  these 
were  caused  by  the  drugs  that  were  supposed  to  be  helping  me. 

This  is  an  experience  that  has  been — I  think  it  will  be  today,  told 
over  and  over  again.  And  the  onlv  conclusion  I  can  come  to  is  that  the 
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motivation  behind  psychiatrists'  not  telling  us  is  that  they  do  not  want 
us  to  know,  and  that  they  feel — I  should  not  use  they  with  a  capital  T, 
in  a  generalization  like  that,  but  I  am  going  to  anyhow — is  that  the 
conclusion  we  come  to  is  that  we  are  even  "crazier"  or  "sicker"  than 
we  thought  we  were  in  the  beginning,  and  part  of  the — how  would  I 
call  it — plan,  for  psychiatric  patients  is  that  they  realize  how  "sick" 
they  are,  and  on  these  drugs,  it  is  very  hard  not  to  believe  that  some- 
thing dire  is  happening  to  your  body  and  to  your  mind. 

EFFECTS    OF  THORAZINE   OVERDOSAGE 

I  went  into  convulsions  from  the  dosage  of  Thorazine  I  was  on.  I 
was  on  2,000  milligrams  a  day,  and  I  weighed  88  pounds  at  the  time. 

Senator  Bayh.  Am  I  accurate  in  my  understanding  that  the  normal 
maximum  dosage  prescribed  by  a  doctor,  for  Thorazine,  is  usually  800 
units,  and  you  were  administered  2,000  ? 

Ms.  Gotkin.  2,000  over  quite  a  long  period  of  time.  The  effects  from 
that  were  quite  horrendous.  At  one  time,  I  felt  terrible  itching  in  my 
entire  body,  and  I  was  given  Benadryl,  which  is  an  antihistamine,  to 
counteract  that.  I  lost  control  of  my  facial  muscles  and  my  mouth,  I 
had  difficulty  speaking,  and  finally,  I  went  into  convulsions.  And  my 
doctor  at  the  time — his  reaction  to  it,  as  he  told  my  husband  was,  well, 
I  am  not  surprised,  because  that  often  happens  with  that  dosage,  and 
he  reduced  it  to  1,800  milligrams. 

One  of  the  interesting  things  is  that  I  went  along  with  all  this.  I 
was  what  is  called  a  voluntary  patient.  And  one  of  the  things  I  wanted 
to  stress  today  was  that  in  psychiatry  today,  as  it  is  practiced  in  this 
country,  there  is  no  such  thing  as  a  voluntary  patient.  People  are 
not  as  free  to  leave  a  mental  institution  as  they  were  to  come  in, 
and  therefore,  they  cannot  be  considered  voluntary.  And  the  subtle 
coercions  that  are  used  on  people  to  make  them  take  druTS  initially,  and 
the  force  that  is  used  to  make  them  continue  taking  drugs  make  the 
words  "free"  and  "voluntary"  almost  bizarre. 

As  I  was  preparing  to  come  today,  I  was  thinking  what  I  wanted  to 
communicate,  what  was  most  important  from  me,  from  my  own  ex- 
periences to  get  across  to  you,  and  what  I  came  up  with  was  that  the 
use  of  these  drugs — these  are  very  dangerous  drugs.  These  are  in- 
capacitating chemicals.  They  cause  those  to  whom  they  are  adminis- 
tered to  lose  their  ability  to  function,  to  act,  to  fight  back,  in  a  sense,  and 
I  think  it  is  not  accidental  that  that  is  their  side  effect,  or  that  is  a 
maior  effect.  And  I  think  that  the  use  of  drugs  in  institutions  is  a 
political  issue.  I  do  not  mean  political  in  the  sense,  maybe,  that  we  are 
used  to  talking  about  it.  I  mean  political  in  the  sense  that  it  is  not 
a  medical  question,  although  there  are  medical  aspects.  It  is  not  a  sci- 
entific question.  It  is  a  question  of  power  over  people's  lives,  very, 
very  simply. 

And  when  we  are  talking  about  who  should  administer  the  drugs 
to  whom,  under  what  circumstances,  and  in  what  dosages,  we  are 
really  talking  about  who  shall  have  what  amount  of  power  over  people 
who  do  not  have  any  power.  I  do  not  want  to  get  into  rhetoric.  It  is 
political,  that  kind  of  thing.  But  I  am  very  convinced  that  we  have 
to  look  at  the  issue  in  that  context,  and  that  it  is  part  of  a  larger  issue. 
I  do  not  mean  to  take  exception  to  what  you  said.  Senator,  but  it 
has  been  my  experience,  and  I  have  come  to  the  conclusion,  and  it  is 


unshakable,  on  my  part,  that  the  institutions  we  are  talking  about  are 
not  designed  to  help  people.  If  they  were  designed  to  help  people,  in 
some  way  they  would  help  people.  They  are,  by  their  nature,  places 
where  people  who  are  unwanted,  for  whatever  reason,  whether  they  are 
children  who  are  acting  up  or  whether  they  are  people  who  have  com- 
mitted crimes,  whether  they  are  just  weirdos  or  people  who  do  not 
want  to  work,  or  whatever,  they  are  places  where  people  can  be 
dumped.  And  the  way  they  are  set  up  and  the  way  they  function 
make  it  impossible  for  anyone  who  has  been  inside  to  agree  that  they 
are  designed  to  help  people. 

Senator  Bayh.  Let  me  just  say,  I  do  not  think  there  is  any  Member 
of  Congress  who  has  pursued  the  need  to  institutionalize  large  num- 
bers of  people  who  are  now  institutionalized,  because  the  response 
of  the  institution  to  an  act  of  a  citizen  is  almost  to  insure  that  the 
next  act  of  the  citizen  is  going  to  be  worse  than  the  first  act.  And 
almost  the  very  structures  and  the  number  involved  defy  treating 
the  personal  problems. 

And  I  would  hate  to  go  as  far,  myself,  as  you  have  gone. 

Ms.  Gotkin.  That  is  why  I  am  here,  and  you  are  there. 

Senator  Bayh.  Not  necessarily.  You  have  been  there,  and  I  have 
not.  That  is  why  we  want  you  to  be  completely  open  and  candid  and 
aboveboard. 

Let  me  make  certain.  We  are  talking  about  an  institution  to  treat 
those  that  are  mentally  ill  ? 

Ms.  Gotkin.  We  are  talking  about  an  institution  that  calls  itself  a 
mental  hospital. 

Senator  Bayh.  What  was  the  name  of  the  institution  ? 

Ms.  Gotkin.  There  were  three  involved.  .One  of  them  was  Hillside 
Hospital,  a  private,  quite  prestigious  institution  in  Queens,  in  New 
York  City,  where  I  was  a  patient  for  10  months.  Another  was  Gracey 
Square  Hospital,  which  is  known  among  the  knowledgeable  in  New 
York  City  as  the  gilded  cage,  and  the  other  was  Brooklyn  State  Hos- 
pital, which  is  a  State  institution,  where  I  was  for  13  months. 

Senator  Bayh.  You  really  were  in  two  private  institutions  and  one 
public  institution;  and  they  all  were  what  we,  as  laymen,  would  call 
mental  institutions  ? 

Ms.  Gotkin.  Yes. 

Senator  Bayh.  I  understand  you  voluntarily  committed  yourself 
to  those  institutions  ? 

Ms.  Gotkin.  I  suopose  that  would  be  accurate.  What  I  was  trying  to 
get  at  before  was  that,  although  I  voluntarily — in  other  words,  no- 
body— the  men  in  the  white  coats  did  not  come 

Senator  Bayh.  I  understand,  but  legally,  you  did  not  have  the  help, 
with  women  on  each  side  dragging  you  into  the  ward  ? 

LEGALLY,    A   VOLUNTARY   PATIENT 

Ms.  Gotkin.  Exactly.  Legally,  I  was  a  voluntary  patient. 

Senator  Bayh.  You  and  your  husband  both  agreed  to  this  "treat- 
ment'' on  your  own  ? 

Ms.  Gotkin.  Yes. 

Senator  Bayh.  Did  you  have  symptoms  of  violence,  in  which  you 
were  dangerous  to  those  who  might  have  been  called  upon  to  treat 
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you?  Did  you  threaten  to  tear  up  the  place,  or  do  bodily  harm  to 
anyone  ? 

Ms.  Gotkin.  No;  never.  My  major  symptom — and  I  think  if  we 
get  into  this,  we  are  getting  into  some  really  heavy  stuff — I  was  what 
was  called  suicidal.  I  think  in  this  countrv  there  is  no — within  the 
mental  health  establishment  and  related  fields — there  is  no  worse  sin 
you  can  commit  than  to  be  suicidal,  for  whatever  reason.  And  lord 
knows,  we  have  done  enough  talking  about  it  and  trying  to  figure 
out  whv.  But  I  think  if  you  in  any  way  raise  vour  hand  against 
yourself,  the  establishment  comes  down  very  heavilv,  and  I  would  say 
that  was — in  each  of  the  instances  I  was  hospitalized,  that  was  the  pre- 
cipitating factor. 

Senator  Bayh.  One  of  the  excuses,  or  one  of  the  reasons  for  this 
heavv  sedation  is  to  protect  a  patient  from  doing  danger  to  herself. 
or  himself,  or  to  those  around  them.  Now.  you  had  no  problems  with 
thrashing  out,  violence  at  others.  But  they  were  concerned  about 
suicidal  tendencies.  Had  you  made  an  effort  to  try  to  commit  suicide? 

Ms.  Gotkin.  Yes;  I  had  several  times,  and  I  continued  to  several 
times,  over  the  years.  I  would  sav.  of  all  of  the  effects,  the  inhibiting 
effects  that  the  drugs  had,  that  was  one  thing  they  never  affected, 
and  I  do  not  see  how  thev  can.  I  think  the  onlv  way  to  affect  that  is  to 
tie  somebody  up,  tape  their  mouth  shut,  and  tie  their  hands  behind 
their  back. 

Senator  Bayh.  Had  yon  tried  to  commit  suicide  by  taking  an  over- 
dose of  drugs,  or  anvthing  like  that  ? 

Ms.  Gotkin.  Initially,  I  cut  my  wrists,  and  I  did  that  several  times, 
during  the  10-year  period.  I  took  several  overdoses.  I  was  a  classic 
case.  In  case  you  are  interested.  I  was  diagnosed  as  a  chronic  schizo- 
phrenic. I  do  not  know  if  you  are  aware  of  the  use  of  the  term 
schizonhrenia.  It  is  a  catchall  definition. 

Senator  Bayh.  It  is  a  verv  convenient  title. 

Ms.  Gotkin.  It  is  a  very  convenient  title.  It  is  a  highlv  sitgmatizing 
title.  It  is  a  label.  It  is  not  a  demonstrable  fact,  It  never  has  been.  But 
its  effect  on  the  person  labeled,  mvself.  and  on  the  people  doing  the 
labeling",  is  to  somehow  assume  from  that  moment  onward  that  the 
person  they  are  dealing  with  is  somehow  not  quite  a  member  of  the 
human  race.  It  is  not  iust  schizophrenia.  I  think  anv  attribution  of 
mental  illness  has  the  effect  on  the  people  using  the  term  to  cause  them 
to  say,  well,  she  does  not  reallv  know  what  she  is  doing;  I  mean, 
she  is  crazy.  After  all.  Dr.  Blahblah  savs  she  is  a  chronic  schizophrenic, 
or  she  is  a  manic  depressive,  denressive,  or,  you  know  she  is  green 
grass  ceilings — it  does  not  matter  what  word  von  would  use.  The 
fact  that  established  mental  health  industrv  accepts  that  as  a  term 
of  derogation — I  do  not  think  there  is  any  question  about  that — makes 
it,  in  itself,  debilitating. 

BELIEF  OF   DRUG   DEPENDENCE 

Over  the  years,  I  came  to  believe  that  I  was  what  I  was  called,  and 
perhans  that  was  the  worst  aspect  of  it.  I  came  also  to  believe  that 
I  could  not  survive  without  the  drugs. 

Senator  Bayh.  Was  that  Thorazine,  phenothiazine  ? 
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Ms.  Gotkin.  Phenothiazines,  mostly;  and  as  I  say,  I  took  other 
varieties.  I  took  Prolixin,  and  I  am  not  sure  if  that  is  a  phenothiazine. 
Senator  Bath.  Yes;  that  is  a  phenothiazine. 

Ms.  Gotkin.  And  the  minor  tranquilizers — I  was  very  often,  more 
often  than  not,  on  three  or  four  drugs  at  a  time. 

Senator  Bayh.  May  I  ask  you,  were  you  addicted  to  phenothiazine 
before  you  went  into  the  institution  ? 

Ms.  Gotkin.  I  was  never  administered — the  first  time  I  was  ad- 
ministered phenothiazines  and  other  drugs  was  in  1962,  after  my  first — 
for  some  miraculous  reason,  I  escaped  being  drugged  in  the  time  I 
was  in  Hillside  Hospital.  When  I  was  released,  into  what  was  called  the 
custody  of  a  psychiatrist,  who  treated  me  for  8  years,  the  first  session 
that  I  saw  him,  he  gave  me  drugs.  He  never  examined  me.  He  never  in 
any  way  tried  to  determine  whether  I  had  something  that  could  or 
should  be  treated.  He  gave  me,  that  first  session,  a  little  white  box 
of  Stela zine.  And  he  said,  if  you  feel  anxious,  take  one.  A  month 
later,  I  was  on  almost  1,000  milligrams  of  Thorazine,  and  from  then 
on  steadily,  except  for  periods  of  having  electroshock  treatment, 
I  was  on  very  heavy  dosages  of  phenothiazines. 

I  was  terrified,  I  begged,  I  cajoled,  I  went  down  on  my  hands  and 
knees  for  higher  dosages  of  the  drugs.  I  do  not  know  what  you  would 
call  it.  I  never  experienced  the  withdrawal  symptoms  that  I  have 
heard  from  many,  many  people  are  excruciating.  But  I  would  certainly 
say  I  was  addicted  to  phenothiazines.  I  could  not  prove  it,  and  you 
will  get  an  array  of  psychiatrists  who  tell  you  that  they  are  nonaddic- 
tive  and  not  habit  forming.  But  my  personal  experience  and  those  of 
others  seems  to  refute  that. 

Senator  Bayh.  What  did  you  do  while  you  were  between  stays  at 
institutions  ?  Did  you  have  a  craving  ? 

Ms.  Gotkin.  I  was  on  drugs  all  the  time,  in  and  out  of  institutions. 
For  8  years,  I  was  never  not  on  at  least  one  of  the  drugs  we  are 
talking  about. 

Senator  Bayh.  I  must  say  that  I  am  not  equipped  to  know  how 
to  properly  treat  someone  who  has  suicidal  tendencies.  Yet  for  a 
person  with  an  affliction  or  yearning,  and  for  those  who  love  them, 
it  is  only  normal  to  try  to  seek  treatment.  But  it  is  rather  strange  to 
me,  as  a  layman,  that  when  a  person  is  custodialized,  observed,  where 
all  an  individual  has  access  to  is  carefully  monitored  and  regulated, 
that  one  needs  to  be  concerned  about  someone  committing  suicide.  In 
an  institutionalized  setting,  and  by  the  normal  custodial  care  of 
observation,  you  ought  to  be  able  to  keep  someone  from  doing  away 
with  themselves  without  giving  them  2,000  units  of  Thorazine. 

Ms.  Gotkin.  I  was  on  the  outside  at  the  time  I  was  taking  the  very 
high  dosage.  I  was  not  in  the  institutions.  I  was  taking  drugs  when 
I  was  in  the  institutions,  but  I  think  my  drug  dosages  were  even  higher 
when  I  was  outside. 

Senator  Bayh.  How  high  were  they  when  you  were  outside? 

MULTIPLE   DRUG   OVERDOSAGES   PRESCRIBED 

Ms.  Gotkin.  2,000  was  the  highest  I  ever  took.  At  one  time  I  was 
on  1,000  milligrams  of  Mellaril  a  day,  and  Librium,  and  Doriden, 
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and  a  drug  called  Kemadrin,  which  is  to  counteract  the  extrapyram- 
idal symptoms.  I  do  not  know  if  you  are  aware  that  drugs  make  you 
constipated.  I  was  taking  laxatives  and  birth  control  pills,  Darvon 
for  pain,  Compazine  for  nausea,  and  all  of  this  was  prescribed  by  a 
doctor.  And  the  doctor  I  was  in  treatment — that  is  in  quotation 
marks — with,  over  this  8-year  period,  was  in  a  constant  state  of 
changing  my  medications.  He  was  convinced  that  there  was  something 
elusive  wrong  with  me.  If  he  could  only  get  the  right  combination, 
you  know,  it  was  a  modern  version  of  your  mad  scientist. 

This  was  before  Prolixin  became  a  popular  drug,  but  his  experiment 
at  one  time  was  to  build  me  up  on  Prolixin  to  levels  that  had  never 
been  achieved  in  human  beings  before. 

Senator  Bayh.  Did  you  ever  express  concern?  Did  you  ever  tell  him 
you  felt  like  a  walking  pill  box,  and  you  rattled  when  you  walked  ?  Did 
you  ever  ask  him  not  to  do  this  ?  Did  you  ask  him  to  be  careful  ? 

Ms.  Gotkin.  No;  I  did  not.  And  that  is  perhaps  one  of  the  points 
I  would  like  to  have  come  clear.  I  believed  I  was  mentally  ill.  I 
believed  I  needed  the  drugs.  The  fact  that  they  made  me  miserable 
and  they  did  not  help  me  was  because  we  had  not  found  the  right 
drugs.  They  may  say  I  was  naive,  but  I  think  this  is  a  very  common 
thing,  because  part  of  psychiatric  treatment  is  to  cause  the  person 
being  treated  to  go  along  with  whatever  the  treaters  want  to  do. 

Senator  Bayh.  Well,  most  of  us  need  a  doctor,  or  you  would  not  be 
there  in  the  first  place.  That  is  sort  of  traditional  doctor-patient  rela- 
tionship. But  did  your  doctor  ever  make  the  observation  about  the 
need  for  caution  ? 

Ms.  Gotkin.  He  took  periodic  blood  tests,  which  are  indicated  on 
high  dosages  of  phenothizines,  and  that  was  all.  In  fact,  he  did  drug 
research  at  an  institution  in  New  York  City,  and  one  of  his  favorite 
things  of  saying  was  that  the  literature  that  the  drug  companies  dis- 
tributed outlining  the  highest  safe  dosages  were  overcautious,  and 
we  did  not  need  to  pay  any  attention  to  them. 

Senator  Bayh.  This  was  your  doctor? 

Ms.  Gotkin.  Yes — the  literature  that  the  drug  companies  included 
in  their  drugs  saying,  for  example,  600  or  800  mg  of  Mellaril  a  day 
is  the  highest  safe  dosage — he  said,  well,  they  are  overcautious  and 
we  do  not  need  to  listen  to  them.  And  we  did  not  listen  to  them.  I 
mean,  I  listened  to  what  he  said,  and  he  did  what  he  felt  like  doing, 
basically. 

Senator  Bayh.  He  actually  said  that  the  precautions  written  in 
the  instructions  did  not  need  to  be  observed  ? 

Ms.  Gotkin.  He  said  they  were  overcautious — the  drug  companies. 

If  I  could  just  say  one  more  thing,  because  I  feel  very  strongly 
about  it,  since  I  am  here,  you  are  listening  to  me.  I  gave  a  lot  of 
thought  to  the  problem,  and  the  ways  in  which  it  could  be  cooed  with. 
And  someone  asked  me,  in  the  process  of  preparing  my  statement, 
what  kind  of  controls  I  thought  should  be  instituted,  how  I  thought 
this  problem  could  be  dealt  with.  And  what  I  came  up  with,  very 
strongly,  was  we  could  institute  all  kinds  of  controls,  things  that  have 
been  tried,  and  variants  on  them,  professional  review  committees,  and 
all  sorts  of  committees.  And  I  think  that  we  would  be  skirting  the 
issue,  basically.  I  am  speaking  not  for  the  mental  patients  movement, 
although  I  think  I  express  some  of  their  feelings,  that  what  we  really 
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feel  is  necessary  is  to  stop  drugging  of  incarcerated  people,  and  that 
we  really  are  not  facing  the  issue  when  we  say,  well,  let  us  take  the 
power  to  decide  away  from  the  psychiatrist,  and  let  us  give  it  to  the 
lawyers,  or  the  judges,  or  the  legislators,  or  the  human  rights  com- 
mittees. Because  nobody  is  saying  let  us  give  the  power  to  decide  back 
to  the  people  who  are  affected,  just  as  no  one  is  saying,  let  the  mental 
patients  have  their  records. 

NEED   FOR  VOLUNTARY   SYSTEM    OF   MENTAL   HEALTH   CARE 

I  do  not  think  that  this  kind  of  return  of  power  to  the  people  who 
are  concerned  can  take  place  unless  there  is  a  voluntary  system  of 
mental  health  care;  in  other  words,  unless  the  laws  to  allow  people 
to  be  locked  up  and  treated  against  their  will  are  eliminated.  I  am 
making  a  plea  for  that.  I  think  the  system,  the  mental  health  system, 
is  basically  corrupt  and  irretrievably  rotten.  And  although  we  might 
put  a  Band-Aid  here  and  a  splint  there,  I  do  not  think  we  would 
really  end  up  protecting  the  people  who  are  incarcerated,  unless  the 
system  is  changed. 

Senator  Bayh.  Thank  you  very  much,  Ms.  Gotkin. 

I  wish  you  would  read  that  first  full  paragraph  for  us — on  page  5 
of  your  prepared  statement.  Particularly  that  last  sentence,  it  is  so 
descriptive. 

Ms.  Gotkin.  That  paragraph  starting  "In  all  the  years"  ? 

Senator  Bayh.  Yes. 

Ms.  Gotkin.  In  all  the  years  I  took  these  drugs,  never  once  did 
they  in  any  way  help  me  to  solve  my  problems  or  come  in  touch  with 
my  feelings.  Quite  the  contrary.  I  never  had  to  face  any  problems 
because  they  were  all  called  "symptoms"  and  I  was  given  drugs  to 
deal  with  them.  I  became  alienated  from  myself,  my  thoughts,  my 
life,  a  stranger  in  the  normal  world,  a  prisoner  of  drugs  and  psy- 
chiatric mystification,  unable  to  survive  anywhere  but  in  a  mental 
hospital.  The  anxieties  and  fears  I  had  lay  encased  in  a  Thorazine 
cocoon  and  my  body,  heavy  as  a  bear's,  lumbered  and  lurched  as  I 
tried  to  maneuver  the  curves  of  the  outside  world. 

Senator  Bayh.  Thank  you. 

Are  you  taking  any  of  this  kind  of  drug  now  ? 

Ms.  Gotkin.  No.  I  have  not  touched  the  stuff  in  5  years. 

Senator  Bayh.  I  am  glad  to  hear  that.  Thank  you. 


PREPARED  STATEMENT  OF  JANET  GOTKIN 

Mr.  Chairman,  members  of  the  committee,  my  name  is  Janet  Gotkin  and  I  am 
an  ex-mental  patient.  For  10  years  I  was  on  the  receiving  end  of  what  is  called 
psychiatric  "treatment"  and  my  only  claim  to  expertise  is  my  experience  as  a 
psychiatric  guinea  pig. 

I  was  always  a  so-called  "voluntary"  patient,  but  I  hope  you  will  not  allow 
semantic  niceties  to  obscure  my  true  status.  Whenever  force,  threat,  or  coercion 
exist,  and  whenever  a  person  does  not  have  the  option  to  leave  an  institution  or  a 
"therapy"  situation,  the  word  "voluntary"  does  not  apply.  There  are  few,  if 
any,  truly  voluntary  mental  patients  in  this  country.  I  wish  to  stress  this 
initially,  and  stress,  too,  that  my  experiences  are  in  no  way  unique.  I  am  one 
of  thousands.  What  makes  my  story  of  particular  note  is  that  I  survived,  intact, 
and  am  here  to  speak  to  you  today,  instead  of  moldering,  lethargic  and  drugged, 
a  resident  of  the  back  wards. 

In  September  of  1970,  after  a  near  fatal  suicide  attempt  that  culminated  in 
a  5-day  coma,  I  ended  my  10-year  career  as  a  mental  patient.  Diagnosed  as  a 
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"chronic  schizophrenic,"  I  had  spent  a  total  of  three  and  a  half  years  in  mental 
hospitals,  both  private  and  public.  I  had  attended  nearly  1,000  psychiatric 
sessions,  I  had  received  over  100  electroshock  treatments,  and,  my  husband  and 
I  estimate,  I  had  received  over  1  million  milligrams  of  tranquilizers.  By  all 
professional  estimates,  I  should  have  remained  a  mental  patient  for  the  rest  of 
my  life.  But  I  didn't. 

What  happened  in  my  head  during  my  coma  to  allow  me  to  leave  my  psychia- 
trist, overcome  my  10  years  of  debilitating  treatments  and  debasing  definitions 
and  assume  control  of  my  own  life?  The  5  days  are  a  mystery.  But  I  remember 
my  waking  up  as  clearly  as  if  it  was  this  morning.  More  than  anything,  it  was 
an  experience  in  vividness.  I  woke, 

.  .  .  not  with  the  sickening  sour  sense  of  a  failed  suicide  attempt,  but 
with  a  tingling  joy-shouting  feeling.  "Thank  God  I  am  alive !" 

And  I  was  alive,  truly,  for  the  first  time,  perhaps,  in  my  life.  My  mind 
was  clear;  my  symptoms  gone.  I  read  The  New  York  Times;  I  read  an  entire 
book,  Yasunari  Kawabata's  The  Sound  of  the  Mountain;  I  saw  a  whole 
movie.  People's  voices  came  through  clear  and  precise.  My  hands  and  legs 
did  not  shake  and  I  moved  my  bowels  without  a  laxative.  For  the  first 
time  in  8  years  I  was  without  drugs  and  it  felt  fantastic.1 

I  realized,  in  a  rush,  how  much  of  my  misery  and  pain  and  how  much  of  what 
I  had  been  encouraged  by  my  psychiatrists  to  call  my  "illness"  had  been  drug- 
induced.  This  realization  radicalized  me  and  gave  me  the  initial  strength  to 
declare  my  independence  from  psychiatry.  My  senses,  my  mind,  my  body  were 
free  and  freedom  is  a  dear  and  heady  thing.  I  vowed  never  to  give  it  up  again. 

In  all  the  years  I  was  in  so-called  therapy  and  mental  hospitals  my  primary 
"symptoms"  [otherwise  known  as  sins/crimes]  were  a  deep,  abiding  sense  of 
hopelessness,  an  erratic  fright  upon  confronting  the  symbols  of  normality  of 
our  society  [school,  authority,  bureacracy,  office  work,  subways,  etc.]  and  con- 
tinuing desires  and  attempts  to  cut  my  wrists  and  otherwise  end  my  life.  For 
these  I  was  punished  through  drugging  and  incarceration  and  electroshock.  I 
was  labeled  "schizophrenic"  and  considered  an  acceptable  recipient  of  the 
punishment/tortures  that  pass  for  psychiatric  "treatment." 

I  was  put  into  a  mental  hospital  for  the  first  time  in  1961  after  I  cut  my  wrists 
in  my  psychiatrist's  office  and  in  the  10  months  I  was  there  miraculously  avoided 
being  drugged.  When  I  was  released,  finally,  into  the  custody,  so  called,  of  the 
psychiatrist  who  was  to  treat  me  for  the  following  8  years,  I  started  the  night- 
mare of  being  a  psychiatric  druggie. 

During  my  first  session  with  Dr.  Sternfeld '  he  gave  me  drugs.  Stelazine.  I 
think  it  was.  He  never  examined  me,  took  tests,  or  in  any  other  way  tried  to 
determine  if  there  was  a  condition  I  had  which  might  warrant  drug  treatment. 
"If  you  feel  anxious,  take  one,"  he  said.  Within  a  month  I  was  on  Thorazine, 
the  granddaddy  of  tranquilizers,  and  from  then  on,  I  was  hooked.  Over  the  years 
I  took  almost  every  drug  on  the  market :  Thorazine,  Mellaril,  Taractan,  Compa- 
zine, Stelazine,  Serax,  Prolixin  (Permatil),  Valium,  Librium,  Miltown,  Doriden, 
Nembutal.  Seconal,  Tuinal,  Chloral  Hydrate,  Sodium  Amytal  [by  injection], 
Dexamyl,  Kemadrin,  Tofranil,  Elavil.  You  name  it,  I  took  it ;  often  in  combina- 
tions ;  mostly  at  very  high  dosages.  At  one  time,  for  example,  I  was  taking  Mel- 
laril [800  mg.  daily],  Compazine  [for  persistent  nausea,  caused,  most  likely,  by 
the  drugs  themselves],  Librium  [20  mg.  daily],  and  Doriden  [two  pills  per 
night],  as  well  as  Kemadrin  [to  reduce  the  extrapyramidal  symptoms],  Darvon 
[for  headaches],  a  daily  laxative,  and  birth  control  pills.  I  freaked  out  on  Elavil 
and  Tofranil,  overdosed  on  Doriden  and  Mellaril,  and  suffered  the  excruciating 
pain  of  being  in  bondage  to  Thorazine  and  to  its  dispenser.  At  one  time,  I  par- 
ticipated in  an  "experiment"  with  Prolixin,  to.  [in  the  words  of  Dr.  Sternfeld] 
"build  you  up  to  unheard  of  levels,"  but  I  stopped  because  my  fear  was  so  great 
it  counteracted  the  "good  effects"  of  the  drug. 

For  months  at  a  time  I  took  dosages  of  Thorazine  ranging  from  S00  mg.  a  day 
to  2,000  mg.  a  day.  At  2,000  mg.  I  felt  myself  going  mad  with  the  sensation  of 
bugs  crawling  over  my  body ;  Dr.  Sternfeld  gave  me  Benadryl  to  counter  the 
itching.  I  began  to  lose  control  of  my  lips  and  tongue :  it  was  difficult  to  speak. 
Finally,  one  night.  I  went  into  convulsions.  Dr.  Sternfeld  told  my  husband,  "I'm 
not  surprised.  It  often  happens  at  this  dosage."  And  he  lowered  me  to  1.800  mg. 


1  Gotkin.  Paul  and  Janet.  Too  Much  Anner.  Too  Many  Tears:  A  Personal  Triumph  Over 
Psychiatry.  New  York.  Quadranjrle  Books.  1975. 

2  This  is  not  the  real  name  of  the  psychiatrist. 
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Dr.  Sternfeld  was  always  changing  my  "medication,"  always  trying  out  new 
combinations,  new  dosages.  He  was  scornful  of  the  precautions  the  drug  compa- 
nies issued  in  their  literature.  "They  say  800  mg.  of  Mellaril  is  the  highest,"  he 
said.  "But  they're  overcautious.  We  can  go  higher."  And  ive  did.  In  search  of  the 
elusive  right  combination,  Dr.  Sternfeld  never  wavered.  And,  as  the  years  went 
by  I  forgot,  until  that  day  in  September  when  I  awoke  from  my  coma,  what  it 
was  like  to  be  totally  alive  and  perceiving  the  world,  drug  free. 

In  aU  the  years  JLtmk.  these  drugs  never,  once,  did  thev  in  anv  way  help  me  to 
solve  my  problems  or  come  in  touch  with  my  feelings._Quite  the  contrary.  I  never 
had  to  face" any  problems  her-a~n~sp~""thpy  were  all   palTerl   "svTiiptnnia"   apd  I  was 
given  drugs  to  deal  with  them.  I  became  alienated  from  my  self,  mv  thoughts,  inv 
life,  a_stranger  in  the  normal  world,  a  prisoner  of  drugs  and  psychiatric  mysti- 
fication, .unable,  to  survive  anywhere,  hut,  in  a  mental  hospital.  The  anxieties  and 
fears  I  had  lav  encased  in  a  Thorazine  cocoon  and  my  body,  heavy  as  a  bear's, 
lumbered  and  lurched  as  I  tried  ~to~maneuver  the~_c.ux.ves  of  the  "outside  wofTd. 
My  tongue  was  so  fuzzy,  so  thick,  I  could  barely  speak.  Always  I  needed  water 
and  even  with  it  my  loose  tongue  often  could  not  shape  the  words.  It  was  so 
hard  to  think,  the  effort  was  so  great ;  more  often  than  not  I  would  fall  into  a 
stupor  of  not  caring  or  I  would  go  to  sleep.  In  8  years  I  did  not  read  an  entire 
book,  a  newspaper,  or  see  a  whole  movie.  I  could  not  focus  my  blurred  eyes  to 
read  and  I  always  fell  asleep  at  a  film.  People's  voices  came  through  filtered, 
strange.  They  could  not  penetrate  my  Thorazine  fog ;  and  I  could  not  escape  my 
drug  prison.  The  drugs  made  me  constipated,  as  well  as  ravenously  hungry.  As 
a  final  misery,  they  caused  me  to  gain  weight.  For  8  years  I  took  laxatives  and 
suffered  as  I  watched  my  body  grow  heavy  and  distorted.  My  hands  shook  so  I 
could  barely  hold  a  pencil  and  I  was  afflicted  with  what  Dr.  Sternfeld  lightly 
called  "dancing  legs,"  a  Parkinsonian  "side  effect"  of  these  chemicals.  For  this 
I  took  a  drug  called  Kemadrin,  and  if  I  missed  a  day  or  a  dosage,  my  shoulder 
muscles  would  tighten  into  excruciatingly  painful  knots  and  my  legs  would  go 
wildly  out  of  control.  Exposure  to  the  sun  caused  painful  itching  and  even,  on 
occasion,  serious  burning. 

Yet  to  detail  the  physical  suffering  caused  by  these  drugs  is  to  touch  on  only 
one  aspect  of  the  pain  they  cause.  Psychologically  and  emotionally  they  are 
devastating.  They  cause  sensations  [drowsiness,  disorientation,  shakiriess,  dry 
mouth,  blurred  vision,  inability  to  concentrate,  to  mention  a  few]  that  would  be 
enough  to  unnerve  the  strongest  among  us  if  we  did  not  know  their  source.  It  is 
a^ommon_practice  among  psychiatrists^  not  to  inform  their  patiejUgthatthe 
disturbing  things  They  are  expeTTehcihg~are  drug  ingucedTMy  only~clmcTUgibn  is 
thatThey  prefer  the  patients  to  assume  that  the  bizarre  things  their  bodies  are 
doing  and  the  strange  turns  their  minds  are  taking  are  further  indications  oj 
how  "sick"  or  "crazy"  they  arp  And  this  is  precisely  what  happens.  1,  like  "most 
victims  of  psychiatric  drugging,  did  not  link  up  my  difficulty  in  concentrating  and 
speaking,  my  heaviness  and  my  problems  in  communicating  with  the  drugs  that 
were  supposed  to  be  "helping"  me.  My  hands  Would  shake  as  I  held  a  coffee  cup, 
my  legs  would  beat  a  wild  tattoo  on  the  floor,  and  sometimes  I  would  fall  asleep 
in  the  middte^oTITeonversation.  I  kneiv  I  was  deteriorating,  going  slowly,  surely 
insane.  No  one  thought  it  necessary  to  advise" me  otherwise.  "But  why  do  you 
think  people  are  looking  at  you  strangely?"  Dr.  Sternfeld  would  ask.  Why  indeed  ! 
In  spite  of  evidence  to  the  contrary  and  in  spite  of  the  pain  that  the  drugs 
caused  me.  I  believed,  wholeheartedly,  that  I  could  not  survive  without  them. 
Many  times  I  cried,  pleaded,  cajoled,  even  begged  on  my  hands  and  knees  for 
higher  and  higher  doses.  Would  you  call  this  dependency?  Or  addiction?  Does 
it  really  matter  what  you  call  it?  One  thing  is  certain.  I  needed  those  drugs.  I 
would  have  done  almost  anything  to  get  them  and  I  would  have  allowed  the 
person  giving  them  to  me  to  do  almost  anything  to  me  in  order  to  keep  my  supply 
coming.3  — And  I  did.* 

I  received  a  letter  last  week,  and  in  it,  a  young  woman  who  has  gone  through 
similar  experiences  to  my  own  says,  "First  they  get  you  so  you  can't  live  without 


3  In  8  years.  I  never  personally  experienced  the  horror  of  withdrawal  from  these  so-called 
nonnarcotic,  nonhabitforming  drugs.  I  have  heard  enough  stories,  from  people  who  have, 
tn  make  me  enduringly  grateful  that  my  withdrawal  occurred  during  a  5-dav  period  of 
unconsciousness. 

4  For  me.  and  thousands  like  me.  dependence  on  these  drugs  has  meant  total  submission 
to  the  wishes  of  a  psychiatrist.  It  has  meant  submitting  to  hospitalization,  shock  treat- 
ments and  all  manner  of  demeaning  and  humiliating  treatments — all  in  order  not  to 
alienate  the  source  of  drugs. 


* 
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the  drugs,  then  they  say  they'll  stop  treating  you  if  you  don't  do  what  they  want." 
There,  simply  stated,  lies  the  incredible  power  of  these  drugs  and  an  insight  into 
how  they  determine  the  power  distribution  between  psychiatrist  and  patient. 
When  you  are  drugged  you  are  passive,  vulnerable,  suggestible,  and  easily  man- 
aged. Your  symptoms,  i.e.  your  anger  and  hostility  toward  your  tortures,  dis- 
appear and  you  become  a  "good  mental  patient." 

Do  you  know  why  doctors  will  fight  to  the  last  to  retain  their  uncontrolled 
rights  to  administer  these  chemicals  promiscuously  and  indiscriminately  to  their 
charges?  Because  these  are  incapacitating  chemicals.  They  cause  us  to  lie  down 
like  dogs  and  slobber  for  more.  Or,  at  the  very  least,  they  takeaway  our  anger, 
rmr  spirit,  and  our  TOi11  ;  ^ey  i-pIipvp  us  nf  our  ability  to  fight.  With  their_dxugjs^ 
their  weapons— psychiatrists  can  do  with  us  as  they  jike;_ancLwe  wiUbaxely 
whimper. 

""\vnat  1  am  saying  may  be  new  to  you,  but  it  is  an  old  and  sad  story  to  anyone 
who  has  been  a  psychiatric  prisoner  in  this  country.  You  could  hear  horror  stories 
like  my  own  and  worse,  hundreds,  thousands  of  them,  if  you  just  cared  to  go  to 
our  so-called  mental  hospitals  and  asked  a  few  questions  of  the  patients.  And 
you  could  have  heard  these  same  frightening  truths  for  many  years.  These 
abuses  are  nothing  new.  Yet  very  few  people  have  heard  about  them. 

Two  months  ago  my  husband  Paul  and  I  did  a  radio  interview  for  the  Canadian 
Broadcasting  Company  on  the  subject  of  depression.  When  my  husband  men- 
tioned, in  response  to  a  question,  that  many  people  have  suffered  terribly  adverse 
reactions  to  drugs  such  as  Tofranil,  the  woman  interviewing  us  was  shocked. 
She  had  never  heard  such  a  thing.  Were  we  sure?  It  seemed  incredible  to  us,  and 
incredible  it  is,  that  such  ignorance  and  naivete  could  exist.  But  it  does,  most 
certainly.  It  is  important  and  pressing  to  ask  whv  the  truths  about,  psychiatric 
practh?esingeneral,  and  drugs  in  particular,  have  remajnedso  welFhiddenT 
^Part  ot  thlTanswer  is  that  mental  hospitals  [as  well  as"prisons  ana  schools  for 
the  retarded]  are  closed  institutions.  The  people  who  run  them  have  been  vir- 
tually free  pf_any  outside  scrutiny  or  constraint  on  their  behavior  and  have  fought 
hard  to  maintain  that  closed  status.  Little  concerted  effort  by  the  public  has  been 
raised,  except  for  periodic  "exposes"  of  panel  and  psychiatric  institutions  that 
result  in  nothing  more  than  widespread  outrage.  It  is  precisely  because  these 
institutions  are  "secret,"  in  the  sense  that  they  house  society's  unwanted,  that 
no  one  really  wants  to  investigate  what  goes  on  inside.  It  is  easier  to  abrogate 
responsibility  for  the  unpleasant,  the  eccentric,  the  antisocial,  the  aberrant  among 
us — and  leave  their  care  (?)  to  the  experts. 

Historically,  psychiatrists  and  penologists  have  been  most  eager  to  assume  that 
responsibility  and  to  cloak  their  activities  in  an  aura  of  mystery  and  exoticism. 
Until  recently  there  has  been  a  politically  activist  mental  patients  movement, 
since  traditionally  mental  patients  have  been  so  brainwashed  [through  psy- 
chiatric jargon  as  well  as  through  drugs]  into  believing  in  their  own  incompe- 
tence and  "illness,"  they  never  dared  to  move  to  expose  the  tyrannies  of  psychia- 
tric practice.  With  the  emergence  of  the  mental  patient  movement  in  this  country 
in  the  last  3  years,  as  well  as  with  the  growth  of  consumerism,  the  doors  to  the 
mental  hospitals  and  prisons  are  being  forced  open,  bit  by  bit.  And  what  we  see 
is  shocking  and  horrifying. 

We  are  so  surprised,  too,  because,  whether  we  know  it  or  not,  we  have,  most  of 
us,  been  victims  of  the  extraordinarily  effective  public  relations  campaign  of 
the  American  Psychiatric  Association.  We  have,  over  the  years,  accepted  their 
definition  of  themselves  as  a  "professional"  organization,  and  lost  sight  of  the 
fact  that  their  major  function,  like  the  American  Medical  Association  and  the 
American  Bar  Association,  is  to  form  favorable  public  opinion.  We  accept  their 
studies  as  unbiased,  their  statistics  as  valid,  their  views  and  preferences  in 
"treatment"  as  scientifically  sound.  We  are  only  just  beginning  to  see  that  we 
have  been  duped  and  that  the  other  side  of  the  rosy  picture  of  mental  health 
practice  we  are  fed  through  the  media  is  so  appalling  as  to  be  almost 
indescribable. 

We  are  learning  that  the  mental  hospitals  are  more  like  prisons  than  hospitals, 
that  so-called  doctors  are  administering  potent  and  dangerous,  mind-altering 
substances  indiscriminately  and  without  examinations  to  persons  incarcerated 
against  their  wills.  We  are  learning  that  children  are  among  the  prime  targets 
of  this  drug  abuse,  and  that  there  are  no  standards  for  psychiatric  evaluations 
and  diagnoses.  We  are  learning  that  threats,  coercion  and  dangerous  practices 
are  the  norm,  not  the  exception. 

The  use  of  these  dangerous  drugs  is  essential  to  modern  psychiatric  practice. 

They  are  the  major  vehicle  for  psychiatric  oppression  in  this  country  and  their 

use  is  expanding  rapidly  to  include  many  varieties  of  captive  clientele,  from 
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mental  patients  and  prisoners  to  juvenile  offenders  and  geriatric  patients  to 
schoolchildren.  They  cause  untold  misery  and  pain  and  permanent  brain  damage 
in  many  of  their  victims.  They  are  used  to  threaten,  punish,  and  manipulate 
already  helpless  people  and  they  are  administered  by  people  who,  by  and  large, 
know  little  or  nothing  about  how  they  work  or  their  long-term  effects  and  who 
seem  to  have  little  interest  in  finding  out.  They  are  used,  not  to  heal  or  help,  out 

to  torture  and  control.  It  is  that  simple.  — 

"And"  the  questions~5urrounding  their  use  are  not  scientific  or  medical ;  they  are 
political.  When  we  talk  about  who  shall  administer  what  drugs  to  whom  and 
under  what  circumstances,  we  are  talking  about  power  over  people's  lives.  These 
are  dangerous  drugs,  dangerous  from  a  physical  point  of  view  and  from  a  moral 
point  of  view.  They  are  dangerous  because  they  imbue  the  dispenser  with  tre- 
mendous power  and  reduce  the  receiver  to  a  state  of  helplessness.  They  are 
especially  insidious  because  they  leave  no  marks  and  because  their  victims — 
mental  patients,  old  people,  poor  people,  "criminals" — are  among  the  most  power- 
less and  stigmatized  groups  in  our  society. 

When  we  see  the  rampant  abuses  connected  with  institutional  drug  abuses 
we  are  seeing  only  one  aspect  of  a  profound  problem.  We  must  confront  the 
basics.  The  mental  hospital  system  in  this  country  is  unendurably  rotten,  es- 
sentially and  irretrievably  corrupt.  The  misuse  by  psychiatrists  of  psychotropic 
drugs  is  just  one  aspect  of  that  corruption.  We  could,  theoretically,  face  that 
aspect  of  the  problem — drugs — and  institute  "controls"  of  some  sort,  standards 
for  administration,  etc.  We  could  plan  professional  review  committees  and 
patient  review  committees  and  committees  to  oversee  committees.  We  could  call 
in  lawyers  and  ombudsmen  and  community  workers  and  insist  on  rigorous  in- 
formed consent  procedures — if  we  believed  informed  consent  could  exist  in  the 
essentially  coercive  environment  of  a  mental  hospital  or  prison,  which  we 
don't.  But  we  would  be  skirting  the  issue.  We  would  not  be  accomplishing  what 
we  really  want,  which  is  to  stop  the  forced  drugging  of  incarcerated  persons. 
We  don't  want  to  take  the  power  away  from  psychiatrists,  just  to  give  it  to 
legislators  or  judges  or  human  rights  committees.  We  want  to  take  it  and  give  it 
to  the  people  whose  lives  and  bodies  and  minds  are  affected. 

Qf  course,  we  can  and  should  support  the  movement  to  allow  psychiatric  in-_ 
mates  the  right  to  refuse  drugs.  That  is  an  important  liberating_step.  But,  in 
the  end,  it  is  only  a  stopgap  measure.  We  cannot  truly  ensure  that  coercion  and 
force  are  not  used  ana  that  mental  patients  interests  will  be  protected  until 
we  have  a  truly  voluntary  system  of  mental  health  care.  Only  when  the  law 
does  not  allow  people  to  be  locked  up  against  their  wills  to  be  "treated"  and  only 
when  people  are  as  free  to  leave  an  institution  as  they  were  to  enter  will  the 
balance  of  power  between  the  dispensers  of  "treatment"  and  the  receivers  begin 
to  be  restored. 

And  it  will  not  be  easy  to  achieve  a  noncoercive,  humane  system  for  pro- 
viding care  and  real  help  to  people  in  trouble.  Psychiatrists  and  mental  health 
professionals  have  fought  us  in  our  efforts  to  achieve  such  a  system  and  they  will 
continue  to  fight  us  every  step  of  the  way.  Because,  again,  this  is  a  political 
issue,  a  question  of  power.  Laws  allowing  for  involuntary  mental  hospitalization 
imbue  psychiatrists  and  judges  with  tremendous  power,  as  do  the  awesomely 
powerful  drugs  we  are  discussing.  People  who  are  free  to  come  and  go.  ask  ques- 
tions and  demand  answers,  whose  brains  are  not  fogged,  who  are  not  demoral- 
ized and  incapacitated  will  be  free  to  be  as  militant  and  self-serving  as  they 
choose.  They  will  not  settle  for  vague  answers  and  they  will  demand  to  know 
\vha_t_js_^elng__given  to  them,  how  it  works,  its  rlflmzoc&__anri  pjvantj)grPg    Ti^y 
WiTTnotallow  themselves  to  be  made  into  psychiatric  zombies  or  to  be  categorized 
as  Iacking"Tn  the_judgment  necessary  to  decide  what  is  in  their  own  best  in- 
terest. They  will  wrest  the  power  from"  the  psychiatrists,  institute  responsive 
helping  alternatives  and  take  control  of  their  own  lives.  The  psychiatrists  know 
this  and  they  are  afraid. 


Senator  Bayh.  Mr.  Brandt,  we  appreciate  your  being  with  us. 

STATEMENT  OF  ANTHONY  BRANDT,  AUTHOR/JOURNALIST, 

SHRUB  OAK,  N.Y. 

Mr.  Brandt.  Thank  you. 

I  appreciate  the  chance  to  be  here.  My  name  is  Anthony  Brandt. 
I  am  a  freelance  writer.  I  have  a  book  coming  out  next  week  on  the 
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mental  health  system.  I  spent  2%  years  doing  research  for  this  book, 
visiting  various  States  across  the  United  States,  visiting  mental  health 
facilities,  talking  to  officials  at  all  levels  in  the  system,  to  workers  in 
the  system,  and  to  a  good  many  ex-mental  patients.  I  also  committed 
myself  to  Hudson  River  State  Hospital  in  Poughkeepsie,  N.Y.,  to 
find  out  for  myself  what  it  is  like  to  become  a  mental  patient.  And  while 
my  experience  is  very  limited,  I  think  it  is  typical  of  what  happens 
to  mental  patients  in  this  country.  So  why  do  I  not  begin  with  that, 
with  what  I  did  ? 

[Exhibit  No.  2] 

An  explosive  expose  of  the 

treatment  of  mental  patients  in  the 

U.S.  The  first-hand  account  of  the 

author's  own  simulated  breakdown 

gives  a  close-up  view  of  what 
happens  to  the  "mentally  ill"  who  are 
shoved  into  hospitals  to  be  "cured". 

$9.95 

Reality 
Police 

The  Experience  of 
Insanity  in  America 

BY  ANTHONY  BRANDT 

I  went  to  Hudson  River  on  a  Friday  evening,  and  told  them  that 
I  was  hearing  voices,  told  them  that  I  was  separated  from  my  wife, 
which  I  am  not,  and  that  I  needed  help.  I  had  a  friend  with  me  who 
confirmed  the  story  and  said,  you  know,  he  is  really  kind  of  in  a  bad 
way.  They  listened  to  my  story,  and  then  they  called  in  the  resident  on 
duty  that  night,  and  she  was  a  foreign  medical  graduate,  from  India, 
I  believe,  I  had  a  little  trouble  understanding  her ;  she  did  not  speak 
English  too  well ;  and  I  assumed  she  had  a  little  trouble  understanding 
me. 

Senator  Bath.  Could  she  hear  the  voices  ? 

Mr.  Brandt.  No,  no.  She  talked  to  me  for  about  10  minutes,  and  gave 
me  what  is  standard  in  the  institutional  field,  a  reality  test,  which 
consists  of  asking  you  who  the  President  of  the  United  States  is,  and 
what  day  it  is,  and  what  time  it  is,  and  do  you  know  why  you  are  here, 
what  you  are  doing  here,  and  so  on.  She  listened  to  my  story,  and  then 
she  admitted  me.  The  whole  process  took  about  10  minutes,  which  is 
standard  also. 

Then  an  aide  took  me  up  to  the  ward,  after  I  had  signed  the  papers, 
and  they  stripped  me,  and  searched  me  in  the  shower  room,  and  they 
took  my  belongings  away  and  gave  me  hospital  pajamas  and  a  hospi- 
tal nightgown,  and  canvas  slippers,  and  a  bathrobe  without  a  tie 
around  it,  because  mental  patients  do  not  have  long,  thin  things  that 
they  can  possibly  hang  themselves  with. 
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NO  MEDICAL  EXAMINATION  PREVIOUS  TO  INJECTIONS 

Then  they  took  me  into  the  nurse's  office,  and  there  was  a  nurse 
there,  a  male  nurse,  and  he  prepared  an  injection  of  a  drug  known  as 
Serentil,  which  is  a  phenothiazine.  They  gave  me  the  injection,  and 
then  they  led  me  off  to  bed.  I  knew  nothing  about  the  drug  at  the  time, 
and  they  did  not  tell  me  what  the  drug  was.  I  just  happened  to  find 
out  what  it  was.  I  looked  at  the  box  and  saw  the  name. 

Then  they  left  me  in  bed.  That  was  it.  They  did  not  really  say  any- 
thing to  me,  or  explain  anything  to  me,  and  there  was  no  medical  ex- 
amination at  all. 

A  little  later,  my  mouth  dried  out  very  badly,  and  I  was  desperate 
for  a  drink  of  water.  I  could  not  sleep.  You  are  on  a  thin  little  mattress 
that  has  a  rubber  sheet  on  it,  and  a  rubber-encased  pillow,  and  it  is  a 
weird  feeling,  because  the  sheet  is  sliding  all  over  the  rubber,  and  you 
do  not  know  whether  you  are  going  to  wind  up  on  the  floor  at  any 
moment.  So  I  got  up,  and  I  wanted  to  go  out  in  the  hall,  and  get  a  drink 
of  water.  On  the  way  there,  I  discovered  that  I  really  could  not  walk. 
I  kept  stumbling  and  grabbing  for  walls,  and  trying  to  support  my- 
self, and  I  fell  down  twice,  once  on  the  way  to  the  water  fountain — I 
did  actually  get  the  drink  of  water — and  then  I  fell  down  again  on 
the  way  back  to  bed. 

I  discovered  later  than  one  of  the  main  side  effects  of  Serentil  is 
severe  hypotension,  and  since  I  have  low  blood  pressure  anyhow,  this 
exacerbated  that  condition,  and  that  would  explain  my  inability  to 
walk. 

Now  my  feeling  about  it  is  that — I  think  two  facts  about  it  are  signif- 
icant. There  was  no  real  psychiatric  diagnosis  made.  You  cannot  make 
a  psychiatric  diagnosis  in  10  minutes.  The  next  morning,  a  psychiatrist 
did  come  in  and  talk  to  me  for  iy2  hours,  at  which  time  my  drugs  were 
changed.  The  other  fact  that  is  significant  is  the  hypotension.  And 
together,  the  way  I  put  these  together  is  that  the  basic  purpose  of  that 
drug  was  not  to  quiet  my  mind  but  to  make  me  incapable  of  movement. 
I  think  it  was  in  effect  meant  to  immobilize  me.  I  cannot  prove  it, 
but  my  subsequent  experience  in  that  mental  hospital,  and  talking 
to  all  of  the  mental  patients  that  I  have  talked  to,  indicates  to  me  that 
the  basic  purpose  of  these  drugs  is  to  control  patients,  and  not  to  help 
them. 

Senator  Bath.  Excuse  me,  but  could  you  think  with  your  mind, 
at  the  time  that  you  could  not  walk  ? 

Mr.  Brandt.  Yes,  I  could  think.  My  head  was  clear.  My  head  was 
clear  when  I  went  in.  The  drug  had  no  effect  whatsoever  on  my  thought 
process.  But  I  could  discern,  after  I  got  used  to  the  ward — well,  you 
never  get  used  to  the  ward.  There  is  no  way  to  get  used  to  the  ward. 
But  in  the  subsequent  11  days  that  I  was  there,  I  did  learn  something 
about  the  use  of  the  drugs.  Everyone  on  the  ward  was  getting  drugs, 
without  exception,  at,  I  believe,  very  high  levels. 

Most  of  the  people  on  the  ward  slept  for  at  least  12  hours  a  day. 
A  good  many  of  them  sat  around  the  ward  all  day  long,  either  staring 
at  the  walls,  or  staring  at  television. 
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OBJECT  AND   GET  "SNOWED" 


I  heard  stories  from  some  patients  about  what  happens  when  you 
get  intractable,  or  when  you  object  to  taking  drugs.  Usually,  you  get 
the  effect — what  the  psychiatrist  calls  "snowing" — if  you  refuse  to 
take  a  drug.  Some  aides  come  by,  and  they  grab  you  and  they  inject 
three  or  four  times  the  normal  dose  of  the  drug  into  you.  This  is  very 
common. 

Senator  Bayh.  Did  you  have  that  experience  yourself? 
Mr.  Brandt.  No;  I  did  not.  Once  I  had  the  Serentil,  I  figured 
I  had  better  behave,  because  I  did  not  want  that  experience.  I  was  a 
little  bit  afraid.  It  was  a  frightening  experience  not  to  be  able  to  walk, 
or  to  maneuver.  And  I  had  heard  enough  stories  from  ex-mental  pa- 
tients to  know  that  these  things  are  dangerous. 

However,  I  have  heard  many  stories  from  ex-patients  of  this  hap- 
pening, and  I  have  been  able  to  substantiate  some  of  them,  independ- 
ently, from  other  patients  and  from  people  who  work  on  the  wards. 
Sometimes  this  happens  without  medical  approval.  The  drugs  are 
given  and  they  get  the  doctor  to  sign  the  order  afterwards.  I  know 
of  cases  in  Topeka,  Kans.  where  this  has  happened,  and  other  places, 
as  well. 

There  is  another  practice  which  I  think  you  know  about.  That  is 
to  continue  the  drugs  at  a  very  high  level,  for  long  periods  of  time, 
without  medical  supervision  of  any  substantial  kind.  I  talked  to 
an  ex-patient  who  had  been  at  King's„Park  State  Hospital  on  Long 
Island  for  8  years,  and  during  5  of  those  years,  he  received  high  dos- 
ages of  Thorazine  every  day.  He  saw  a  doctor  once  a  year. 
Senator  Bayh.  Once  a  year? 

Mr.  Brandt.  Once  a  year;  yes.  He  was  lucky;  he  had  5  minutes 
with  the  doctor  once  a  year. 

On  my  ward,  patients  saw  doctors,  if  at  all,  on  Monday  morning 
rounds.  Every  Monday  morning,  they  came  for  about  5  minutes  and 
stood  around.  Generally,  they  did  not  come  in  unless  there  was  a  new 
patient  on  the  ward.  That  was  your  only  opportunity  to  go  up  to  a 
doctor  and  say,  look,  I  do  not  feel  right  on  these  drugs,  or  I  want 
to  get  out,  or  whatever.  Otherwise,  there  was  no  real  therapy  at  all, 
and  no  contact  with  physicians,  that  I  could  see.  This  also  is  very 
common. 

Senator  Bayh.  How  old  were  the  people  in  your  ward?  Were 
they  all  generally  one  age  group? 

Mr.  Brandt.  No;  they  ranged  in  age  from  about  18  into  their 
seventies  and  eighties,  and  some  of  them  were,  I  would  say — and 
this  is  very  impressionistic;  you  have  to  understand  that.  About  60 
percent  were,  in  my  opinion,  perfectly  capable  of  existing  on  the  out- 
side with  no  help  whatsoever  from  anybody.  That  is  a  conservative 
estimate. 

Senator  Bayh.  Did  you  have  a  chance  to  talk  to  some  of  those  to 
find  out  how  they  got  in  there? 

Mr.  Brandt.  Yes.  People  were  in  there  for  various  reasons.  One 
young  man  I  remember  very  well — he  was  labeled  a  manic  depres- 
sive. He  would  have  made  an  excellent  used  car  salesman.  His  parents 
were  kind  of  trigger  happy.  They  got  unset  verv  easilv  by  his  behav- 
ior. He  had  been  in  and  out  of  mental  hospitals  13  times.  He  knew 
them  very  well.  He  knew  the  ins  and  outs.  He  had  girlfriends,  you 
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know,  he  knew  how  to  get  drugs,  if  he  wanted  to,  not  phenothiazines, 
but  drugs  like  marijuana,  and  other  such  things,  without  any  difficulty 
whatsoever. 

He  was — as  I  say,  he  would  have  made  a  good  used  car  salesman. 
He  was  very  alive,  very  vigorous.,  You  might  say  manic — a  psychi- 
atrist would  say  manic.  I  would  say  he  was  just  a  good  used  car 
salesman. 

There  were  other  people  who  were  there  for  different  reasons.  One 
person  suddenly  got  tired  of  living  with  his  wife,  and  he  did  not 
quite  know  what  was  happening,  and  he  got  very  angry  with  her,  and 
one  night  he  threatened  her.  He  got  frightened  by  that,  by  having 
threatened  her,  and  committed  himself  to  the  mental  hospital,  and 
he  was  put  on  drugs.  Well,  everyone  is  put  on  drugs.  But  he  was  put 
on  the  drugs,  and  after  awhile,  he  did  not  want  to  leave.  It  was  com- 
fortable. He  could  sit  and  watch  television  all  day,  and  nobody 
bothered  him,  and  he  was  well  fed — well,  he  got  hospital  food.  And 
he  went  home  from  time  to  time,  but  he  was  really  anxious  when  he 
got  home,  and  he  felt  dependent  on  the  hospital,  and  that  is  a  common 
thing.  It  happens  to  a  lot  of  people. 

DEPENDENCE   UPON   INSTITUTIONALISM 

You  get  institutionalized,  and  psychiatrists  have  a  term  for  it,  they 
call  it  institutionalism,  whereby  a  person  who  spends  a  long  enough 
time  in  a  mental  hospital- — it  does  not  have  to  be  that  long,  it  can  be 
3  or  4  months — gets  used  to  it,  and  gets  dependent  on  it,  and  does 
not  care  any  more  whether  he  leaves  or  not. 

Ancl  this  is  also  an  effect  of  the  drugs,  too,  because,  after  all,  they 
are  so-called  tranquilizers;  they  sedaftTvon  And  .qfter  awhilp.  yon 
just  do  not  care  any  more.  You  do  not  care  about  anything.  And  to  me, 
this  indicatespart  of  their  basic  nature,  really,  that  theyare  intended 
more  for  purposes  of  social  control  than  they  are  to  help~~people.  It  is 

well  known  they  cure  no  one: — ' 

vp  i\o  one  knows  how  they  work.  Thp.ir  use,  is  empirioah  and  indiscrimi- 
nate" They  do  not  haUmpecific  drugs  for  specific  illnesses,  and  they 
usually  just  try  drugs,  first  this  and  tSen  that,  to  spp.  what  WQjjjsjrnft 
what  does  not  work,  as  Janet  was  describing. 

""Senator  Bahy.  Did  you  continue  to  get  phenothiazine  treatment 
while  you  were  there  ? 

Mr.  Brandt.  Yes;  the  11  days  I  was  there,  I  took  150  milligrams  of 
Thorazine  and  6  milligrams  of  Stelazine  a  day. 

Senator  Bayh.  A  day  ?  Every  day  ? 

Mr.  Brandt.  That  is  right. 

Senator  Bayh.  Despite  the  fact  that  you  had  no  real  illness,  but 
committed  yourself  as  a  ploy?  Nobody  got  around  to  examining 
you  closely  enough  to  determine  ? 

Mr.  Brandt.  Yes;  I  did  have  a  psychiatric  examination  of  sorts, 
the  day  after  I  was  admitted,  and  it  was  based  on  that  that  I  was 
receiving  the  drugs. 

And  I  was  also  very  lucky  in  that  I  was  assigned  to  a  therapy 
group,  which  is  quite  unusual.  I  was  supposed  to  get  1  hour  of 
group  therapy  a  week,  and  that  is  rare.  They  only  do  that  with  young 
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people,  or  people  they  think  that  have  a  chance  of  getting  out.  Most 
people  do  not  get  any  therapy  whatsoever. 

Senator  Bayh.  You  obviously  talked  with  some  other  patients 
there — those  that  had  received  what  you  described  as  a  "snow" 
treatment  ? 

Mr.  Brandt.  Yes. 

Senator  Bayh.  You  say  they  were  given  two  or  three  times  the 
recommended  dosage.  How  did  this  come  about  ? 

Mr.  Brandt.  Usually  it  happens  when  you  refuse  to  take  your 
pills,  and  this  can  happen  for  a  variety  of  reasons.  If  you  are  on  lithium 
carbonate,  say,  you  can  get  worried  about  what  is  happening  to  your 
blood.  They  have  to  monitor  your  blood  very  carefully  on  that  drug. 
And  so  you  can  say,  look,  I  do  not  want  to  take  this  drug  any  more. 
I  know  it  is  dangerous. 

And  this  fellow,  the  one  who  would  have  made  the  good  used  car 
salesman,  was  on  lithium  carbonate,  and  he  knew  that  that  drug  is 
very  dangerous  unless  it  is  carefully  monitored.  He  did  not  want  to 
take  it.  He  told  me  about  a  time  when  he  had  refused  to  take  that 
drug,  and  he  is  a  strong  young  man.  So  four  aides  came  in,  grabbed 

him 

Senator  Bayh.  Four  aides  ? 

Mr.  Brandt.  Four  aides,  one  on  each  limb,  you  know,  one  on  this 
arm,  that  arm,  right  leg,  and  left  leg,  and  they  injected  phenothia- 
zines  into  him  at  a  level  three  or  four  times  what  is  normal.  Janet 
talked  about  drug  levels  being  high  at  2,000  milligrams.  I  have  heard 
of  people  getting  3,000  milligrams  of  Thorazine  at  one  time.  That  has 
happened.  It  does  happen. 

Senator  Bayh.  Could  I  ask  you  about  this  used  car  sale=man  friend? 
You  mentioned  that  he  knew  the  ropes,  and  he  could  get  other  kinds 
of  drugs.  How  did  he  go  about  doing  that  in  an  institutionalized 
setting  ? 

AVAILABILITY — WITH    SUFFICIENT   MONEY 

Mr.  Brandt.  Well,  I  am  not  exactly  sure  how.  Possibly  through  some 
of  the  aides.  If  you  have  money,  I  think  it  would  be  p-enerally  true  that 
you  could  buy  just  about  anything  you  wanted.  He  had  an  in  with 
the  aides.  He  had  his  own  private  room.  And  he  had  girls  in  there, 
sometimes,  and  nobody  bothered  him.  I  mean,  people  seemed  to  know 
when  to  stay  awav  from  his  room,  when  he  had  a  girl  in  it.  So  I 
assume  ho  had  made  a  deal  with  the  aides.  He  would  not  tell  me. 
I  did  not  really  press  him  on  this.  He  just,  you  know,  made  it  plain 
that  this  was  available  to  him. 

A  mental  hospital  is  a  funny  place.  There  is  an  underground  life, 
as  well  as  the  official  life,  and  people  are  constantly  trying  to  make 
out  in  various  ways,  and  they  are  human  beings,  and  the  regimenta- 
tion is  so  strong,  and  so  insufferable,  that  you  have  to  try  to  make 
a  life  for  vourself  somehow.  So  people  do,  in  very  small  ways.  They 
try  to  get  a  source  of  cigarettes,  for  example. 

Senator  Bayh.  What  other  kinds  of  drugs?  You  mentioned  mari- 
huana. Did  your  used  car  salesman  friend  have  other  kinds  of  drugs? 

Mr.  Brandt.  That  I  do  not  know.  It  is  possible,  but  I  do  not  know. 

Senator  Bayh.  You  did  not  hear  him  talk  about  that? 

Mr.  Brandt.  No. 
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Senator  Bath.  Girls  and  grass. 

Mr.  Brandt.  Girls  and  grass,  right.  That  is  not  a  bad  life  in  a 
mental  hospital. 

Senator  Bayh.  Are  you  sure  he  did  not  voluntarily  commit  himself  ? 

Mr.  Brandt.  No;  he  was  in  for  90  days,  and  wanted  very  much  to 
get  out.  I  have  never  known  anyone  who  wanted  to  get  out  so  bad. 

Senator  Bayh.  His  parents  put  him  in  ? 

Mr.  Brandt.  His  parents  had  put  him  in  there.  He  said  the  reason 
this  time  was  that  they  had  found  him  in  the  garage  arranging  his 
things,  and  I  guess  they  got  uptight,  because  he  was  arranging  his 
things,  and  that  was  their  reason.  People  are  put  in  for  much  more 
trivial  reasons  than  that. 

Senator  Bayh.  How  old  was  he  ? 

Mr.  Brandt.  About  27. 

The  main  point  I  want  to  make  is,  I  would  like  to  put  the  fact  in 
context  that  use  of  the  drugs  really  is  a  technology  of  social  control. 
The  entire  mental  health  system  is  a  system  of  social  control,  as  I 
see  it.  And  I  have  studied  it.  It  started  out  150  years  ago  in  this 
country.  These  were  not  mental  hospitals.  These  were  asylums  or 
institutions  of  various  kinds.  They  did  not  have  the  term  hospital. 
And  they  were  not  run  by  doctors. 

medical  justification  an  historical  accident 

And  the  whole  medical  overlay  of  this  system  is  a  historical  accident, 
more  than  anything  else.  There  is  no  basic  reason  for  it.  People  get 
disturbed,  and  other  people  on  the  streets  or  in  their  houses,  their 
relatives,  their  friends,  their  employers,  want  to  do  something  about 
it.  They  do  not  like  disturbing  behavior  around  them.  And  so  this 
system  has  developed  as  a  kind  of  catchment  for  these  people,  for 
the  people  who  are  not  breaking  the  law,  but  they  are  acting  in  ways 
that  people  find  disturbing.  They  cannot  tolerate  this  behavior,  and 
the  consequence  is  that  they  put  them  in  this  large  system  called  a 
mental  health  system,  and  if  you  are  disturbed  enough,  you  wind  up 
in  a  mental  hospital.  If  you  are  just  neurotic,  and  you  just  need  some 
Valium,  or  something  like  that,  you  can  get  by  on  the  outside.  But 
if  you  are  crazy  enough,  they  will  put  you  in  a  mental  hospital,  and 
they  will  label  you  in  some  way,  as  schizophrenic,  or  manic  depressive, 
or  something,   and  the  medical  halo  around  these  terms  justifies 
anything.  It  is  just  unreal. 

The  director  of  the  Center  of  Schizophrenia  at  NIMH,  a  man 
named  Dr.  Loren  Mosher,  does  not  believe  there  is  such  a  thing  as 
schizophrenia.  He  disavows  the  term.  He  disavows  the  reality  of 
the  disease.  This  is  not  a  science.  Psychiatry  is  not  scientific.  That 
really  sums  it  up.  It  is  an  excuse  for  a  science,  and  the  drugs  are  an 
excuse  for  psychiatry. 

They  make  scientists  believe  they  are  performing  a  medical  func- 
tion, and  they  are  not  performing  a  medical  function.  They  are 
performing  a  social  function.  They  are  controlling  people  you  cannot 
control  in  other  ways,  legally  or  otherwise. 

I  think  that  this  system — it  has  been  with  us  a  long  time.  I  think  it 
is  going  to  stay  with  us.  I  do  not  think  it  is  going  to  disappear  over- 
night. I  do  not  think  that  the  quiet  revolution  that  NIMH  talks  about 
is  going  to  empty  the  mental  hospitals. 
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The  people  I  have  talked  to  indicate — and  you  can  find  this  in  the 
psychiatric  literature,  too — that  mental  hospitals  will  always  be  with 
us,  and  I  think  this  is  true. 

And  I  think,  failing  a  very  broad  shift  in  public  attitudes,  we  have 
to  institute  some  sort  of  legal  controls  and  legal  accountability  over 
the  abuses  which  are  prevalent  in  the  mental  hospitals.  And  I  am  not 
an  expert  on  this,  but  I  would  like  to  read  the  last  paragraph,  if  I 
could,  which  sums  this  up. 

SYSTEM  FOR   LEGAL  ACCOUNTABILITY 

We  need  a  system  of  legal  accountability  whereby  the  principle  of 
parsimony  can  be  strictly  applied  to  these  dangerous  drugs.  It  is  not 
enough  to  rely  on  mental  hospitals  to  police  themselves.  Professional 
standards  alone  have  proven  inadequate  to  control  the  abuses  of  medi- 
cal power  common  in  psychiatry,  where  medical  and  social  functions 
overlap.  Legal  help  or  a  source  of  appeal  ought  to  be  available  to 
patients  who  do  not  want  medication  or  feel  they  do  not  need  it.  The 
prescribing  of  neuroleptics  ought  to  be  subject  to  frequent  periodic 
review  by  disinterested  physicians.  Patients  ought  to  be  fully  informed 
about  possible  injurious  side  effects  and  the  long-term  danger  of 
tardive  dyskinesia.  Ethical  standards  in  drug  research  need  to  be 
considerably  tighter.  All  of  this  will  make  psychiatry's  role  in  the 
mental  health  system  more  difficult,  but  nobody  ever  said  it  had  to  be 
easy.  We  are  talking  about  people's  rights  to  their  own  minds  and 
bodies,  and  in  this  country  those  rights  remain  paramount. 

I  mention  tardive  dyskinesia  there,  This  is  the  worst  thing  to  me. 
You  see  it  everywhere  in  mental  hospitals.  You  see  it  in  the  adult 
homes  and  the  board-and-care  homes,  where  long-term  mental  pa- 
tients have  been  sent,  And  it  is  reallv  an  incredible  thing  to  see.  You 
see  people  with  their  necks  stretched  out,  permanently  stretched  out. 
Their  bodies,  their  shoulders,  their  hips,  the  way  they  walk,  are  all 
very  bizarre,  and  their  tongues  protude  uncontrollably.  Their  faces 
twitch  uncontrollably,  and  it  an  irreversible  syndrome,  There  is 
nothing  that  can  be  done  about  it. 

It  comes  from  high  doses  of  phenothiazines  used  over  long  periods 
of  time,  and  people  do  not  know  the  dangers  involved.  You  go  into 
a  mental  hospital  and  you  start  taking  these  drugs,  and  you  think 
mavbe  they  are  helping  you,  and  look  where  they  can  put  you.  It  is  a 
bad  scene. 


PREPARED  STATEMENT  OF  ANTHONY  BRANDT 

Thank  you  very  much  for  the  opportunity  to  appear  before  you. 

I  am  a  free-lance  writer.  Next  week  William  Morrow  and  Company  will  publish 
a  book  I  have  written  on  the  mental  health  system  entitled  "Reality  Police."  I 
spent  2%  years  doing  research  for  this  book,  during  which  time  I  visited  mental 
hospitals  and  mental  health  facilities  in  representative  States  across  the  country, 
interviewed  numerous  mental  health  administrators  and  workers  at  all  levels 
in  the  system,  and  also  talked  with  a  considerable  number  of  ex-mental  patients. 
I  also  committed  myself  to  Hudson  River  State  Hospital  in  Pouehkeepsie.  New 
York,  to  find  out  for  mvself  what  it  was  like  to  become  a  mental  patient.  Arc  a 
result  of  this  research  I  have  become  familiar  with  the  questions  surrounding 
institutional  drug  use  which  are  the  subiect  of  this  inouiry.  My  work  did  not 
focus  exclusively  on  these  questions,  but  they  were  an  integral  part  of  it. 

My  finding  are  somewhat  impressionistic,  but  they  will  not  surprise  anyone 
with  experience  in  a  mental  hospital,  and  they  are  supported  by  a  large  litera- 
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^TvtrioTliZs,  and  that  I  needed  ^£  *^*S^^d£^ 
and  withdrawal,  and  I  was  very  quickly  admitted  to  the  hospital  on  a  ™luntary 
status.  A  foreign-graduate  psychiatric  resident  admitted  me  after  a  10  minute 

^Mterligning  the  admission  papers  I  was  taken  upstairs  to  a  ward  by  an  aide  ; 
two  afdes  then  stripped  and  searched  me  and  took  my  belongings.  Then  they  led 
me  to  the  nurse's  station  where  the  male  nurse  on  duty  in  the  building  that 
Evening  prepared  an  injection  of  mesoridazine  [Serentil  ,  which  is  a  Phenothia- 
aine    I  don't  know  how  many  milligrams  I  was  given,  but  I  assume  the  dose 
was  a  large  one.  After  being  given  the  injection,  I  was  led  off  to  bed. 

The  drug  did  not  make  me  sleepy.  In  fact  I  was  unable  to  sleep,  and  after  an 
hour  or  so  my  mouth  became  extremely  dry.  Some  2  hours  after  the  injection  1 
finally  got  out  of  bed  and  went  into  the  hall  for  a  drink  of  water.  On  the  way 
there  and  back  I  fell  down  twice.  I  had  serious  difficulty  controlling  my  legs 
and  body  movements  generally  and  walking  was  almost  impossible.  I  would 
reach  for  a  wall,  miss,  and  fall  down.  The  drug  had  effectively  demobilized  me. 

Two  things  strike  me  as  significant  about  this  initial  hospital  experience : 

1.  I  was  given  this  drug  without  any  but  the  most  superficial  psychiatric 
diagnosis  having  been  made.  It  was  therefore  nonspecific  to  my  presumed 
"illness,"  and  when  a  full  diagnostic  interview  did  take  place  the  next 
day  my  drugs  were  changed. 

2.  The  drug  had  no  effect  on  my  thought  processes  but  it  did  render  me 
incapable  of  physical  action  of  any  kind.  One  of  the  principal  side  effects 
of  Serentil  is  hypotension,  especially  when  it  is  given  by  injection.  Severe 
hypotension  would  explain  my  inability  to  walk. 

Taking  these  two  things  together,  I  cannot  help  but  wonder  whether  the  drug 
was  primarily  intended  not  to  deal  with  my  supposed  symptoms  but  to  im- 
mobilize me.  In  any  case  no  attempt  was  made  to  monitor  my  reaction  to  the 
drug ;  no  one  checked  up  on  me.  Furthermore  no  one  warned  me  not  to  get  up  or 
try  to  move  around.  In  effect  I  was  abandoned  to  the  drug.  It  was  a  very 
frightening  experience. 

Subsequently  I  was  given  150  mg.  of  Thorazine  and  6  mg.  of  Stelazine  a  day 
until  my  discharge  11  days  later,  plus  Artane  to  combat  the  parkinsonism  which 
accompanies  the  use  of  phenothiazines.  I  cannot  differentiate  the  effect  these 
drugs  had  on  me  from  the  effect  of  the  total  hospital  environment.  I  had  planned 
to  stay  in  the  hospital  a  minimum  of  2  weeks,  but  I  stayed  only  11  days.  I  left 
because  the  hospital  was  quite  literally  driving  me  crazy.  The  noise  level  was 
extremely  high,  there  was  no  privacy,  sleep  was  difficult,  the  regime  was  military 
and  rigid,  the  physical  environment  was  sterile,  and  there  was  nothing  at  all  to 
do.  After  a  little  over  a  week  I  became  panicky  and  had  to  leave. 

While  I  was  there,  however,  I  learned  a  great  deal  about  the  use  of  drugs  in 
the  management  of  mental  patients.  For  one  thing  every  patient  on  my  ward 
was  receiving  drugs,  even  those  who  had  been  there  20  or  30  years  and  had  no 
apparent  symptomatology  whatsoever.  The  level  of  drugging  was  so  high  that 
many  patients  slept  12  hours  a  day  or  more.  Many  of  these  people  told  me  that 
they  had  no  contact  with  physicians  for  months  at  a  time  and  little  or  no  medical 
monitoring,  therefore,  of  drug  levels.  Patients  also  told  me  about  the  use  of 
drugs  as  a  form  of  punishment  or  coercion ;  when  they  refused  medication,  re- 
fused to  cooperate  in  other  ways,  threatened  to  break  rules  or  did  break  them, 
it  was  common  practice  to  inject  three  or  four  times  their  normal  dose  of  tran- 
quilizer, a  practice  psychiatrists  call  "snowing,"  to  render  the  patient  comatose 
and  make  it  clear  to  him  who's  the  boss.  I  have  heard  dozens  of  stories  to  this 
effect  from  patients  in  mental  hospitals  all  over  the  United  States.  It  is  common 
practice,  and  has  been  for  at  least  100  years.  Once  the  drug  was  chloral  hydrate 
or  a  bromide  or  even  opium  :  now  it  is  usually  Thorazine. 

Often  this  occurs  without  medical  approval.  At  Topeka  State  Hospital  in 
Topeka,  Kansas,  for  instance,  I  heard  of  cases  where  massive  drug  doses  were 
administered  for  control  purposes  bv  nursing  personnel  and  the  approval  of  a 
physician  was  secured  afterward.  Sometimes  the  patient  is  snowed  and  put 
into  solitary  confinement,  usually  naked,  or  strapped  down  with  restraining 
sheets ;  here  the  drugs  are  a  chemical  restraint  reinforcing  the  message  of  the 
physical  restraints. 
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It  is  common  to  administer  drugs  indiscriminately.  An  ex-patient  at  Bing- 
hampton  State  Hospital  in  New  York  told  me  that  liquid  Thorazine  was  ad- 
ministered to  every  one  on  his  ward  out  of  a  bucket;  everyone  got  a  dose,  and 
everyone  got  the  same  dose.  An  ex-patient  who  spent  S  years  in  Kings  Park 
State  Hospital  on  Long  Island  said  he  was  given  the  same  heavy  dose  of 
Thorazine  for  5  years  even  though  the  delusions  which  brought  him  there 
lasted  only  3  months.  During  this  time  he  saw  a  physician  only  once  a  year, 
and  only  long  enough  for  the  physician  to  ask  him  whether  he  had  any  desire 
to  go  home.  His  reply  was  always,  "No,  I'm  institutionalized,"  and  that  was 
that. 

If  one  cared  to  take  the  time  one  could  duplicate  stories  like  this  thousands 
of  times  over.  It  is  simply  common  knowledge  within  the  mental  health  held 
that  mental  hospitals  use  the  phenothiazines  and  other  neuroleptic  drugs  indis- 
criminately to  control  the  behavior  of  mental  patients.  No  one  familiar  with  the 
inside  of  a  mental  hospital  could  easily  deny  this.  The  psychiatric  literature. 
speaks  freely  about  thejnajiagemejt  function  of  these  drugs.  In  the  context  of 
waMjujjnjjiiatratioii  tlipy  ara-n  management  tool.  Sid  a  very  effective  one.  No 
pne_cla_ims  that  the  phenothiazines  "cure"  anyone  or  have  any  impact  whatsoever 
^oji_ihe_cauges,  whatever  they  may  be,  of  jajiyjJarticular  class  of  mental  disorder. 
AH  they  dolsTedllce  the  symptoms  or  some  patienla^o  one  knows  quite  how 
they  work:  and  no  one  has  been  able  vet  to  match  specific  drugs,  to  specific  so- 
called  "djsease"  entities.  Jhe  use  [as  was  their  discovery]  is  almost  wholly 
empirical  and  bears  little  relationship  to  biochemical  theories  of  the  sourcesjTf 
psychopathologv.  These  drugs  do  not  constitute  "therapy."  "lp"l  in  the  normal 
medical  sense  of  the" term i__thes— have.- no  healing  power  or  g»nii«-y  Tli°y  pre 
firgt  ami  fr.rpr""gt  inst'-'i'iipp^  "f  «"Hni  control 

I  believe  it  is  important,  however,  to  put  this  fact  in  context.  If  the  drugs  are 
an  instrument  of  social  control,  this  only  reflects  the  larger  fact  that  the  mental 
health  system  as  a  whole  functions  in  this  manner.  Mental  hospitals  exist  he- 
cause  we  as  a  society  have  a  low  level  of  tolerance  for  deviant  behavior. 
People  act  in  a  disturbing  manner,  mumble  to  themselves  or  argue  with  people 
we  can't  see  or  laugh  inappropriately  and  we  get  frightened  and  call  the  police  or 
a  psychiatrist  and  before  too  long  these  crazy  people  find  themselves  in  a  mental 
hospital.  We  expect  the  mental  hospital  to  control  or  eliminate  this  behavior, 
and  as  far  as  we  are  concerned  that  is  its  primary  social  function.  The  psychia- 
trists who  run  the  mental  hospitals — and  it  is  an  historical  accident  that 
physicians  run  them — have  overlaid  this  social  function  with  medical  concepts 
and  terminology,  classifying  the  disturbing  behaviors  as  disease  entities,  and  have 
attempted  to  treat  them.  In  the  past  these  so-called  diseases  were  notoriously 
unresponsive  to  treatment,  so  the  mental  hospitals  became  huge  zoos  full  of 
insane  people,  while  the  psychiatrists  became  their  keepers.  With  the  advent 
of  the  neuroleptic  drugs,  however,  it  became  possible  to  control  behavior  at  a 
distance,  so  to  speak ;  as  long  as  people  took  their  medicine,  they  could  be 
safely  discharged  from  the  hospital,  provided  they  were  not  too  institutionalized 
to  leave.  The  use  of  drugs  reinforced  the  medical  rationalizations  behind  which 
this  process  of  social  control  took  place,  and  led  the  psychiatrists  to  believe  that 
they  were  truly  functioning  as  physicians. 

The  point  I  am  trying  to  make  is  that  while  the  abuse  of  drugs  inside  the 
mental  hospitals  is  definitely  a  scandal,  the  abuse  of  the  prestige  and  power 
of  the  medical  sciences  and  profession  as  a  mask  for  a  system  of  outright  social 
control  may  be  the  greater  scandal.  The  National   Institute  of  Mental   Health 
talks  complacently  of  the  "Quiet  Revolution"  in  the  mental  health  field.  True.^ 
there  has  been  a  large-scale  de£i£asajtn  Jbhe  in-patient_population  i»_3gBliil 
lTc5spit{ilsj1^at"lTomrfaTion  has  been  cut  b£Iciansl5ejalily^ 
average  length  of  stay  nationwide_haji_i>een-  -reduced  to  fewer  Ihan  40  days. 
MofffHTnrjTesTThangps  can  bejxttrilmted  to  the  use  of  neuroleptic  drugs.JBuijlf--, 
hnfT7wTTmtHTnt_nnv-h  hnsTebn  TiffgdTThe  incidence"  of  crazy  behavior  seems__to 
be"grovvtng.  Morepeople — higher  percentages  in-pj^mortion  to  the  popiUilHpm^ 
'move  into  and  out  or  tTTemental  lnj^dth^system.  and  while  many  of  them  get_ 
<TfrgnteTt;"  none  nf-Them  gets  cured^T-be"  hospitals  are   better   places  in   many 
respects  than  they  used  to  be,   but  "the  system  as  a  whole  is   no  different.   Its 
function  is  still  to  control  the  crazy  behavior  we  as  a  society  cannot  tolerate,  and 
it  still  exerts  that  control  behind  the  mask  of  medical   "treatment."  The  only 
real  change  is  that  now  the  technology  of  control  is  more  efficient. 

I  would  say  that  specific  abuses  of  the  drugging  power  are  only  a  symptom, 
then,  of  a  much  deeper  illness  in  the  body  politic:  an  almost  savage  intolerance 
for  the  poor,   the  old,   the   inadequate,   and   the   insane.   Rather   than   confront 
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and  deal  with  whatever  it  is  in  our  society  which  cannot  tolerate  deviance,  we 
institutionalize  and  medicate  deviant  people  into  submission.  That  is  the  mean- 
ing of  mental  hospitals  in  our  society,  and  that  is  the  meaning  of  the  manifold 
abuses  one  sees  in  them  as  well. 

Failing  a  broad  shift  in  public  attitudes,  however,  it  seems  to  me  obviously 
important  to  exert  legal  controls  over  specific  drug  abuses  in  mental  hospitals 
and  other  institutions.  I  would  particularly  like  to  call  attention  to  the  dangers 
of  the  routine,  thoughtless  use  of  high  doses  of  phenothiazines  over  long  periods 
of  time,  which  leads  all  too  often  to  tardive  dyskinesia.  I  urge  everyone  here 
who  has  not  done  so  to  visit  a  mental  hospital  sometime,  preferably  un- 
announced, and  see  for  himself  what  tardive  dyskinesia  looks  like.  One  sees  it 
everywhere  in  mental  hospitals,  or  in  the  adult  homes  and  board-and-care  fa- 
cilities which  are  the  new  mental  hospitals  in  the  community.  People  stumble 
along,  their  necks  extended,  shoulders  and  hips  pitched  at  strange  angles,  tongues 
protruding  and  faces  moving  uncontrollably.  Thousands  of  people  have  been 
affected  by  this  syndrome.  Everyone  in  mental  health  knows  that  tardive  dys- 
kinesia is  an  irreversible  syndrome  yet  phenothiazines  continue  to  be  adminis- 
tered in  high  doses  over  long  periods  of  time.  The  hospitals  have  picked  up  the 
habit  of  using  the  drugs  in  this  way,  and  like  any  drug  habit  it  is  a  hard  one 
to  break. 

We  need  a  system  of  legal  accountability  whereby  the  principle  of  parsimony 
can"  be  strictly  .applied  to  these  dangerous  drugs.  jt~  is  not  enough  to  rely  on 
mental  hospitals  to  police  themselves.  Professional  standards  alone  have  proven 
inadequate  to  control  the  abuses  of  medical  power  common  in  psychiatry,  where 
medical  and  social  functions  overlap.  Legal  help  or  a  source  of  appeal  ought 
to  be  available  to  patients  who  do  not  want  medication  or  feel  they  do  not  need 
it.  The  prescribing  of  neuroleptics  ought  to  be  subject  to  frequent  periodic  re- 
view by  disinterested  physicians.  Patients  ought  to  be  fully  informed  about 
possible  injurious  side  effects  and  the  long-term  danger  of  tardive  dyskinesia. 
Ethical  standards  in  drug  research  need  to  be  considerably  tighter.  All  of  this 
will  make  psychiatry's  role  in  the  mental  health  system  more  difficult,  but 
nobody  ever  said  it  had  to  be  easy.  We  are  talking  about  people's  rights  to  their 
own   minds   and    bodies    nnrl   in   this   country   those   rights   remain   paramount. 


Senator  Bayii.  Thank  yon  very  much.  Yonr  book  will  be  pub- 
lished when? 

Mr.  Brandt.  Next  week. 

Senator  Bayii.  I  am  anxious  to  see  it. 

Craig  Lennox  is  now  here.  Craig,  we  appreciate  your  being  here. 
Why  don't  you  go  right  ahead  and  tell  us  about  your  experience? 

Just  pull  that  microphone  up,  and  forget  it  is  there,  and  just  give 
us  a  visit.  Forget  about  all  the  cameras  and  lights,  if  they  make  you 
nervous;  they  make  me  nervous,  too. 

Mr.  Lennox.  I  just  want  to  state  the  side  effects  that  the  drugs 
had  on  me,  while  I  was  in  the  psychiatric  hospital. 

Senator  Bayii.  Could  you  give  us  a  little  background?  I  know  you 
are  from  near  Los  Angeles;  but  could  you  give  us  a  little  background 
about  how  you  got  into  that  particular  situation  ? 

STATEMENT  OF  CRAIG  LENNOX,  PASADENA,  CALIF. 

Mr.  Lennox.  I  am  from  Pasadena.  It  is  a  large  smalltown,  and  you 
know,  when  you  get  around  with  the  fellows,  they  can  lead  you  into 
other  things  you  may  not  want  to  do,  or  you  may  want  to  do,  and  you 
felt  like  doimr  it  at  that  time  of  day,  so  Ave  went  out  and  got  into  some 
trouble,  and  I  got  put  in  jail,  and  from  jail — inside  the  jail  was,  you 
know,  it  was  all  locked  up,  and  I  was  with  a  bunch  of  strangers  that 
I  did  not  know,  so  I  was  kind  of  nervous. 

So  I  asked  some — I  told  the  doctor  I  had  a  headache,  and  so  they 
gave  me  some  medicine,  and  I  was  put  on  the  psychiatric  ward  in  jail, 
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and  from  there,  they  released  me  to  Norwalk  State  Hospital,  and  I 
spent  a  couple  of  days  there,  and  I  got  released  on  a  writ  of  habeas 
corpus. 

While  I  was  in  Norwalk — when  I  first  got  there,  they  gave  me  the 
drugs,  and  I  went  to  the  bathroom,  and  I  could  not  see.  I  was  walking 
down  the  hall,  and  everything  was  bleary,  and  I  felt  faint.  I  got  into 
the  bathroom,  and  I  passed  out,  and  when  I  woke  up,  you  know,  I 
looked  up,  and  there  were  people,  you  know,  grabbing  me,  picking 
me  up,  and  they  took  me  and  put  me  into  bed,  and  I  slept  until  the 
next  morning.  So  the  drugs  took  a  very  harsh  ell'ect  on  me. 

Senator  Bath.  Do  you  have  any  idea  what  kind  of  drug  that  was  ? 

Mr.  Lennox.  Not  when  they  injected  it  that  time;  not  the  first 
time.  It  probably  was  Thorazine,  or  Prolixin. 

Senator  Bayh.  Did  they  inject  it  in  you  with  a  needle,  give  you 
pills,  or  what  was  the  method  ? 

Mr.  Lennox.  Well,  when  I  first  got  there,  they  gave  me  pills,  and 
then,  they  moved  me  to  another  ward.  They  gave  me  pills  and  a  sirup, 
a  whole  bunch  of  pills  and  a  sirup,  three  times  a  day.  I  got  up  in  the 
morning.  We  took  pills,  and  we  went  to  the  breakfast  room.  We  ate 
breakfast.  My  mouth  was  all  dry.  I  almost  choked  on  the  food. 

We  came  from  breakfast,  and  we  sat  around.  They  had  a  color  TV, 
a  real  dull  dayroom.  They  had  a  Ping-pong  table  and  everything,  and 
you  sit  around  and  play  Ping-pong,  and  watch  TV. 

Senator  Bayh.  ISiow,  you  say  you  got  into  some  trouble.  You  were 
put  in  jail.  Then  you  were  put  in  a  mental  ward  in  the  jail  and  then 
you  went  to  Norwalk  Hospital,  which  is  a  mental  institution.  How  old 
were  you  at  that  time  ? 

Mr.  Lennox.  I  was  19. 

Senator  Bayh.  You  say  that  you  were  dosed  with  a  bunch  of  pills 
and  some  sirup  three  times  each  day  ? 

Mr.  Lennox.  Yes;  the  sirup  was  purple.  It  was  either  Thorazine 
or  Prolixin. 

Senator  Bayh.  Did  you  have  a  chance  to  talk  to  the  doctor  ?  Did  they 
give  you  any  tests,  or  anything,  before  they  started  treatment  by 
popping  the  pills  into  you  ? 

Mr.  Lennox.  When  I  first  got  there,  a  doctor  came  in ;  when  I  was 
first  admitted,  a  doctor  talked  to  me,  and  I  told  him  I  had  been  in  a 
psychiatric  hospital  before,  U.S.C.  Medical  Center,  for  2  weeks,  for  an 
attempted  suicide. 

Senator  Bayh.  Did  you  attempt  suicide  ? 

Mr.  Lennox.  I  would  say  yes. 

Senator  Bayh.  When  you  told  that  to  the  doctor,  what  did  he  do  ? 
Did  he  ask  you  any  other  questions  % 

Mr.  Lennox.  Yes;  he  asked  me  where  I  was  from.  He  asked  me  a 
whole  bunch  of  questions. 

Senator  Bayh.  Did  he  give  you  any  tests,  take  any  blood  tests  ? 

Mr.  Lennox.  The  nurses  took  a  blood  test,  and  maybe  they  checked 
my  high  blood  pressure — I  mean,  my  blood  pressure. 

Senator  Bayh.  Do  you  have  high  blood  pressure  ? 

Mr.  Lennox.  No. 

Senator  Bayh.  AH  right.  Excuse  me ;  I  did  not  mean  to  interrupt. 
I  just  wanted  to  find  out  what  had  happened  before  they  started  giving 
you  this  regular  diet  of  pills. 
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PRELIMINARY    REACTION    TO    MEDICATION 

Mr.  Lennox.  So  when  I  got  in  there,  they  gave  me  medicine  three 
times  a  day.  At  first,  when  the  medicine  was  administered  to  me,  my 
mouth  ran,  a  whole  bunch  of  saliva  came  out.  I  could  not  stop  it.  There 
was  almost  too  much  to  swallow.  So  I  would  stay  by  the  trash  can  and 
spit  it  in,  until  my  mouth  was  dried  up  completely,  and  my  muscles 
were  limp. 

Senator  Bath.  You  did  not  have  a  problem  before  they  started  giv- 
ing you  the  drug  ? 

Mr.  Lennox.  No. 

Senator  Bath.  Did  you  go  along  with  the  routine,  do  what  they 
asked  you  to  do,  and  follow  the  normal  discipline  of  the  hospital? 

Mr.  Lennox.  Yes,  but  when  I  first  got  there,  I  had  a  little  argument 
with  one  of  the — I  did  not  know  he  was  on  the  staff,  and  I  had  an 
argument  with  him,  and  they  sent  me  back  upstairs.  They  were  hav- 
ing a  barbecue,  and  I  went  upstairs,  and  this  lady  told  me  I  could  go 
back  downstairs,  so  it  was  a  hassle,  so  I  stayed  upstairs,  and  I  went  to 
sleep,  and  from  then  on,  they  would  not  let  me  go  outside.  I  stayed 
inside,  in  the  everyday  routine. 

And  one  day  they  took  me — I  was  sitting  down,  minding  my  own 
business,  and  they  called  me,  and  I  went  into  the  pill  room,  and  they 
shut  the  door,  and  one  of  them  hit  me  in  the  stomach,  and  the  other 
two,  you  know,  jumped  on  me,  and  they  gave  me  a  shot.  I  do  not  know 
what  for.  And  then  they  strapped  me  down  to  a  bed. 

Senator  Bayii.  How  long  had  you  been  there,  when  they  did  that 
to  you  ? 

Mr.  Lennox.  I  was  there  for  about,  maybe,  3  or  4  days,  a  week, 
something  like  that. 

Senator  Bayii.  And  then  what  hapened  after  that  ?  Did  they  keep 
you  strapped  to  the  bed  ? 

Mr.  Lennox.  Yes ;  for  about  maybe  half  a  day. 

Senator  Bayii.  Did  they  continue  then  to  give  you  injections,  shots  ? 

Mr.  Lennox.  No ;  after  that,  I  took  the  medicine.  I  was  taking  it 
anyway,  but  for  some  reason,  that  day,  they  felt  like  they  had  to  jump 
on  somebody,  so  I  guess  they  picked  on  me. 

Senator  Bayh.  You  had  not  refused  to  take  it,  before  they  hit  you  ? 

Mr.  Lennox.  No;  I  had  not  refused  to  take  it.  I  had  complained 
about  it,  but  I  had  not  refused. 

Senator  Bayh.  Were  there  other  patients  who  had  been  treated 
with  drugs,  or  had  been  shot  with  drugs  because  they  had  been  in- 
volved in  a  hassle?  Was  this  administered  in  the  form  of  punishment? 

Mr.  Lennox.  In  my  case,  it  was ;  it  was  punishment. 

Senator  Bayh.  How  about  others  ?  Were  there  others  that  had  that 
kind  of  experience? 

Mr.  Lennox.  One  guy — he  got  up  and  crushed  a  Ping-pong  table, 
and  they  grabbed  him,  and  stiffened  up  his  whole  body,  and  they 
took  him  out,  and.  I  guess,  strapped  him  to  his  bed. 

Senator  Bayii.  Did  they  give  him  a  shot  of  drugs,  or  anything? 

Mr.  Lennox.  Yes ;  they  gave  him  drugs.  Everytime  you  hassle  some- 
body, they  give  you  an  extra  dose  of  drugs. 

Senator  Bayh.    What  else  happened  ? 
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Mr.  Lennox.  And  a  man  came  to  see  me,  and  he  asked  me  a  couple 
i  f  questions,  you  know,  and  then  he  left,  you  know.  He  was  not  listen- 
no-  to  me ;  he  was  not  paying  me  any  attention. 

Senator  Bayh.  Who  was  this? 

Mr.  Lennox.  One  of  the  psychiatrists.  They  changed  psychiatrists, 
)/ou  know — like,  well,  I  had  two  psychiatrists  while  I  was  there;  yes, 
wo.  And  the  first  one,  he  spent  about  maybe  3  minutes  with  me,  and 
le  did  not  listen.  You  know,  his  questions  made  sense,  but  when  I 
mswered  them,  he  did  not  listen,  and  he  got  the  wrong  impression. 
And  he  left. 

FILED  WRIT  OF  HABEAS  CORPUS 

And  then  this  lady  came  in  and  told  me  that  if  I  felt  I  was  being 
held  there  illegally  or  unjustified,  that  I  could  file  for  a  writ  of  habeas 
corpus,  so  that  it  what  I  did,  and  then  I  got  out. 

Senator  Bayh.  How  do  you  feel  now  ? 

Mr.  Lennox.  I  feel  fine. 

Senator  Bayh.  What  are  you  doing  now  ? 

Mr.  Lennox.  I  have  a  lot  of  applications  in  and  everything.  I  have 
been  waiting  around  for  a  job. 

Senator  Bayh.  You  arc  t rying  to  get  a  job  ? 

Mr.  Lennox.  Yes. 

Senator  Bayh.  What  would  you  like  to  do  ? 

Mr.  Lennox.  Delivery. 

Senator  Bayh.  How  far  along  did  you  get  in  school  ? 

Mr.  Lennox.  A  diploma. 

Senator  Bayh.  You  graduated  from  high  school  ? 

Mr.  Lennox.  Yes. 

Senator  Bayh.  Where  did  you  go  to  school  ? 

Mr.  Lennox.  PHS. 

Senator  Bayh.  Pasadena  High  School? 

Mr.  Lennox.  Yes. 

Senator  Bayh.  T  hope  you  get  the  job. 

Do  you  feel  you  have  anything  working  on  you  now?  That  you  feel 
a  need  for  drugs  ? 

Mr.  Lennox.  No;  I  have  not  taken  drugs  for  a  longtime. 

Senator  Bayh.  I  appreciate  your  giving  us  your  thoughts  on  this, 
rhey  will  help  us  get  a  better  understanding. 

Did  you  have  a  trial,  or  anything  like  that,  as  a  result  of  the  act 
that  put  you  in  jail  in  the  first  place? 

Mr.  Lennox.  Yes. 

Senator  Bayh.  How  was  that  disposed  of?  Are  you  on  probation? 

Mr.  Lennox.  Yes. 

Senator  Bayh.  How  long  will  that  last  ? 

Mr.  Lennox.  Two  years. 

Senator  Bayh.  Is  that  creating  a  problem  with  your  obtaining  a  job? 

Mr.  Lennox.  Not  really.  I  can  do  odd  jobs,  you  know ;  I  do  not  have 
to  sign  any  papers. 

Senator  Bayh.  You  want  to  work,  right? 

Mr.  Lennox.  Yes;  of  course. 

Senator  Bayh.  From  what  you  say  you  really  understand  that  you 
should  not  have  become  involved  in  the  altercation  that  sent  you  to 
jail  in  the  first  place.  Is  that  accurate  ? 

Mr.  Lennox.  Yes. 


31 

Senator  Bayh.  We  have  run  into  a  number  of  experiences  where 
young  men  like  yourself  make  that  first  mistake.  Then  when  they  want 
to  get  a  job,  and  go  ahead  and  lead  a  normal  life,  the  fact  that  they 
made  the  first  mistake  is  used  by  prospective  employers  to  keep  them 
from  getting  a  job.  I  wondered  whether  you  had  run  into  that. 

Mr.  Lennox.  You  say,  what  ? 

Senator  Bayh.  I  just  wondered  whether  you  have  run  into  people 
who  have  jobs  available;  and  then  when  you  apply,  and  they  find  out 
you  are  on  probation,  they  say,  "well,  no,  we  do  not  need  you." 

Mr.  Lennox.  Yes ;  that  is  true. 

Senator  Bath.  That  is  one  of  the  real  problems  of  our  society.  If  a 
fellow  makes  a  mistake,  it  is  awfully  hard  to  get  away  from  it  and  go 
ahead  and  live  a  normal  life.  The  important  ingredient,  a  job,  and 
having  the  opportunity  to  provide  a  living  for  yourself  is  seriously 
limited.  People  are  afraid  to  let  you  have  a  chance  to  make  up  for  that 
mistake. 

Mr.  Lennox.  Yes. 

Senator  Bayh.  Thank  you  very  much.  I  appreciate  your  taking  the 
time  to  be  with  us  here. 

Mr.  Hudson,  we  appreciate  your  being  here. 

STATEMENT  OF  WADE  HUDSON,  NETWORK  AGAINST  PSYCHIATRIC 
ASSAULT,  SAN  FRANCISCO,  CALIF. 

Mr.  Hudson.  Yes,  thank  you.  My  name  is  Wade  Hudson.  I  live  in 
San  Francisco.  I  work  on  the  bimonthly  publication.  Madness  Net- 
work News,  and  coedited  the  book.  Madness  Network  News  Reader, 
published  by  Glide  Publications. 

I  have  worked  in  psychiatric  institutions,  and  I  have  been  locked 
up  in  psychiatric  institutions,  and  I  speak  here  today  representing 
NAPA,  the  Network  Against  Psychiatric  Assault. 

I  might  also  add,  for  your  information,  and  the  benefit  of  people 
here,  that  I  also  had  the  pleasure  of  working  on  a  movie,  a  documen- 
tary entitled  "Hurry  Tomorrow"  which  will  be  released  next  week, 
with  Craig  Lennox,  as  well  as  several  other  people.  It  was  filmed  in 
the  hospital  where  he  was  locked  up.  Most  of  the  footage  was  actually 
filmed  inside  a  State  hospital,  so  people  would  be  able  to  see  with  their 
own  eyes  what  it  is  like. 

Senator  Bayh.  What  organization,  or  what  function  have  you  been 
involved  with  there  in  the  bay  area?  We  have  had  experience  with 
Roger  Smith  in  the  center  over  in  Marin  County;  and  Huckleberry 
House  in  San  Francisco  itself.  I  have  learned  a  lot  from  looking  at 
some  of  the  programs.  What  part  of  the  program  are  you  involved  in, 
specifically? 

Mr.  Hudson.  Well,  I  am  familiar  with  Huckleberry  House,  but  for 
a  year  and  a  half,  I  have  worked  with  the  Network  Against  Psychi- 
atric Assault,  which  is  primarily  engaged  in  community  education, 
and  efforts  to  push  for  changes  in  oppressive  conditions  in  institutions, 
and  so  forth. 

HALLUCINOGENIC    EXPERIENCES 

I  would  like  to  say  several  words  about  my  own  experience.  If  any- 
one was  ever  crazy,  I  was.  My  freakout  lasted  for  several  months, 
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before  I  returned  to  solid  ground.  During  this  time,  I  experienced 
both  terror  and  ecstasy,  as  I  never  had  before,  nor  have  I  since.  Most 
vividly,  I  recall  holding  the  hand  of  a  Japanese  man  in  St.  Francis 
Hospital,  because  I  felt  that  he  could  best  understand  and  support  me 
as  we  experienced  the  explosion  of  a  nuclear  bomb  in  San  Francisco 
as  the  planes  roared  overhead. 

My  roommate  at  St.  Francis,  I  was  convinced,  was  J.  Edgar  Hoover 
himself.  For  days,  I  experienced  the  sensation  of  being  on  worldwide 
television  as  FBI  agents  followed  me  around  attempting  to  harrass 
and  frighten  me  into  renouncing  my  most  profound  convictions.  The 
fate  of  liberty  and  freedom  throughout  the  world  rested  in  my  hands 
as  millions  watched  my  drama  on  TV;  if  I  survived,  they  would  be 
inspired;  if  I  failed,  they  would  resign  in  despair. 

In  May  of  1971,  very  few  people  realized  what  Richard  Nixon  and 
the  Plumbers  and  the  rest  of  that  gang  were  up  to.  Myself,  I  sensed 
totalitarianism  around  the  corner  and  was  extremely  frightened.  I 
also  felt  alone  and  helpless.  The  more  frightened  I  became,  the  more 
I  demanded  that  my  friends  prove  that  they  would  help  me,  that 
they  were  trustworthy.  But  the  more  I  demanded,  the  more  my  friends 
backed  away,  making  me  more  frightened  and  alone. 

This  deadly  spiral,  which  included  many  positive  experiences  of 
the  highest  order,  such  as  participating  in  two  black  worship  services, 
reached  one  peak  when  I  physically  attacked  a  close  friend  whom  I 
suspected  of  being  an  FBI  agent.  He  and  others  subdued  me  and 
persuaded  me  to  go  get  some  Thorazine. 

As  we  left  the  house,  I  smeared  ketchup  on  my  face  so  that  the 
people  watching  on  television  would  believe  that  I  was  physically 
injured  and  was  being  taken  to  a  medical  hospital  for  emergency  care 
so  that  if  the  FBI  intervened  and  apprehended  me,  they  would  be 
exposed  as  evil  men  interfering  with  critical  medical  care. 

My  4  days  at  St.  Francis  Hospital  were,  I  believe,  tragically  typical. 
Two  men  in  white  coats  greeted  me,  more  or  less  without  talking,  and 
put  me  in  locked  seclusion.  I  spent  2  days  in  isolation.  No  one  came  in 
to  talk  with  me  for  more  than  30  seconds  at  a  time,  and  then  only  to 
give  me  my  food  or  my  drugs.  The  drugs,  what  they  call  medication, 
came,  as  they  often  do.  in  all  sorts  of  shapes  and  colors,  in  my  case, 
four  or  five  different  pills  at  one  time. 

At  first,  I  only  pretended  to  swallow  them  and  afterwards  flushed 
them  down  the  toilet.  But  they  soon  noted  my  tactic  and  insisted  that 
I  swallow  them  in  their  presence.  Knowing  that  the  needle  would  be 
the  result  if  I  refused,  I  consented. 

After  4  days,  for  whatever  reason,  they  decided  to  release  me.  Dur- 
ing this  time,  the  only  real  human  contact  or  warmth  I  received  was 
from  fellow  inmates  and  friends  who  visited.  The  staff  was  very 
professional,  very  busy,  and  very  impersonal,  and  very  neatly  dressed 
in  clean,  white  uniforms. 

Before  letting  me  go,  however,  they  forced  on  me  one  last  thera- 
peutic benefit,  a  shot  of  Prolixin  in  my  buttock,  administered  by  a 
long-haired  hippie-looking  doctor  who  no  doubt  believed  in  better 
living  through  chemistry. 

Senator  Bath.  May  I  venture  to  ask  a  couple  of  questions  here? 
How  do  you  know  it  was  Prolixin? 
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Mr.  Hudson.  Because  I  got  a  copy  of  my  discharge  summary — they 
would  not  give  me  a  copy  of  my  whole  records,  and  it  stated  that. 

Senator  Bath.  It  stated  that? 

Mr.  Hudson.  Correct. 

Senator  Bayh.  How  does  one  describe  a  long-haired  hippie-looking 
doctor  ? 

Mr.  Hudson.  He  had  a  beard,  he  had  long  hair,  and  he  had 
shabby — . — 

Senator  Bayh.  I  must  say,  you  look  like  you  are  a  very  substantial 
witness,  and  you  have  long  hair.  Just  because  a  person  has  long  hair, 
I  would  not  want  to  describe  them  as  unable  to  do  the  job. 

Mr.  Hudson.  Oh,  for  sure,  I  am  making  no  disparaging  comments. 
I  am  just  describing  the  situation. 

Senator  Bayh.  I  want  to  state  that  if  we  go  back  and  reread  what 
you  just  said,  and  I  think,  maybe,  one  could  get  that  inference. 

REACTIONS    TO    PROLIXIN 

Mr.  Hudson.  Well,  whatever. 

Prolixin,  I  hope  you  know,  is  the  most  terrifying  psychiatric  drug 
on  the  market.  Suspended  in  a  special  solution,  a  phenothiazine  much 
like  Thorazine,  it  is  time  released  so  that  it  works  on  your  body  and 
mind  for  weeks  at  a  time.  One  injection  every  week  or  two,  and  you 
have  a  nation  of  zombies,  easily  controlled. 

All  their  drugs  slowed  me  down  a  bit.  I  reckon  they  did  not  give 
me  enough  to  wipe  me  out.  But  otherwise  I  was  basically  the  same  as 
when  I  went  in,  very  freaked  oivt.  After  10  days  or  so,  however,  the 
effects  of  the  Prolixin  began  building  up  in  my  system  and  my  body 
started  going  through  pure  hell.  It  is  very  hard. to  describe  the  effects 
of  this  drug  and  others  like  it.  That  is  why  we  use  strange  words  like 
zombie.  But  in  my  case,  the  experience  became  sheer  torture. 

Different  muscles  began  twitching  uncontrollably.  My  mouth  was 
like  very  dry  cotton  no  matter  how  much  water  I  drank.  My  tongue 
became  all  swollen  up.  My  entire  body  felt  like  it  was  being  twisted 
up  in  contortions  inside  by  some  unseen  wTringer.  And  my  mind  became 
clouded  up  and  slowed  down. 

Before,  I  had  been  reasoning  incorrectly,  but  at  least  I  could  rea- 
son. But  most  disturbing  of  all  was  that  I  feared  that  all  of  these 
excrutiating  experiences  were  in  my  mind,  or  caused  by  my  mind,  a 
sign  of  my  supposed  sickness. 

Finally,  with  a  friend,  I  returned  to  the  mental  health  center  where 
I  received  some  Cogentin,  a  drug  commonly  given  to  counteract  the 
side  effects  of  phenothiazines.  No  one  gave  me  any  of  this  antidote 
when  they  shot  me  up  with  Prolixin.  No  one  told  me  or  my  friends 
to  ask  for  Cogentin  if  the  Prolixin  freaked  out  my  body,  which  hap- 
pens frequently.  No,  they  merely  shot  me  up  and  sent  me  out  the  door 
and  wished  me  luck. 

So,  after  days  of  agony,  I  returned  desperate  for  help.  I  took  the 
Cogentin  and  within  10  minutes  an  incredible  wave  of  relaxation  flowed 
through  my  body.  That  sense  of  relaxation  is  indescribable,  so  I  will 
simply  say  that  it  was  one  of  the  most  marvelous  experiences  of  my  life. 
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Drugs  like  Cogentin  do  not  totally  erase  the  effeets  of  drugs  like 
Prolixin.  In  fact,  they  have  their  own  negative  effects.  But  at  least 
they  do  decrease  some  of  the  more  unbearable  immediate  effects. 
Nothing  makes  me  more  angry  about  my  experience  with  St.  Francis 
Hospital  than  the  fact  that  they  inflicted  this  suffering  without  a  word 
of  warning,  even  though  my  experience  is  very  common. 

But  what  if  I  had  been  warned?  What  if  I  had  been  given  Cogentin 
from  the  start?  "Would  the  forced  drugging  of  someone  flipped  out 
like  I  was  be  justified  under  these  circumstances? 

The  most  common  argument  used  to  justify  the  forced  drugging  of 
people  labeled  mentally  ill  is  that  they  are  not  able  to  make  decisions. 
But  I  was  clearly  able  to  make  decisions.  I  flushed  the  drugs  down  the 
toilet.  Was  that  irrational?  Or  was  the  doctor  who  shot  me  up  irra- 
tional? In  fact,  I  made  all  sorts  of  decisions. 

I  may  even  have  made  the  decision  to  go  crazy,  to  escape  from  un- 
bearable pressures;  to  manipulate  people  into  exposing  their  true  feel- 
ings about  me;  to  force  mv  dilemma  to  a  head.  I  cannot  really  explain 
it,  but  I  sense  that  on  a  semiconscious  level,  I  may  have  decided  to  go 
crazy.  I  know  for  certain  that  I  decided  to  go  sane.  Locked  in  seclusion 
in  Dallas,  threatened  with  indefinite  incarceration,  I  decided  that  many 
of  my  fears  were  imaginary  and  that  I  had  best  shape  up  and  return 
to  the  normal  world,  if  I  wanted  to  get  out,  which  I  then  proceeded 
to  do. 

SELECTIVE    IRRATIOXALITY 

So  my  irrationality  was  selective.  In  certain  respects.  I  remained 
rational  as  usual,  and  in  other  respects,  I  was  superrational.  I  per- 
ceived all  sorts  of  realities  normally  ignored  or  hidden.  So  who  is 
to  say  that  I  was  unable  to  make  decisions? 

In  fact,  are  we  not  all  rational,  irrational,  and  superrational  all 
of  the  time?  Do  not  all  of  us  imagine  things  that  are  not  really  hap- 
pening? Do  not  all  of  us  have  unjustified  fears? 

So  who  can  say  that  another  is  freaked  out  to  the  degree  to  justify 
the  chemical  rape  of  his  or  her  mind  or  body,  because  rape  is  what  it  is, 
the  1'orcible  intrusion  into  the  sacredness  and  privacy  of  another  per- 
son's body.  mind,  and  spirit.  Many  rapists  claim  that  their  victims  bene- 
fit from  their  rape.  Some  judges  have  even  pretty  much  ruled  the 
same.  Consider,  for  a  moment,  a  21-year-old  virgin  woman  who,  out  of 
sheer  ignorance,  is  irrationally  afraid  of  sexual  intercourse.  Suppose, 
also,  that  it  was  proven  that  53  percent  of  21-year-old  virgin  women 
who,  out  of  sheer  ignorance,  are  irrationally  afraid  of  sexual  inter- 
course, no  longer  irrationally  fear  sexual  intercourse  after  being  raped. 
Would  rape,  under  those  circumstances,  be  justified?  Could  rape  ever 
be  justified? 

The  law  authorizes  the  alteration  of  another  person's  body  without 
consent  when  that  person  is  clearly  and  demonstrably  suffering  from 
a  physical  affliction  which  prevents  a  decision  being  made — for  exam- 
ple, being  unconscious  after  an  automobile  accident.  But  so-called 
mental  illness  is  no  phvsical  disease  whose  presence  or  absence  can  be 
clearly  and  demonstrably  proven  with  any  significant  degree  of  sci- 
entific reliability,  because  it  does  not  exist. 

The  whole  legal  concept  of  competency,  I  submit,  should  be  limited 
to  situations  related  to  scientifically  proven  phvsical  impairment.  So- 
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called  psychiatric  incompetency  is  sheer  conjecture  and  should  never 
be  a  rationale  for  chemical  rape. 

PSYCHIATRIC   TREATMENTS   UNPREDICTABLE 

Senator  Bayh,  I  urge  you  to  realize  that  the  most  important  fact 
before  you  is  that  all  psychiatric  treatments  are  essentially  experi- 
ments, the  results  of  which  are  incredibly  unpredictable.  Drug  reac- 
tions, for  example,  vary  widely  from  person  to  person,  and  perhaps 
from  ethnic  group  to  ethnic  group.  Tardive  dyskinesia,  permanent 
brain  damage,  was  not  recognized  in  drug  company  advertising  until 
many  thousands  of  people  were  afflicted  with  this  serious  brain  dam- 
age. Who  knows  what  other  damage  is  being  inflicted  on  people  by 
these  extremely  powerful  drugs  ? 

Neither  have  the  alleged  benefits  of  these  drugs  been  scientifically 
demonstrated.  One  recent  study,  for  example,  found  that  the  people 
who  had  received  placebo  pills  in  the  hospital  were  doing  better  after 
discharge  than  were  the  people  who  had  received  the  actual  phenothi- 
azines. 

I  consider  forced  drugging  an  unconstitutional  and  unethical  vio- 
lation of  freedom  of  thought  and  invasion  of  privacy.  Therefore,  no 
matter  how  wonderful  any  drug  they  might  create,  no  matter  if  the 
drug  were  proven  to  do  more  harm  than  good,  which"  is  not  now  the 
case?  nojnatter  if  you  ancltheCoiigre^s„were  able  to  devise  a  mirac- 
ulous way  to  limit  foiTed_^nigglJlgLi^Lt^"Qse  cases  wher^J}£ne£cIaXje:~ 
suits  were  reasonably  c^rlaitu^and  I  do  not  believe  that  any  such  pre- 
ventive ihljclianism  will  everiae  devised  because  power  tends  Umn^ruptT 
^cjJ^aJ^r^aiI^o^Ig£-^bsoluleiy.  corrupts,  regardless,  under  any  and 
alHulxumstances— no  person  should  hold  the  power  tojdJ^r-JioJuabTy 
the  mind  and  body  of  another  person. 

Thank  you.  That  conipletes-my  statement. 

Senator  Bayh.  Thank  you,  Mr.  Hudson.  Your  organization  is  try- 
ing to  prevent  the  abuse  and  misuse  of  drugs,  as  far  as  their  application 
to  inmates  who  have  been  admitted  or  incarcerated? 

Mr.  Hudson.  Yes ;  and  I  would  like  to  make  a  point  of  submitting 
this  statement  and  exhibits  for  the  record,  if  I  may. 

Senator  Bayh.  Yes;  thank  you,  we  will  enter  them  in  the  record  at 
this  point. 

PREPARED  STATEMENT  BY  WADE  HUDSON 
Institutional  Drug  Abuse 

Mr.  Chairman  and  Members  of  the  Subcommittee  on  Juvenile  Delinquency,  my 
name  is  Wade  Hudson  and  I  speak  representing  NAPA — the  Network  Against 
Psychiatric  Assault.  My  experience  with  psychiatry  began  more  than  ten  years 
ago,  at  the  age  of  twenty,  as  a  psychiatric  orderly  in  a  small  unit  closely  affiliated 
with  Southwestern  Medical  School  in  Dallas.  Texas.  Following  this  work,  I  re- 
turned to  college  and  studied  psychology  :  two  years  while  completing  my  under- 
graduate degree  at  the  University  of  California  and  two  years  graduate  study 
at  the  Pacific  School  of  Religion.  During  this  time.  I  worked  in  a  number  of 
mental  health  and  related  jobs  :  one  hospital,  one  half-way  house,  and  several 
churches  as  a  counselor  and  youth  worker.  In  1971,  I  was  twice  locked  up  in 
psychiatric  institutions,  labeled  paranoid  schizophrenic:  for  four  days  in  St. 
Francis  Hospital  in  San  Francisco  and  for  two  weeks  in  Woodlawn  Hospital  in 
Dallas,  where  I  had  previously  worked  as  an  orderly.  In  1!»72.  I  began  working 
on  Madness  Network  News,  and  later  that  year  worked  as  co-editor  of  the  Mad- 
ness Network  News  Reader,  recently  published  by  Glide  Publications.  During 
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late  1973  and  early  1974,  I  again  worked  as  a  mental  health  worker— this  time 
in  the  Crisis  Clinic  of  a  Community  Mental  Health  Center.  And  in  early  1974,  a 
few  other  people  and  myself  formed  NAPA,  which  has  been  my  full-time  commit- 
ment for  more  than  18  months  now. 

Throughout  this  11  year  period,  my  overwhelming  concern  has  been  the  quality 
of  human  experience,  and  related  questions  of  social  justice  and  the  unjustified 
exercise  of  power.  I  have  observed,  and  experienced  personally,  many  incidents 
which  disturb  me  profoundly.  I  welcome  the  opportunity  to  share  these 
experiences. 

If  anyone  was  ever  crazy,  I  was.  If  the  label  paranoid  schizophrenic  has  any 
validity,  and  I  don't  believe  that  it  does,  I  was  a  paranoid  schizophrenic.  My 
freak-out  lasted  for  several  months  before  I  returned  to  solid  ground.  During 
this  time,  I  experienced  both  terror  and  ecstasy  as  I  never  had  before,  nor  have 
I  since.  Most  vividly,  I  recall  holding  the  hand  of  a  Japanese  man  in  St.  Francis 
Hospital  because  I  felt  that  he  could  liest  understand  and  support  me  as  we 
experienced  the  explosion  of  a  nuclear  bomb  in  San  Francisco  as  the  planes 
roared  overhead.  My  roommate  at  St.  Francis,  I  was  convinced,  was  J.  Edgar 
Hoover  himself.  For  days,  I  experienced  the  sensation  of  being  on  world-wide 
television  as  FBI  agents  followed  me  around  attempting  to  harrass  and  frighten 
me  into  renouncing  my  most  profound  convictions.  The  fate  of  liberty  and  free- 
dom throughout  the  world  rested  in  my  hands  as  millions  watched  my  drama  on 
TV :  if  I  survived,  they  would  be  inspired  ;  if  I  failed,  they  would  resign  in 
despair. 

In  May  of  1971,  very  few  people  realized  what  Richard  Nixon  and  the  Plumbers 
and  the  rest  of  that  gang  were  up  to.  Myself,  I  sensed  Fascism  around  the  corner 
and  was  extremely  frightened.  I  also  felt  alone  and  helpless.  The  more  fright- 
ened I  became,  the  more  I  demanded  that  my  friends  prove  that  they  would 
help  me,  that  they  were  trustworthy.  But  the  more  I  demanded,  the  more  my 
friends  backed  away,  making  me  more  frightened  and  alone.  This  deadly  spiral, 
which  included  many  positive  experiences  of  the  highest  order,  such  as  partici- 
pating in  two  black  worship  services,  reached  one  peak  when  I  physically  at- 
tacked a  close  friend  whom  I  suspected  of  being  an  FBI  agent.  He  and  others 
subdued  me  and  persuaded  me  to  "go  get  some  Thorazine."  As  we  left  the  house. 
I  smeared  ketchup  on  my  face  so  that  the  people  watching  on  television  would 
believe  that  I  was  physically  injured  and  was  being  taken  to  a  medical  hospital 
for  emergency  care  so  that  if  the  FBI  intervened  and  apprehended  me,  they 
would  be  exposed  as  evil  men  interfering  with  critical  medical  care. 

My  four  days  at  St.  Francis  Hospital  were,  I  believe,  tragically  typical.  Two 
men  in  white  coats  greeted  me,  more  or  less  without  talking,  and  put  me  in 
locked  seclusion.  I  spent  two  days  in  isolation.  No  one  came  in  to  talk  with  me 
for  more  than  30  seconds  at  a  time,  and  then  only  to  give  me  my  food  or  my 
drugs.  The  drugs — what  they  call  medication — came,  as  they  often  do,  in  all 
sorts  of  shapes  and  colors :  in  my  case  four  or  five  different  pills  at  one  time. 
At  first.  I  only  pretended  to  swallow  them  and  afterwards  flushed  them  down  the 
toilet.  But  they  soon  noted  by  tactic  and  insisted  that  I  swallow  them  in  their 
presence.  Knowing  that  the  needle  would  be  the  result  if  I  refused,  I  consented. 

After  four  days,  for  whatever  reason,  they  decided  to  release  me.  During  this 
time,  the  only  real  human  contact  or  warmth  I  received  was  from  fellow  inmates 
and  friends  who  visited.  The  staff  was  very  professional,  very  busy  and  very 
impersonal — and  very  neatly  dressed  in  clean,  white  unforms.  Before  letting 
me  go.  however,  they  forced  on  me  one  last  "theapeutic"  benefit :  a  shot  of 
Prolixin  in  my  ass — administered  by  a  long-haired  hippie-looking  doctor  who  no 
doubt  believed  in  better  living  through  chemistry. 

Prolixin,  as  I  hope  you  know,  is  the  most  terrifying  psychiatric  drug  on  the 
market.  Suspended  in  a  special  solution,  a  phenothiazine  much  like  Thorazine, 
if  is  time  released  so  that  if  works  on  your  body  and  mind  for  weeks  at  a  time. 
One  injection  every  week  or  two,  and  you  have  a  nation  of  zombies,  easily  con- 
trolled— especially  if  the  threat  of  incarceration  can  coerce  them  into  appearing 
for  their  regular  injection. 

All  their  drugs  slowed  me  down  a  bit — I  reckon  they  didn't  give  me  enough 
to  wipe  me  out — but  otherwise  I  was  basically  the  same  as  wben  I  went  in  : 
very  freaked  out.  After  10  days  or  so.  however,  the  effects  of  the  Prolixin  began 
building  up  in  my  system  and  my  body  started  going  through  pure  hell.  It's  very 
hard  to  describe  the  effects  of  this  drug  and  others  like  it.  That's  why  we  use 
strange  words  like  "zombie."  But  in  my  case  the  experience  became  sheer  torture. 
Different  muscles  began  twitching.  My  mouth  was  like  very  dry  cotton  no  matter 
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how  much  water  I  drank.  My  tongue  became  all  swollen  up.  My  entire  body 
felt  like  it  was  being  twisted  up  in  contortions  inside  by  some  unseen  wringer. 
And  my  mind  became  clouded  up  and  slowed  down-before  I  had  been  reasoning 
incorrectly,  but  at  least  I  could  reason.  But  most  disturbing  of  all  was  that  1 
feared  that  all  of  these  excruciating  experiences  were  in  my  mind,  or  caused  u> 
my  mind— a  sign  of  my  supposed  sickness. 

Finally  with  a  friend,  I  returned  to  the  mental  health  center  where  I  re- 
ceived some  Cogentin— a  drug  commonly  given  to  counteract  the  side  effects  ot 
nhenothiazines.  No  one  gave  me  any  of  this  antidote  when  they  shot  me  up  witli 
the  Prolixin.  No  one  told  me  or  my  friends  to  ask  for  Cogentin  if  the  Prolixin 
freaked  out  mv  body,  which  happens  frequently.  No,  they  merely  shot  me  up 
and  sent  me  out  the  door  and  wished  me  luck.  So,  after  days  of  agony,  I  returned 
desperate  for  help.  I  took  the  Cogentin  and  within  ten  minutes  an  incredible 
wave  of  relaxation  flowed  through  my  body.  That  sense  of  relaxation  is  inde- 
scribable, so  I'll  simply  say  that  it  was  one  of  the  most  marvelous  experiences 
of  my  life.  Drugs  like  Cogentin  do  not  totally  erase  the  effects  of  drugs  like 
Prolixin — in  fact  they  have  their  own  negative  effects.  But  at  least  they  do 
decrease  some  of  the  more  unbearable  immediate  effects.  Nothing  makes  me 
more  angry  about  my  experience  with  St.  Francis  Hospital  than  the  fact  that  they 
inflicted  this  suffering  without  a  word  of  warning,  even  though  my  experience 
is  very  common. 

But  what  if  I  had  been  warned?  What  if  I  had  been  given  Cogentin  from  the 
start?  Would  the  forced  drugging  of  someone  nipped  out  like  I  was  be  justified 
under  these  circumstances? 

The  most  common  argument  used  to  justify  the  forced  drugging  of  people 
labeled  mentally  ill  is  that  they  are  not  able  to  make  decisions.  But  I  was  clearly 
able  to  make  decisions:  I  flushed  the  drugs  down  the  toilet.  Was  that  irrational? 
Or  was  the  doctor  who  shot  me  up  irrational?  In  fact,  I  made  all  sorts  of 
decisions. 

I  may  even  have  made  the  decision  to  go  crazy — to  escape  from  unbearable 
pressures :  to  manipulate  people  into  exposing  their  true  feelings  about  me ;  to 
force  my  dilemma  to  a  head  in  order  to  enable  some  basic  change  to  take  place. 
Who  knows.  I  can't  really  explain  it,  but  I  sense  that  on  a  semi-conscious  level, 
I  may  have  decided  to  go  crazy.  I  know  for  certain  that  I  decided  to  go  sane. 
Locked  in  seclusion  in  Dallas,  threatened  with  indefinite  incarceration,  I  decided 
that  many  of  my  fears  were  imaginary  and  that  I  had  best  shape  up  and  return  to 
the  normal  world,  which  I  then  proceeded  to  do. 

So  my  irrationality  was  selective :  in  certain  respects,  I  remained  rational  as 
usual ;  and,  in  other  respects,  I  was  super-rational — I  perceived  all  sorts  of 
realities  normally  ignored  or  hidden.  So  who  is  to  say  that  I  was  unable  to  make 
decisions. 

In  fact,  are  we  not  all  rational,  irrational  and  super-rational  all  of  the  time? 
Don't  all  of  us  imagine  things  that  aren't  really  happening?  Don't  all  of  us 
have  unjustified  fears?  I  know  that  I  do  now,  that  I  did  before  I  freaked  out, 
and  that  I  always  will.  I  had  freaked  out  before,  I  have  freaked  out  since,  and 
I  will  freak  out  again.  We  all  do — to  one  degree  or  another — all  of  the  time. 
It's  all  a  matter  of  degree,  and  there's  no  way  to  measure  the  degree  with  any 
significant  degree  of  accuracy.  So  who  can  say  when  another  is  freaked  out  to 
the  degree  to  justify  the  chemical  rape  or  his  or  her  mind  and  body. 

Because  rape  is  what  it  is:  the  forcible  intrusion  into  the  sacredness  and 
privacy  of  another  person's  body,  mind  and  spirit.  Many  rapists  claim  that  their 
victims  benefit  from  their  rape.  Some  judges  have  even  pretty  much  ruled  the 
same.  Consider,  for  a  moment,  a  virgin  wife  who,  out  of  sheer  ignorance,  is  irra- 
tionally afraid  of  sexual  intercourse.  Suppose  also  that  it  was  proven  that  53% 
of  virgin  wives  who,  out  of  sheer  ignorance,  are  irrationally  afraid  of  sexual 
intercourse,  no  longer  irrationally  fear  sexual  intercourse  after  being  raped  by 
their  husbands.  Would  rape  under  those  <  ircumstances  be  justified?  Could  rape 
ever  be  justified? 

The  law  authorizes  the  alteration  of  another  person's  body  without  consent 
when  that  person  is  clearly  and  demonstrably  suffering  from  a  physical  affliction 
which  prevents  a  decision  being  made — for  example,  being  unconscious  after  an 
automobile  accident.  But  so-called  "mental  illness"  is  no  physical  disease  whose 
presence  or  absence  can  be  clearly  and  demonstrably  proven  with  any  signficant 
degree^  of  scientific  reliability— because  it  doesn't  exist.  Rather,  the  medical 
model  is  a  mythological,  or  metaphorical  way  of  describing  human  realities  which 
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can  far  better  be  described  in  plain  English.  "Psychosis"  and  "neurosis"  and  that 
whole  system  of  thinking  are  mystifications  used  by  psychiatrists  to  obscure  and 
legitimize  the  brutalities  they  impose  on  people. 

The  whole  legal  concept  of  competency,  I  submit,  should  be  limited  to  situa- 
tions related  to  scientifically  proven  physical  impairment.  So-called  psychiatric 
incompetency  is  sheer  conjecture  and  should  never  be  a  rationale  for  chemical 
rape. 

Mr.  Chairman  and  members  of  the  subcommittee,  I  urge  you  to  realize  that 
the  most  important  fact  before  you  is  that  all  psychiatric  treatments  are  essen- 
tially experiments,  the  results  of  which  are  incredibly  unpredictable.  Drug  re- 
actions, for  example,  vary  widely  from  person  to  person,  and  perhaps  from 
ethnic  group  to  ethnic  group.  Tardive  dyskinesia  was  not  recognized  in  drug 
company  advertising  until  many  thousands  of  people  were  afflicted  with  this 
serious  brain  damage.  Who  knows  what  other  damage  is  being  inflicted  on  people 
by  these  extremely  powerful  drugs.  Neither  have  the  alleged  benefits  of  tnese 
drugs  been  scientifically  demonstrated.  One  recent  study,  for  example,  found 
that  the  people  who  had  received  placebo  pills  in  the  hospital  were  doing  better 
after  discharge  than  were  the  people  who  had  received  the  actual  phenothiazines. 

Many  people  before  this  committe  have  been  and  will  be  suggesting  that  re- 
forms be  implemented  to  safeguard  against  abuses  of  the  power  to  administer 
psychiatric  drugs  forcibly.  But  I  submit  that  forcibly  subjecting  people  to 
pseudo-medical  experimentation  is  unethical  and  inherently  an  abuse.  Further- 
more, I  also  consider  forced  drugging  an  unconstitutional  violation  of  freedom 
of  thought  and  invasion  of  privacy.  Therefore,  no  matter  how  wonderful  any 
drug  they  might  create,  no  matter  if  the  drug  were  proven  to  do  more  harm  than 
good,  which  is  not  now  the  case,  no  matter  if  you  and  the  Congress  were  able 
to  devise  a  miraculous  way  to  limit  forced  drugging  to  those  cases  where  bene- 
ficial results  were  reasonably  certain,  and  I  don't  believe  that  any  such  pre- 
ventive mechanism  will  ever  be  devised — regardless,  under  any  and  all  circum- 
stances, no  person  should  hold  the  power  to  alter  forcibly  the  mind  and  body 
of  another  person. 
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I)  After  breakfast,  a  huge  rolling  tr^y  o 
out  into  the  hall,  and  the  obese  nurse  called 
All  the  unfortunate  zombies  on  the  ward  trudge 
pills  and  blood  pressure  readings.  The  really 
down  in  a  closed  off  room  for  electro-shock.  T 
little  trick  was  the  most  evil  looking  of  all. 
orange  tabs  of  straight  Thorazine,  which  broug 
bling  vegetation- within  twenty  minutes. 

One  does  not  argue  or  think  in  this  st 
you  ever~~argued  with  a  radisri  or~a~  yam"7  They  d 
tTie  s  -;me  time~i  I  was  perspirinr  so  profusely,a 
that  I  began  to  think  that  I'd  just  go  on  swea 
mouth  got  so  dry  that  nothing  would  quench  its 
my  tongue  cracked  wide  open  in  a  vicious  painf 
bled  incessantly , with  a  palsy  closely  resembli 
My  skin  turned  a  dead -yellow-gray  color,  My  ey 
tive  to  light,  and  so  did  all  the  skin  all  ove 
slow  motion,  in  a  heavy  fog~i  caTt  fully  aware  o 
note  of  every  comment  I  made,  and  every  change 


f  medicines  was  wheeled 
out  "Meoication  Time", 
d  obediently  over  fcr 
big  losers  got  strapped 
he  equipment  for  that 

I  was  given  two  chubby 
ht  me  to  a  state  resem- 

ate.  After  all,  have 


on  '  t  answer  back.  TTt 


nd  so  continuously 
ting  till  I  ciied.  My 
thirst.  Eventually, 
ul  way.  r-ly  nanus  trem- 
ng  Parkinson's  disease, 
es  became  super-sensi- 
r  my  body.  I  moved  in 


f  the  nurses,  who  tock 
of  mood . . . 


Franeie  Schwartz 
excerpted  from  >CLY  CULK.T 
II)      '..hat  happened  in  my  case  is  that  I  received  Mellaril,  a  tran- 
quillizer , now  called  an  anti-psychotic  drug.  This  was  forced  drugging 
in  the  sense  that  I  wasn't  consulted  before  it  was  administered  nor 
told  of  possible  side-effects.  I  wasn't  even  told  I  was  noing  to  be  put 
on  medication  so  it  came  as  a  total  surprise  to  me  when  I  heard  an  at- 
tendant yell,  "Brewer,  come  take  your  medicine."  Well,  I  took  my 
medicine.  I  had  no  choice.  The  attendant  didn't  take  her  eyes  off  me 
until  the  pills  were  swallowed. 

As  a  result  of  this  medicaticn  I  fainted  ana  was  carried  to 
my  bed.  My  condition  was  described  at  the  time  as  very  serious.  It 
seems  I  was  the  victim  of  an  OD  and  my  blood  pressure  had  dropped 
dangerously  low.  I  was  immediately  given  two  shots  of  caffiene-  a 
procedure  made  difficult  because  of  my  inability  to  double  up  my 
fist  for  intravenous  shots.  While  I  was  getting  the  shots  the  doctor 
ask3d  me  if  I  had  thought  about  what  he  had  said  about  my  rebelling. 
He  asked  it  in  a  tone  of  voice  as  if  to  say,  "Have  you  luarned  your 
lesson  yet,  Miss  Brewer?'.' 


Jimmie  Brewer 
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III)    Chemotherapy-This  subject  is  probably  the  most  important, 
because  it  involves  thousands  of  patients  daily, on  a  statewide 
basis.  At  all  state  and  county  mental  health  facilities,  patients 
are  forced  to  take  drugs.  This  is  not  iexceptional  in  any  way,  but 
routine,  daily  practice. 

My  own  experience  with  these  practices  stems  from  my  employ- 
ment as  a  staff  psychiatrist  at  the  Marin  Community  Mental  Health 
Center  from  March  1972  to  April  1974.  For  a  portion  of  this  time, 
I  was  Chief  of  the  Crisis  5ervices.  I  finally  resigned  cause  I  could 
not  in  good  conscience  continue  to  be  a  part  of  the  forced  therapy 
and  forced  drugging  which  was  routine. 

In. any  given  day,  many  patients  are  brought  in  on  72  hour 
holds .  (Lanterman-Petris-5hort ) .  Aside  from  the  fact  that  in  my 
experience,  these  holds  are  usually  grossly  inappropriate  and  in 
violation  of  the  law,  it  is  routine  for  these  patients  to  be  placed 
on  medication.  This  is  usually  a  tranquillizer,  most  often  one  of  the 
phenothiazines. 

These  drugs  are  given  orally,  but  if  the  patient  refuses  them 
by  mouth,  an  injection  will  be  ordered  and  given  by  force.  It  is. 
also  not  uncommon  for  a  special  form  of  one  of  these  tranquillizers, 
prolixin  enanthate,  to  be  given  by  forced  injection.  This  medica- 
tion is  specially  formulated  to  continue  its  action  for  2  to  3  weeks. 

Thus,  long  after  the  individual  may  be  free  of  forced  psy- 
chiatric treatment,  the  drug  will  continue  to  be  tranquillizing  the 
individual  and  thereby,  in  my  opinion,  invading  on  his  person  and  his 
privacy.  I  believe  that  forced  drug  treatment  is  an  assault  on  the 
individual  that  is  unjustified.  It  is  widsly  known  that  the  highly 
unhealthy  relationship  between  the  pharmaceutical  industry  and  the 
mecical  community,  in  which  drug  companies  test  their  own  drugs  for 
safety,  and  in  which  the  drug  companies  give  gifts  and  favors  to 
doctors  in  a  not  so  subtle  attempt  to  influence  their  drug  prescribing 
habits,  leads  to  insufficient  attention  to  potentially  dangerous 
side  effects  of  drugs. 

Given  this  situation,  the  taking  of  any  drug  is  a  personal  act 
involving  decision  making  which  must  remain  (or  in  some  cases  become) 
totally  voluntary,  as  with  any  other  medical  procedure.  I  recommend 
that  all  drug  therapy  require  the  voluntary  consent  of  the  patient, 
with  particular  emphasis  on  the  forced  injection  of  long  acting 
tranquillizers. 

p.s.  Besides  State  and  County  mental  health  facilities,  the 
California  Prison  5ystem  is  virtually  overflowing  with  the  various 
drugs  administered  to  prisoners.  This  is  a  whole  area  which  should 
receive  the  most  serious  attention. 

Lee  Coleman, M.L. 
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IV)    In  1964,  the  psychiatrist  I  was  seeing  started  me  on  Stelazine. 
He  told  me  at  one  point  that  I  would  have  to  be  on  it  for  life.  I 
tried  to  taper  down  and  stop  five  or  six  times  in  the  ten  years  that 
I  took  the  drug.  Until  this  last  and  final  time,  my  reasons  were: 
1 )merely  that  I  abhorred  the  idea  of  being  controlled  by  a  chemical, 
and  2)    an  eye  condition  which  I  shall  describe  later. 

•  All  the  previous  tries  ended  in  failure  because  I  cuuld  not 
cope  with  the  physical  and  emotional  changes  that  going  off  the  drug 
brought  on. One  time  I  had  a  very  heavy  feeling  in  my  chest  and  was  .. 
dragged  out  the  entire  day.  Another  time  my  stomach  felt  so  continu- 
ously torn  up  that  I  felt  like  I  was  being  tortured.  I  had  special 
difficulty  trying  to  eat,  which  necessitated  going  slowly  and  taking 
deep  breaths  between  each  bite.  Always  the  salivation  in  my  mouth 
increased  and  was  so  strange  to  me  that  it  was  an  ever  present  annoy- 
ance. Emotionally,  when  anger  and  crying  surfaced,  Iv as  so  unused  to 
them  that  I  felt  I  wasntt  myself  and  had  to  return  to  a  drug  induced 
complacency  in  order  to  function.  Each  try  consisted  of  at  least  four 
or  five  days  of  being  entirely  drug  free.  Each  time  I  gave  up,  I 
thought  I  would  never  try  again,  and  I  truly  felt  it  was  an  addiction. 

From  <jbout  the  fifth  year  of  taking  Stelazine,  I  began  having 
an  eye  trouble.  My  eyes  would  "go  out", as  I  called  it,  about  four  times 
a.  week,  usually  about  four  or  five  in  the  afternoon.  Prolonged  bouts 
of  reading,  movie  viewing,  and  long  drives  in  the  country  initiated 
it  almost  invariably.  Everything  in  my  visual  field  became  pinpointed 
and  outlined;and  if  I  looked  at  a  blank  wall,  it  was  full  of  patterns. 
Mlso  my  eyes  kept  travelling  upwards.  If  I  closed  my  eyes  and  put  my 
hands  on  my  eyelids,  I  could  feel  my  eyeballs  fluttering  rapidly  and 
again  there  were  patterns  but  in  colors  and  changing  so  rapialy  that 
my  brain  couldn't  keep  up  with  what  I  was  seeing .  I.  eedless  to  say  I 
found  this  so  annoying  that  I  found  it  impossible  to  be  sociable, 
would  not  dare  drive  my  car,  and  always  hurried  home  to  lie  down, 
bec.iuse  I  gained  relief  only  by  falling  asleep. 

The^p_s~ychiatrist  did  not  know  if  this  condition  was  caused 
by  the  Stelazine  and  asked  me  ,  "  If_JL±_  is  ,  isn  '  t  ~that_little  enougn' 
Tfo  pHy  for  an  even  disposition?".  I  went  to  an  ophthalmologist  and 
FTaci  an  examination  and  to  a  neurologist  and  had  an  EEG.  Negative. 
Iwas  living  in  the  East  and  even  considered  going  to  Boston  and  con- 
sulting an  eye  specialist. 

oeptember  13,  1973,  I  had  what  seemed  to  me  final  proof  th.it 
hte  eye  condition  was  caused  by  the  Stelazine.  I  tried  to  commit 
suicide  by  taking  an  overdose  of  the  drug.  The  attempt  failed,  out 
by  mid-afternoon  of  the  next  day,  my  eyes  were  so  acutely  troublesome 
that  I  h_'d  to  leave  work  early. 

In  November,  I  started  Feeing  a  therapist  who  encouraged  me 
to  go  off  the  drug,  this  time  I  tapered  off  at  an  extremely  slow  pace. 
At  the  start  I  was  on  five  mg.  a  day.  By  March  15,  while  on  two  mg..  a 
day,  I  was  beginning  to  notice  that  I  was  changing  and  coming  alive. 
I  was  no  longer  blocking  out  existence  by  oversleeping,  which  had 
been  one  of  my  toughest  problems. 

On  April  26,  (only  four  days  after  bein  completely  drug 
free),  I  failed  again  and  went  back  on  the  pills  .unidst  a  turbulent 
situation  which  included  trying  to  hospitalize  myself.  I  had  become 
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r  agitated  and  kept  saying, "My  head  isn't  on  straight", 
weeks  later  after  reading  Dr.  Caligari's  article  in  the 
ork  News",  I  told  myself  I  w^s  a  fool  if  I  continued 
fter  what  I  had  read,  and  I  became  determined  to  put  up 

therapist  said, "Do  you  take  responsibility  for  this 
he  List  time  I  had  blamed  him  for  not  recognizing  the 
heading  for.)  I  said, "Yes  I  do,  and  if  I  need  help,  I 
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anguish  and  emotional 
t  it  was  difficult  to  be-.v.  . 

I  almost  turned  the  town 

to.  I  wanted  to  talk  to 
e  a  round  the  clock  nurse. 
fferent  friends  and  still 

friend  down  in  a  chair 
r . 

zine  free,  and  when  I  cry, 
mporary  and  cathartic.  In 
having  just  been  asleep 
in  keeping  with  my  true 
eed  I  say  more? 

Bryna  Frank, 7/  74 


V)         In  May  1972,  I  entered  Hoch  psychiatric  annex  of  Pilnrim 
State  Hospital  in  dellevue , N . Y  .  ,  as  a  volunteer  patient.  My  mental  i 
state  was  one  where  I  believed  I  was  God;  it  was  a  very  creative, 
non-violent .  and  euphoric  state.  I  was  aw^re  even  then  that  everyone 
has  a  right  to  that  experience. I  upset  ny  parents,  however,  in  my 
attempts  to  share  my  trips  with  them.  To  humor  them,  as  well  as  due 
.to  curiosity  about  my  state  of  mind,  I  volunteered  to  enter  a  psy- 
chiatric clinic.  I  did  not  see  myself  as  "sick",  but  I  was  eager  to 
share  and  explore  my  state  of  mind  with  others  whom  I  thought  could 
direct  me  creatively,  due  to  their  prof ession : psychiatry .Ycu  see,  I 
was  also  in  a  very  trusting,  naive,  rather  defenseless  state. 

My  viewpoint  on  psychosis  or  any  other  l.ibel  implying 
mental  illness  is  that  it  is  an  unbal3nced  state  of  mind  causec  by 
repression,  frustration,  alienation  and  other  cruelties  of  our  social 
environment,  and  can  only  be  cured  by  a  loving,  compassionate  environ- 
ment. Many  other  stated  of  mind ( i .e .-"euphoria" )  are  labeled  psychotic 
because  those  who  do  the  labelling  are  also  those  who  are  responsible 
for  society's  cruelties. 

My  abuses  at  the  hospital  were: 

1)  I  had  to  <sign  myself  in  as  a  voluteer  patient  on  »    aoc- 
ument  which  stated  that  I  have  a  right  to  request  a  release  any  time 
after  I  sign  the  document.  This  wording  is  tricky,  and  unfair  to  the 
patient.  I  did  request  my  release  the  next  day,  and  my  psychiatrist 
said  I  do  have  the  right  to  request  my  release,  but  it  is  still  up 
to  the  hospital  to  grant  it. 

2 ) Actually , i  I  was  free  to  leave;  there  were  no  fences 
around  the  grounds.  But  I  was  in  the  middle  of  suburban  Long  Island 
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V  contd)  with  no  money.  I  knew  no  o 
is  very  dangerous  in  that  area.  Ver 
and  returned  to  the  institute,  if  I 

3)As  a  volunteer  patient, 
drugs,  but  drugs  were  forced  on  me 

4)1  had  no  protection  from 
violent  tendencies. 

I  will  elaborate  on  the  dr 
about  it,  but  she  said ,  '".Veil,  we'll 
taper  the  drugs  off."  They  did  fina 
the  first  two  weeks  I  received  heav 
The  first  five  days  I  slipped  the  H 
while  later  discarded  them.  But  on 
ysis,  and  they  discovered  I  wasn't 
threatened  to  give  me  the  drugs  by 
So  I  cooperated. 

The  drugs  were  a  depressan 
exaggerated  by  the  depressing  envir 
muscles  tightening,  poor  coordinati 
of  nervous  energy  that  I  couldn't  r 
so  that  I  couldn't  relievi  my  thirs 
drugs  in  our  food  and  beverages,  fo 
lowed  after  each  meal. 

I  got  out  by  the  third  wee 
eral  months  afterward  from  my  treum 
combination  of  recuperating  from  th 
and  an  overwhelmingly  depressing  ex 

For  about  two  weeks  after 
of  the  drugs  inhibited  my  ability  t 
achieve  an  ejaculation  or  an  erecti 
side  effect,  was  that  I  wasn't  awar 
I  thought  I  was  suffering  some  infe 
sex  inhibiting  nature  of  Mellaril  a 
library  research  on  my  own. 

Many  patients  at  the  insti 
riuly  from  their  doctor's  "treatmen 
One  patient,  a  young  women,  was  rob 
she  could  do  was  stare  at  you  when 
culty  holding  her  hand  when  she  tri 
four  days  for  me  to  get  a  verbal  re 
came  very  talkative,  even  smiley.  3 
ed  a  heavy  dose  of  drugs  (  I  know  b 
as  withdrawn  as  when  I  first  met  he 
doses  of  drugs(about  once  a  week)  w 
out,  allowed  her  buoyant  self  to  co 


ne  to  go  to  there,  and  hitchhiking 
y  good  chances  of  being  arrested 

attempted  to. 
I  requested  treatment  without 
anyway . 

the  patients  around  me  who  had 

ug  abuses.  I  spoke  to  my  doctor 

see,  and  if  you  improve ,we ' 11 
lly,  by  the  second  week.  But  for 
y  doses  of  Thorazine  rnd  Mellaril, 
ills  under  my  iongue  and  a  short 
the  6th  day  we  all  had  an  urin  il- 
swallowing  the  medication.  They 
injection  if  I  didn't  cooperate. 

t,  which  put  me  on  a  real  bummer, 
onment,  and  the  physical  effects: 
on,  clumsiness,  exhausted  and  full 
elease,  extreme  dryness  of  mouth 
t,  I  believe  they  also  included 
r  the  same  dryness  of  mouth  fol- 

Mearly  June)  and  suffered  sev- 
as  at  the  institute.  It. was  a 
e  orugs,  the  subtle  cruel  games, 
perience.. 

leaving  the  institute,  the  effects 
o  function  sexually.  I  couldn't 
on.  The  greatest  abuse  from  this 
e  that  the  drugs  were  responsible: 
ction  or  illness.  I  discovered  the 
nd  Thorazine  after  doing  a  little 

tute  seemed  to  be  suffering  ter- 
ts"  and  the  hospital  environment, 
ot-like  and  so  withdrawn,  that  all 
you  said  hello.  She  even  had  diffi- 
ed  to  brush  her  hair.  It  took  about 
sponse  from  her,  and  then  she  be* . 
ut  the  next  day  she  was  administer- 
ecause  she  told  me  ),  and  she  was 
r.  It  seems  that  she  got  periodic 
hich,  when  they  started  to  wear 
me  through. 

Eugene  F.  Catalano 
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VDLXCERPTb  FRUM  A  KPFA  PRfJ&HAM  UN  NAPA 

Wade:  1  worked  for  months  in  Marin  county  and  I've  talked  with  some 
staff  at  crisis  clinics  in  5.F.  and  I  would  say  that  one  way  or 
another,  most  of  the  people  who  come  thru  the  doors  of  a  psychiatric 
facility  end  up  on  drugs. 

Wanda:Yeah,  you're  drugged  immediately  on  being  put  in  a  hospital 
without  any  recourse ...  urn. . .  well,  you  have  no  say  so  at  all .  I've 
been  drugged...  in  particular,  I  was  given  at  Napa  State  Hospital  a 
drug  called  Prolixin  which  occasionally  has  a  side  effect  of  causing 
liver  damage  of  yellow  jaundice  which  I  happenned  to  get  from  Proli<in. 
And  I  told  them  that  I  don't  want  the  drug  to  start  with,  which  they 
stapped  me  down  and  they  grabbed  me-  a  lot  of  the  technicians  will 
grab  me-  and  give  you  a  forced  intramuscular  shot  of  Prolixin,  and 
once  it's  in  your  system,  it  stays  in  there  for  two  weeks.  And  then 
it  took  me   3   days  of  forced  drugging  to  convicc  them  and  they  read 
over  my  medical  records  that  I  shouldn't  be  taking  this  drug,  that 
there  was  a  real  physical  dancer  to  rue. 

Wade:  Prolixin  is  the  most  evil  poison  on  the  drug  market  these  days. 
It's  the  psychiatric  prof ussion ' s  answer  to  Methadone.  I  mean  they 
even  call  it  Prolixin  Maintenance  Program.  It's  because  it's  suspended 
in  oil  and  so  its  time  released  and  it  works  on  your  body  for  weeks 
afterwards,  so  you  only  have  to  come  in  once  every  week  or  once  every 
two  weeks.  I  too  was  given  Prolixin  against  my  will  and  wns  told  noth- 
ing at  all  about  the  side  effects-  none  of  my  friends  were  told  about 
hte  side  effects-  so  two  weeks  later  I  was  just  in  Physical  agony 
because  of  the  side  effects.  My  lips  were  swollen  and  I  had  uncontrol- 
lable twitches...  just  all  kinds  of  things  were  happenning  with  my 
body  that  were  driving  me  up  the  wall. 

Wanda:And  the  drugs  can  get  ridiculous.  When  they  g.ive  me  the  Prolixin, 
I  had  also  the  side  effects  that  Wade  was  mentioning.  Well,  they  gave 
me  Artane  to  counteract  the  Prolixin  and  they  were  giving>me  5inequan, 
which  is  kind  of  a  tranquillizer,  to  make  me  calm  down  which  over- 
calmed  me,  so  rather  than  letting  up  on  the  medication,  they  then 
gave  me  Ritalin,  which  is  to  pep  me  up,  and  it  was  getting  ridiculous, 
that  I  was  getting  so  medicated  that  I  had  to  take  pills  to  get  up 
and  pills  to  go  to  bed,  pills  just  to  react  and  pills  just  to  counter- 
act the  reactions,  and  that  was  really  getting  ridiculous,  but  it's 
common.  It  happens  to  a  large  majority  of  the  people. 
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VII  )       I  arrived  at  Napa  state  mental  prison  in  August  '74.  I  was 
emotionally  disturbed.  They  threw  me  in  a  cell  for  three  days  cause  I 
was  frightened  and  would  not  speak  or  respond. 

When  they  let  me  out  of  the  cell  I  was  allowed  to  see  my 
brother  and  sister  and  was  assigned  a  social  worker.  He  assured  us  all 
he  was  trying  to  help.  Ha-ha. 

When  my  family  left  he  presented  me  with  two  blank  forms  arid 
said  he  could  not  help  me  unless  I  signed.  5o  I  did. 

After  that  it  was  nothing  but  needles  and  pills. I  did  not  know 
what  to  do.  So  I  called  my  employer  (a  friend)  and  he  came  with  another 
good  friend.  They  were  outraged  with  what  they  saw.  I  could  not  keep 
awake  and  kept  falling  off  the  chair.  I  was  not  told  why  but  they  were 
not  allowed  to  see  me  anymore. 

Then  my  brother  came  again  and  they  accused  him  of  being  drunk 
and  on  drugs.  This  was  ridiculous.  The  power  they  have  is  frightening. 

After  one  month  of  this  hell  I  was  released  to  my  sister.  I 
immediately  threw  all  the  pills  they  gave  me  down  the  toilet.  Three  days 
later  my  whole  body  went  rigidj  I  kept  drooling  at  the  mouth  and  my  legs 
would  not  support  me.  The  pain  in  my  head  was  intense.  We  went  to  the 
crisis  clinic  at  Mt.  Zion  where  we  found  out  this  poison  they  had  given 
me.  Prolixin,  had  to  be  taken  with  the  antidote,  Cogentin.  This  drug, 
Prolixin,  lasts  in  your  system  6  weeks,  but  is  administered  in  weekly 
doses. 

The  8  weeks  it  took  to  completely  eliminate  this  drug  from 
my  system  was  the  horror  of  my  life.  I  had  a  continuous  sickening  feel- 
ing throughout  my  body.  Each  minute  of  this  feeling  wae  an  hour.  The 
headaches  were  constant  and  I  did  not  have  the  control  to  wash  my  own 
hair.  My  sight  was  blurred  and  I  had  no  concentration,  only  intense 
irratation  at  anyone.  My  nerves-were  like  wire.  I  had  no  resistance 
to  sheer  terror. 

What  did  I  do?  Why  me?  How  could  they  be  allowed  to-do  this  to 
me  or  anyone  else? 

The  way  I  see  it,  the  State  is  burning  people  with  Prolxin. 
Wonder  how  many  people  get  struck  without  the  antidote? 

When  I  was  living  through  this  I  thought  how  merciful  would 
death  be. 

I  feel  sorry  for  those  who  are  administering  these  drugs  who 
have  been  made  to  believe  they  really  are  helping  someone. 

Tracey  Purcell 
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VIII)  In  February  1973  I  was  ;•  first  year  psychiatric  resident 
on  ward  y2  of  6.F.   General  Hospital.  As  I  remember  this  case,  a 
young  man  came  in  while  I  was  covering  ev  nin;;  call  and  I  was  res- 
ponsible for  admitting  people.  I  talked  with  him  at  ;  rcat  lun,  th. 
He  was  very  upset,  and  he  was  quite  afraid,  .nt  times  approaching 
panic.  He  sjemed  to  feel  a  bit  better  after  our  long  talk.  I  sug- 
gested to  him  that  he  come  into  the  hos"itnl  for  r    few  days  and 
g.jt  a  re^t.  At  the  time  I  wis  still  rather  naive  to  think  that  any- 
one could  get  anything  resembling  a  rest  on  ward  92.  'oil   an.,way, 
he  decided  to  come  into  the  hospital  and  I  admitted  him.  i)uring  the 
talk  I  told  him  that  I  realized  that  he  -/as  afraid  and  that  if  he 
came  into  the  hospital  I  wo  ild  give  him  Thorazine.  However,  T  made 
it  clear  to  him  that  it  would  be  entirely  his  responsibility  to  csk 
the  nurse  for  the  Thorazine,  and  that  he  could  only  have  100  r\  . 
per  hour.  I  told  him  that  in  my  opinion  this  would  h-ve  a  calming 
effect  on  him  and  would  probably  reduce  his  fear  and  panic.  I  ad- 
mitted him  and  wrote  orders  to  the  effect  that  medication  would 

be  given  only  if  the  patient  asked  for  it.  Of  course  I  ordered  Cog- 
entin  to  be  given  with  it,  if  it  was  administered. 

I  received  an  audit  several  days  later.  The  message  of  the 
audit  is  that  I  would  not  be  allowed  to  write  orders  that  alio:;  the 
patient  to  be  responsible  for  getting  medication  at  his  own  request, 
but  rather  that  orders  must  be  written  such  that  the  patient  "Tl  'T 
receive  Thorazine,  several  times  a  day,  whether  he  wants  it  or  not. 

Auditor:  Sheldon  Huf fman,H.D.  Comment:  Orug  therapy  was 
not  appropriate  for  the  condition  diagnosed.  Ft.  diagnosed  '/R  and 
requiring  hospitalization  should  be  started  on  piienothiazines  at 
once  and  not  PRN. 

Jon  Trefil,  II. D. 

IX)  I  was  institutionalized  as  a  psychiatric  inmate  in  Let- 
terman  General  Hospital  during  the  summer  of  197'.  I  vias  coerced 
by  the  staff  into  taking  gtolazine  and  other  drugs  against  my  free 
will.  I  was  told  by  the  staff  if  I  didn't  take  the  drugs,  they  would 
be  .iven  to  me  in  liquid  form  anyway.  Instead  of  going  through  a 
potential  confrontation,  I  complied  with  their  demands  to  take  their 
drugs. 

The  drjj&3_jjiadcijTio_^feeJ1_ctep2?^ 
myself  and  my  ^surroundings.  Upon  being  released  from  LettormaTTT  I 
threw  away  the  supply ~ofStelazino  they  gave  me  at  separation  time. 
After  I  stopped  taking  the  drug  I  started  to  be  more  alive,  fcel_ 
more  alert,  and  be  more  *waro  of  myself  as  a  productive  human  being. 

Sheldon  Arons 
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X)       There  are  throe  times  i.  was  co,<imitted:  '/oodsidc  Receiving  Hos- 
pital, Youngstown,  Ohio  from  approximately  l|/;!2/6y-  6/69,  approximately, 
i  shall  refer  to  this  as  A  in  my  discussion.  Cook  County  General  Hospi- 
tal, Psychiatric  section,  Chicago,  Illinois  from  Novembor  29,  1971 -Dec- 
ember 10,  1 971  •  This  shall  bo  refered  to  as  B  in  mv  discussion,  San  I'atco 
Chopo  Community  Hospital,  ,"an  Ilateo,  California  from  10/1 1-or-l6/72-apo- 
roximately  11/19/72.  This  shall  be  referred  to  as  C  in  my  discussion. 
Drugs  (riven : 

A.  Thorazine,  injections,  four  times  daily  for  the  first  two 
months  of  commitment,  about  1  ?00  m  .  total.  Thorazine  tablets,  2.c>'0  m.  . 
size  four  times  daily  for  the  third  month;  three  timer  daily  on  an  out- 
patient basis  for  the  next  three  months.  Miltowm  three  times  daily  by 
mouth  for  the  first  three  months;  dosage  unknown;  100  m;  .  three  times 
daily  for  the  next  two  months. 

B.  Liquid  Mellaril  three  or  four  times  drily  and  an  unknown 
assortment  of  other  "zombie-izing"  drugs. 

C.  Dilantin,  three  timos  daily,  100  mgs.  .'.telazine,  l'our  times 
daily,  2?0  mgs.  Artane,  one  tablet  daily  to  counter  the  side  effects  of 
the  Stolazine. 

Side  Effects: 

In  A,  I  had  good  reason  to  believe  that  I  was  pregnant  as 
evidenced  by  morning  sickness  and  a  suggestion  by  a  doctor  in  the  Bryan, 
Ohio  hospital  that  I  might  be  pregn.-nt  because  I  had  all  the  symptoms  ^ 
and  had  not  been  using  any  form  of  birth  control,  plur  had  been  on  TH  '- 
R0ID  I-IXTRACT  for  an  underactive  thyroid  through  a  doctor  at  the  Kent 
State  Univ.  Health  Service.  The  thorazine  caused  severe  dryness  in  the 
mouth,  few  bowel  movements  and  constipation,  problems  with  breathin; 
throu  h  my  noso  and  a  desire  not  to  breath  at  all.  It  was  a  real  effort 
to  breathe,  f    just  wanted  to  quit  broath'.ng  and  die.  I  remember  the  wish 
to  die  especially.  Urination  became  painful  and  infrequent,  leading  to 
build-up  of  fluid  in  the  body.  This  was  uncomfortable.  I  suffered  a  Iocs 
of  appetite,  but  ate  under  the  threat  of  an  isolation  cell,  (rsuplly,  I 
had  a  good  appetite.)  Pood  had  no  taste;  it  was  like  eating  so  much  saw- 
dust.Ky  breasts  oocame  enlarged  and  sore.  I  am  deaf,  [>0  >  in  the  hearing 
ranLe;  but  I  was  horrified  to  hear  that  I  could  not  hear  at  all  under 
the  'thorazine  nor  could  I  see.  I  was  denied  the  use  of  my  hearing  aids 


There  must  have  been  some  damage  to  my  - 

zy  in  cold  air  since  and  ,.et  motion  sick  quite  often.  I  never  was  motion 
sick  before  the  committment,  i  was  also  left  with  a  susceptibility  to  in- 
fections which  I  did  not  have  prior.  If  I  scratch  myself,  it  now  oe comes 
infectod  with  t>   physician's  care  sometimes  being  necessary.  1  had  revere 
anemia,  even  after  I  stopped  taking  the  drug,  'or  one  year  afterward,  I 
was  moody,  severely  depressed,  physically  worn  out  all  tne  time,  ana  un- 
ablo  to  perform  any  wifely  duties,  such  as  housework.  Sex  was  something 
that  did  not  interest  me. I  performed  it  only  at  the  request  of  my  husband. 
and  was  happy  he  did  not  want  it  much.  I  also  had  a  tendency  to  narcolep- 
sy and  also  to  muscular  tenseness.  I  suffered  sevoro  back  spasms  that 
would  make  it  impossible  for  me  to  walk  f6r  days  at  a  time. 

■  I 
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X,  cont'd) I  also  lost  the  child  I  thought  I  was  cnrrying  at  aDout  two 
months  in  the  institution.  There  is  no  corroboration  for  this  because 
when  I  expelled  the  fetus  into  the  toilet,  a  nurse's  aid  or  some  sort 
of  untrained  attendent  was  with  me  and  flushed  it  down.  t;o  pregnancy 
te3t  was  done  because  my  husband  refused  to  believe  the  Dr.  in  'iryan, 
Ohio  and  did  not  even  tell  the  psychiatrist  at  '/oodside  that  I  thought 
I  was  pregnant.  After  tho  spontaneous  aoortion,  I  had  one  menstrual 
period  and  never  menstrated  again  until  six  months  after  I  threw  the 
thorazine  away  in  Aug.  69. 

One  really  peculiar  side-effect  was  a  severe   paranoia  auout 
going  out  into  the  daylight  and  outside  of  my  home  after  I  got  out  of 
A.  I  refused  to  go  anywhere.  I  could  not  convince  myself  bt  logic  that 
I  would  not  be  hurt  by  some  unknown  .  vil  force,  j.   began  to  f  it  ht  again- 
st this  feeling  and  finally  decided  that  the  only  way  to  i  et  rid  of  it 
was  to  throw  the  medicine  out.  Six  months  after  I  turow  the  medicine  out, 
I  began  to  get  out  of  the  house. 

In  B  I  was  pregnant  through  a  rape.  I1y  husband  had  arran  ed  the 
commital  because  he  felt  I  was  crazy  because  I  had  been  raped.  I  did  not 
want  the  medicine,  but  it  was  forced  on  me.  I  sat  around  in  a  stupor  all 
day  from  it. 

In  C,  the  side  effects  were  similar  to  A,  but  not  as  severe. 
I  did  stop  menstruating  for  a  couple  of  months.  I  then  developed  an  in- 
fection in  the  blood  and  anemia,  which  left  me  wide  open  to  hepatitus, 
when  I  had  recovered. 

In  all  three  cases,  the  dru,  ,s  started  a  weight  f,ain  that  was 
almost  impossible  for  me  to  control  until  I  got  to  the  point  where  I 
had  to  do  something  drastic  like  stop  eating. 

In  all  three  cases,  if  I  protested  against  the  me.iicine,  I 
was  a  difficult  patient.  I  had  no  side  effects:  I  just  thought  I  did. 
I  was  insane,  therefore  no  one  believed  me,  not  even  that  I  war  a  college 
graduate,  though  I  have  my  degree  hanging,  on  my  wall  at  home.  I  had  ab- 
solutely no  choice  in  what  drugs  I  would  take  nor  did  I  have  the  choice 
not  to  take  them. 

In  A,  I  was  beaten  severely  and  tied  down  to  be  injected  if  I 
put  up  a  fuss.  In  B,   I  had  no  choice  and  was  again  oeaten  by  a  black 
nurse.  In  C,  I  was  threatened  with  permanent  committment  to  NAPA  if  1 
did  not  take  the  medicine. 

I  feel  that  I  was  forced  to  take  medicines  that  are  systemic 
poisons  which  drive  a  person's  lo  ,ical  thinking  straight  to  hell.  I  re- 
sented tho  tampering  with  my  mind.  At  one  time,  I  was  a  fine,  promising 
young  chemist.  I  have  won  scholarships  and  awards   alore,  but  I  cannot 
find  a  job  in  my  field  now  because  I  have  that  mental  institution  record. 
I  hope  that  these  drugs  are  outlawed  permanently.  They  are  worse  than 
taking  arsenic  or  strychnine  because  they  leave  you  alive  in  a  dead  body. 

Kathorine  M.  Oates  Runkle 
Member,  Amer.  t.hem.   ociety 
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XI)       I  was  a  psychiatric  inpatient  at  the  Contra  Costa  County  t;os- 
pital,  J  ward,  liartinez,  Ca.  for  13  days-  from  1 0/24/74-1 1/6/74.  Ouring 
the  first  Wo  or  three  days  there  I  received  no  ppychiatic  medicine 
because  I  had  not  yet  had  an  interview  with  my  assigned  psychiatrist, 
Dr.  Bentinch. 

During  my  interview  with  Dr.  Bentinch  I  was  told  that  she  was 
going  to  place  me  on  a  drug  called  Norpramin,  'he  told  me  that  "we're 
not  sure  how  it  works"  and  that  it  was  one  of  the  newer  drugs-  something 
that  mi  ;.ht  help  ease -my  depression  and  make  me  happier,  ooon  after  my 
interview  I  started  receiving  my  Norpramin  at  regular  intervals  through- 
out the  day.  Two  little  yellow  pills  were  given  to  me  four  or  five  times 
daily,  '".ecause  medications  were  a  big  topic  for  discussion  among  the  pat- 
ients on  the  ward  and  because  I  kept  forgetting  the  name  of  it  (the  name 
was  new  to  me )  I  was  forever  asking  the  medication  nurse  what  I  was  being 
given.  Sometimes  they  wouldn't  know;  sometimes  they  knew  but  wouldn't 
say. 

After  ahout  seven  days  of  takin, .  Norpramin  I  be  r.n  to^  experi- 
ence what  I  can  best  describe  as  sn-all  seizures*  rimlrr  to  petit  mal. 
Usually  I  would  experience  five  or  six  of  these  upon  first  getting  up 
in  the  morning.  After  a  cup  or  two  of  coffee  they  would  cease.  About 
the  tenth  day,  these  seizures  continued  well  into  the  day  about  15  to 
45  mins.  apart.  Each  day  I  would  either  spill  a  cup  of  coffee  or  drop 
a  cigarette  depending  on  what  I  was  doing  at  the  time.  On  the  1 1 fch  day 
these  seizures  continued  into  the  day  and  into  the  ni;  ht.  I  nsked  to  see 
Dr.  Kaynard,  the  staff  physician,  and  told  her  that  the  drugs  that  they 
were  giving  me  were  causing  some  side  effects.  Dr.  T'aynard  said  that  she 
would  consult  with  Dr.  Bentinch  about  changing  my  moaication  but  she  did 
not  order  it  stopped  or  advise  me  to  stop  takin  .  it  at  that  time.  Also 
I  mentioned  to  her  that  my  hands  were  shnking  and  that  they  normally  had 
a  slight  tendency  to  tremble  but  they  were  shaking  kind  of  bad  now.  r 
attributed  these  side  effects  to  the  drug  Norpramin.  Two  neurologists 
were  consulted  and  I  was  given  a  test  on  a  machine  that  measured  the 
electical  impulses  of  the  nerves  in  my  hand,  recorded  these  impulses  on 
a  tape  recorder,  showed  them  on  an  oscilloscope,  nnd  could  play  them 
back  later  if  need  be.  I  told  the  medication  nurse  that  i  was  no  longer 
Ooing  to  take  Norpramin  and  that  she  could  just  ,,ive   ome  other  drug. 
After  some  hassle  she  left  and  I  didn't  have  to  take  it.  >ch  time  I  had 
to  hassle  with  the  nurse  and  explain  that  I  had  beeb  having  bad  side_ 
offects,  that  I  had  seen  the  doctor  and  that  I  wasn't  goin(_  to  take  it 
anymore.  For  about  two  days  they  stopped  giving  Norpramin  and  put  me  on 
five  mg.  of  Valium.  Then  they  i,ave  me  one  25  rag.  Norpramin  and  a  Valium 
each  time.  I  used  to  get  two  25  mg.  of  the  Norpramin  each  time.  Things 
got  better  and  after  I  got  out  of  the  hospital  and  stopped  taking  Nor- 
pramin, the  tremors  in  my  hands  subsided  and  are  now  almost  imperceptible. 
I  attribute  the  side  effects  to  a  prolonged  buildup  of  Norpramin  in  my 
body,  namely:  the  50  m0s.  four  or  five  times  a  day  for  at  least  seven 
days.  The  bill  from  the  hospital  pharmacy  lists  172  Norpramin  25  mg. 
pills  that  were  given  to  me.  Of  this  number  60  of  them  wore  given  to  me 
to  take  home.  This  means  that  I  was  given  112  pills  over  a  9  or  10  da;;  pd. 

Bob  Nicholson 
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XII)  I  am  writing  this  in  angry  response  to  my  treatment  two  years 
a;„o  as  inpatient  on  ward  III  (third  floor)  at  Langley  Porter  Neuropsy- 
chiatry Institute (  3. F. ) . 

I  willingly  committed  myself  in  Oct.  of  72  because  I  felt  at 
the  time  that  I  could  not  function  normally  in  this  society.  The  vehicle 
for  this  decision  was  my  prior  and  occaisional  (2  yrc.)  use  of  mind- 
altering  dru.  ,s  (LSD,  Psyillosybin,  Marijuana)  and  hence  the  stark  rea- 
lization of  my  oppression  in  an  uncompromising  cruol  societal  environment. 

My  abhorrence  to  this  situation  results  in  my  telling  you  of 
my  forced  treatment  to  Prolixin  shots  (intramuscular  injections  of  a 
phenothiazino  similar  to  Chlorpromazine,  or  Thorazine),  in ^ the  beginning 
of  November  i  was  told  that  I  would  receive  these  shots  twice  a  week,  l 
agreed  to  this,  Soon  after  t.ie  first  few  injections  I  had  a  very  common 
physical  reaction  to  the  drug.  My  mouth  became  locked  and  frozen  in  an 
open  position  in  excruciating  pain.  I  became  extremely  frightened,  began 
screaming,  for  help  and  finally  (when  I  was  barely  able  to  utter  intelli- 
gably)  asked  for  some  Cogentin(  a  drmg  which  supposedly  nullifies  the 
side  effects  of  phenothiazines-dry  mouth,  lock  jaw,  etc.).  The  psychia- 
trists told  me  my  problem  was  psycholouical, which  about  drove  mc  to  com- 
plete insanity.  Finally,  after  a  few  days  they  gave  me  some  Co.ontin 
along  with  my  shots,  and  the  problem  in  my  mouth  became  slightly  reli- 
eved. Soon  after,  I  refused  completely  anymore  injections.  They  summoned 
a  very  large  man  to"assist"me  in  complying  to  their  requests,  and  1  wil- 
lingly received  my  next  shot. 

Being  drugged  for  three  months  was  a  very  painful  experience 
for  me.  1  felt  as  if  I  was  a  puppet  on  a  string,  slow  moving,  tired  all 
the  time,  thirsty,  "angry  and  frustrated,  but  not  bein,.  able  to  do  a  thing 
about  it.  All  I  wanted  to  do  was  lie  in  bed;  I  truly  felt  like  a  zombie. 
K.\  bones  and  muscles  were  stiff.  I  was  told  later  by  friends  that  I  was 
hunched  over  like  an  old  man.  It  took  many  months  for  the  dreadful  effects 
of  "medication"  to  leave  me  when  I  was  finally  discharged. 

Daniel  Eisenberg 

XIII)  I  was  so  heayily  drugged  that  I  had  difficult  in  walking  or 
talking.  I  am  not  sure  of  the  dosage  of  the  drug,  but  it  w&s  Stelazine 
and  Cogentin  three  times  a  day.  It  had  a  terrifying  result  on  a  kid 
whose  body  weight  was  onl'j    95  lbs.. The  more  I'd  complain  about  the  drug 
...  the  more  I  was  told  that  the  way  i  was"acting"  was  because  I  wanted 
to  be  that  way...  it  had  nothing  to  do  with  the  drug.  I  was  finally  con- 
vinced that  i  was  a  worthless  selfish  human  being  for  acting  this  'sick'' 
way. ..that  for  some  reason  1  really  wanted  to  be  this  way.  I  was  disgus- 
ted that  my  body  wouldn't  do  the  things   1  was  told  to  do...  I  was  nick- 
named "zombie",  l  was  told  how  gross  i   looked  and  to  shut  my  mouth  and 
quit  drooling,  i  concentrated  so  hard  on  getting  control  of  my  body... 
it  was  impossible.. .and  I  was  made  to  believe  I  was  to  blame.  I  couldn't 
take  it  that  I  deliberately  wanted  to  be  this  way  and  hurt  those  that 
loved  me...  as  well  as  myself. 

3eth    'uiros 

St.   Mary's   McAuley   Institut 

Dec.    71 -Jan.    72    (S.F. ) 
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«JiV]  .     I  realize  I  have  to  write  this  and  I  think  its  imDortant.  I 
feel  it's  an  experience  most  people  aren't  aware  of.  oomctnin  that  I've 
Deen  through  and  (l  started  to  say  Maintained  the  presence  of  mind  to 
report  to  others.  More  accurately:  that  I  believed  there  wore  people 
in  the  world  who  would  want  to  know,  whom  I  could  relate  this  experience, 
to  is  what  maintained  my  presence  of  mind.  In  the  ways  people  have  avoid- 
ed this  experience,  it  resembles  the  narrow  one-sided  attacliment  of  all 
forms  of  racism,  sexism,  or  nationalism,  it's  the  chauvinism  that  every 
person  who  has  learned  all  their  lives  to  adapt  themselves  to  the  society 
feels  when  they  believe  that  anyone  who  does  not  function  like  they  do 
or  percieve  reality  in  the  same  way  as  they  do  is  insane  or  somehow 
less  human. 

in  specific,  I've  been  asked  to  report  on  dru  (jed  induced  sei- 
zures brought  on  by  drugs  administered  to  me  at  NAPA  State  Hospital, 
Imola,  Ca. ,  in  the  summer  of  1973*  Next  to  report  anything  the  drugs 
given  me  there  may  have  done  to  me.  First,  a  purely  subjective  statement 
of  my  feelings:  1  felt  that  the  drugs  in  whatever  doses  or  quantities 
were  the  most  fatalistic  and  despairin0  moments  I've  had  on  this  planet. 
The  only  way  1  can  describe  that  despair  is  that  my  consciousness  was 
being  beaten  back  by  tranquillizing  drugs,  hypnotics,  and  other  dru  s  • 
used  in  their  programs  of  mesmirism  or  narcosis.  They  prevent  „ou  from 
carrying  on  thought  processes.  They  hold  you  in  a  tight  circle  of  tho- 
ghts  that  never  find  fulfillment,  that  never  find  freedom  of  expression. 
Totally  hopeless,  a  feeling  of  hopelessness  in  my  body  that  placed  me 
placed  me  on  my  bed  for  most  of  the  day  kicking  my  le(js.  A  hopelessness 
that  I  was  never  ^oing  to  be  able  to  confront  my  problems,  that  1  would 
never  be  able  to  surmount  my  problems,  that  I  was  never  going  to  become 
potent,  that  I  was  never  ij,oinj_,  to  become  capable,  that  I  would  soend  my 
life  in  the  back  wards  of  this  mental  hospital  because  the  things  I 
thought  were  unacceptable  to  my  race  and  nation.  It  was  terrible. 

As  far  as  the  worst  experience  i   ever  had,  it  was  a  drug  ind- 
uced seizure  brought  on  by  large  doses  of  Thorazine  in  orange  juice.  I 
began  to  realize  that  the  anxiety  was  overwhelming  me;  that  I  was  not 
physically  or  emotionally  ^oing  to  he  ablo  to  handle  it;  I  was  not  in 
control  of  my  thoughts,  i  was  not  in  control  of  my  being,  I  was  not  in 
control  of  my  body;  it  beg.-in  to  kick  and  I  couldn't  stop  it.  i  was  laying 
in  the  ward  and  felt  I  wasn't  (joing  to  be  able  to  ^et  to  the  front  desk 
where  the  technicians  were  in  time  to  tell  them  that  some  thin.,  was  ter- 
ribly wrong,  that  i   wasn't  goinr,  to  make  it,  that  l  was  maybe  about  to 
die.  When  I  got  there  all  I  could  stammer  was  that  there  was  something 
wrong.  They  don't  believe  anythin;,  a  patient  tells  them  because  they 
think  you're  crazy.  I  tried  to  convince  them  it  war  tuo  drugs  and  not 
me.  Then  right  in  front  of  her  I  lost  it,  I  couldn't  stand,  I  went  down 
on  the  floor,  1  went  against  a  concrete  post.  The  worst  thing  for  me 
was  that  my  neck  was  twisting  to  the  right.  My  head  was  being  turned  that 
way.  Like  if  you've  ever  experienced  a  muscle  cramp  you  realize  it's 
tightening  even  though  you'ro  trying  to  relax  it.  As  my  neck  twisted,  it 
would  start  to  cramp  from  the  strain,  then  it  would  snasm,  loosen,  and 
immediately  cramp  again  pulling  to  the  right. -"'y  legs  and  arms  were  con- 
torted in  that  they  slapped  tho  floor  and  shook  with  the  spasms,  I  cou- 
ldn't control  them  and  I  knew  that. I  was  going  to %go  out.  that  I  could- 
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'.TV  cont'd)  n't  handle  it,  that  there  was  nothing  else  I  could  do  about 
it  or  anything  else,  that  l  didn't  know  what  was  going  to  happen,  that 
my  system,  my  body,  and  my  buin^  were  so  messed  up  that  it  was  now  des- 
troying itself,  and  the  fear  that  I  was  dying.  They  returned  to  give  mc 
a  shot  in  the  rear  end  and  that  was  the  end  of  it.  I  went  limp  all  over 
and  l  thought  that  one  of  their  "drug  commands"  aborting  another  one  of 
their  "drug  commands"  was  the  only  real  justice. 

Anihil  Fani 

XV)       On  Sept.  29,  1973,  I  was  taken  to  Napa  State  Hospital  after 
having  plead  .  uilty  on  a  negotiated  settlement.  I  was  /  ivon  three  ..ears 
probation  and  as  the  judge  put  it,  "  with  the  stipulation  that  l  sign 
in  as  a  voluntary  patient  at  Mapa  State  Hospital". 

v.'hen  I  arrived  at  the  hospital,  I  was  interviewed  by  a  psychia- 
trist. He  said  that  he  would  put  me  on  Stelazine,  10  m^s.,  twice  a  day. 
The  only  reason  he  could  give  me  for  putting  me  on  the  drug  was  that  it 
would  "help  me". 

After  having  taken  the  drugs  for  a  few  days  1  noticed  several 
symptoms.  Amon;,  them  were:  tiredness,  double  vision,  muscle  tremor  and 
a' general  feeling  of  not  being  able  to  ,  et  my  thoughts  together.  I  told 
the  doctor  about  these  symptoms  and  he  said  that  the  feeling  of  not  be- 
ing able  to  get  my  thoughts  together  was  not  from  the  drugs.  As  far  as 
the  other  symptoms  were  concerned,  he  said  that  the  good  produced  by 
the  drugs  far  outweighed  the  side  effects. 

I  continued  to  protest  to  him  and  also  to  other  doctors.  They 
all  said  that  i  was  better  off  with  the  medication  and  that  it  was  the 
only  way  that  I  was  going  to  get  well.  They  refused  to  tako  me  off  the 
drugs. 

As  sson  as  I  got  out  of  the  hospital  in  late  January  of  1V75» 
I  immediately  stopped  taking  the  drugs  they  nave  me.  About  a  week  later 
the  symptoms  I  mentioned  before  gradually  stopped. 

Hobert  Vignone 

XVl)      Psychoactive  drugging  must  never  be  excluded  from  any_ com- 
prehensive forced  treatment  program  and  believe  me,  McAuley's  did  jus- 
tice to  the  drug  companies  of  America.  Adults  were  drugged  into  zombie- 
like  states.  Children  were  heavily  drugged  only  on  admission  and  during 

l'aula  Pine,  Ilurre 

.'t.  Gary's  I'cAuley  institute 

Aug.72-'ept.73  (S.F.) 
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XVIi)     On  Au  ust  5,  196v,  I  voluntarily  signed  myself  into  ^oyberry 

S£vS^Thl*iriS  h°^al  in  Iia™Pton>  Va.  The  outside  sign  read  onlv 
Jayberry  Hospital  and  there  was  no  information  in  the  admittance  form 
co  notiiy  the  .erson  that  it  was  a  mental  facility.  I  thought  it  was  a 
regular  convalescent  type  hospital.  My  problem  was  physical— a  run  down 
condition  and  normal  transient  situational  r  action— nervousness  over  a 
marital  separation.  I  desired  short-term  conventional  care:  bed  rest,  a 
complete  physical  check-up,  and  professional  guidance  to  help  save  the 
deteriorating  marraige.  It  was  my  intention  to  seek  marital  counseling 
for  Mr.  Avare  and  myself  later,  on  the  outside.  After  a  few  days  of  lei- 
sure and  conservative  medication,  1  recovered  from  my  fatigue  and  was 
ready  to  leave.  Instead  of  releasin,,  me  upon  request,  the  psychiatrist 
ur.  .V.J.  pile,  who  is  the  director  and  founder,  unbeknown  to  me  called 
my  husband  in  Virginia  Bench,  Va.,  and  told  him  not  to  pick  me  up,  as 
scheduled;  that  i  would  require  00  days  of  inpatient  care  for  a  schizo- 
phrenic disorder.  He  hung  up  before  my  husband  could  question  him-there 
was  no  disclosure  of  the  facts.  Dr.  Pile  proceeded  to  heavily  drug  me, 
wmch  kept  me  from  asseting  myself  and  leaving  over  the  weekend.  Sarly 
Monday  morning,  the  13th  day  after  arrival,  while  I  was  still  sedated, 
the  doctor  subjected  me  to  a  first  ECT  and  insulin  coma.  He  never  even 
met  my  family  before.  ;Jhen  they  found  me  in  such  a  dazed  amnesia  state 
of  mind  they  wanted  to  remove  me,  but  were  informed  that  "once  the  shock 
treatment  began  the  patient  must  continue  the  full  series  or  s/he  would 
not  recover' .  "hey  were  never  informed  of  the  risky,  experimental  drugs 
given.  They  were  afraid  to  take  me  home  with  such  symptoms  (EOT  and  tox- 
ic reaction)  and  without  the  doctors  consent.  My  fainilv  was  ignorant  of 
wnat  was  happening.  There  was  no  informed  consent,  no  notice  served  as 
required  by  Vir0inia  statute,  196V,  no  committment  process,  no  hearing. 
All  my  rights  were  violated.  The  medication  I  was  forced  to  take  inclu- 
ded: almost  consistently  100mgs.  Thorazine,  5  mgs.  Valium,  2   mgs.  Artane, 
and  1  mg.  Haldol,  per  day.  I  was  forced  to  submit  to  the  entire,  pre- 
arranged, blanket  radical  massive  treatment  program  without  any  modifi- 
cation. The  doctor  ignored  the  svero  side  effects  I  developed.  I  suffer- 
ed nearly  every  complication  known.  Many  were  noted  in  the  Nurses  daily 
.3.  '.  chart:  chronic  acute  skin  infection,  milk  in  broasts,  hemorraging 
from  the  rectum,  paralysis,  numbness,  cramps,  memory  impairment,  diabet- 
ic symptoms.  Off  the  record:  I  have  been  diagnosed  as  having  reactive 
hypoglycemia  and  an  early  diabetic  condition.  We  are  convinced  that  the 
Insulin  and  drugs  permanently  damaged  my  pancreas.  There  is  no  diabetes 
on  either  side  of  tii  .•  family. 

The  mind  altering  dru._,s  and  devices  so  altered  m>  natural  met- 
tno'ilism  and  chemistry  that  I  did  not  have  a  period  for  a  year;  T  was 
always  like  clockwork  before.  There  was  also  acute  constipation  which 
caused  fissures  and  necessitated  a  rectal  surgery,  two  years  after  dis- 
charge. I  was  so  handicapped  the  first  post  hospital  year,  that  I  cried 
and  grieved  myself  into  a  prolonged  anxiety  and  depressive  state.  The 
twenty  convulsive  plus  ten  regular  shock  treatments  left  me  like  an  a  ed 
stroke  or  senile  victim;  I  couldn't  even  cook-after  fifteen  years  exper- 
ience- without  a  cookbook.  The  second  year  I  was  little  improved,  ."o  fear 
iul  and  alarmed  over  the  many  after  effects  that  I  was  like  an  insecure 
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XVII  cont'd)  neurotic.  'Vhen  I  entered  Bayberry,  I  was  a  healthy  happy 
35  yr.  old  woman;  threo  months  later  I  was  released  broken  in  body  and 
spirit.  The  tax-  payers  paid  over  7,000  dollars,  under  Champus,  for  the 
unnecessary  hospitalization  and  hazardous  medical  assault.  The  doctor's 
defense  has  been  that  I  verbally  agreed  to  eta.;  for  the  anti-psychotic 
program.  My  record  proves  him  a  liar:  Before  I  became  too  zombified,  I 
strongly  protested  and  rejected  all  treatment.  My  family  has  confirmed 
this  truth  along  with  the  nurses  and  staff  report. 

During  the  10  day  observation  period,  the  record  shows  that  I 
was  cooperative,  active,  talkative,  pleasant  manner,  adequate  appearance, 
in  good  spirits,  well  oriented  and  quiet.  There  was  no  rated  dynamic  ac- 
tivity, medical  criteria  or  abnormal  behavior  to  warrant  anything  other 
than  a  minor  tranquilizer  for  restlessness. 

The  doctor  has  belatedly  admitted,  under  pressure  from  my  fam- 
ily, that  the  diagnosis  of  chronic  schizophrenic  undifferentiated  was  '. 
incorrect,  and  to  cover  up  for  the  unjustified,  indiscriminate,  wasted 
psychiatric  "care"-  he  changed  the  label,  in  two  post  letters,  to  either 
manic  depression  or  disassociatve  reaction.  Dr.  Pile  did  create  a  simu- 
lated psychosis  of  poor  judgement,  slurring  of  speech,  inappropriate 
mood,  extreme  confusion,  disorientation,  etc.,  with  tho  drugs  and  shock 
treatment.  I  will  point  out  that  during  the  tree  month  inpatient  period 
not  one  anti-depression  drug  was  prescribed,  and  if  I  was  not  schizo- 
phrenic, then  the  52   Insulin  comas  were  ill-advised.  1  will  conclude  with 
that  after  such  psychiatric  quackery  and  butchery,  1  was  lucky  to  main- 
tain my  "mental"  health.  However,  the  drug  and  shock  treatments  did  ruin 
my  overall  health  and  caused  me  to  have  a  physical  nervous  breakdown  for 
which  I  received  conservative,  conventional  medical  care. 

Vivienne  Avare 

XVIIl)     I  first  encountered  phenothiazine  and  chloropromazine  drutJs 
at  Stockton  .itate  Hospital  during  the  years  1972  and  1973.  I  had  come  to 
Stockton  in  a  state  of  collapse  and  so  called  "schizophrenia"  because  I 
knew  my  sister's  husband  was  a  psychologist  affiliated  there.  1  knew 
therefore  I  would  have  some  degree  of  protection. 

I  was  given  the  drugs  and  was  allowed  to  be  an  outpatient 
living  under  the  care  of  my  sister  and  her  husband.  hat  I  needed  was  a 
place  of  refuge,  and  Stockton  was  not  that,  for  I  was  told  I  was  to  be 
given  shock  treatments.  My  brother-in  -law  interjected  and  I  was  given 
tho  drugs  by  another  doctor  there  named  Pat  v/hite. 

The  first  druk>  I  was  given  was  Tindal.  Then  over  a  period  of 
a  year  and  a  half  I  was  riven  a  combination  of  drugs  including  Prolixin, 
Mellaril,  glavil,  Hitalin,  and  always  accompanying  it  was  Artane,  tho 
so  called  anti-  parkinsonian  drug  that  counteracts  the  dangerous  side- 
effects  of  these  phenothiazines.  Also  included  alone  with  everything 
was  the  infamous  Valium,  which  is  not  a  phenothiazine. 

It  should  be  mentioned  that  I  have  had  tho  parkinsonian  reac- 
tion three  times  in  my  life-severely.  The  first  was  when  I  was  twenty 
and  tried  to  kill  myself  with  my  sister's  Stelazine.  I  '/as  told  I'd  be 
allergic  to  Stelazine  always.  1  did  not  know. that  it  also  meant  all  the 
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XVIII  cont'd)  "zines"  as  l  call  them.  I  have  had  the  parkinsonian  re.'«c- 
ti'ii  from  simple  Compazine,  which  was  given  to  me  for  surgery  once  to 
counteract  nausea.  The  parkinsonian  reaction  of  locked  jaw  and  head 
jerking  to  the  side  and  spasms  is  anything  but  fun.  I  had  it  a  third 
time  after  Stockton  when  1  took  5  Navano  to  sleep,  not  knowinw  that 
Navane  was  a  phenothiazine. 

At  Stockton  I  was  an  outpatient  and  saw  Pat  Whyte  once  a  week. 
I  first  began  to  note  my  arm  stiffness  when  I  had  difficulty  playing  my 
guitar.  Before  I  came  to  Stockton,  I  had  made  my  living  singing  and 
p'aying  guitar,  When  I  told  Pat  Whyte  of  the  hand  and  arm  stiffness,  and 
how  I  could  not  play  the  guitar  and  thought  it  was  related  to  the  drugs, 
she  said  1  must  be  getting  arthritis.  Yet  I  noted  it  was  connected  with 
Elavil,  in  particular,  when  it  was  added  to  the  other  drugs.  I  had  to  do 
strums  as  opposed  to  the  picking  techniques  I  used  to  use.  I  also  could 
not  do  arpeggios  while  on  the  drugs. 

After  about  a  year,  I  went  to  the  department  of  rohabilatation 
to  be  tested  for  work  and  i  flunked  "manual  dexterity",  and  I,  used  to  be 
a  guitarist. 

After  I  left  Stockton  and  got  off  the  drugs,  my  doctor  at  Glad- 
man  Psychiatric  Clinic  was  giving  me  Mellaril  to  sleep.  1  had  not  rela- 
ted the  arm-nand  stiffness  with  this  small  amount  of  Mellaril.  However, 
I  did  keep  a  behavior  modification  chart  in  an  attempt  to  gage  causes 
and  effects.  The  arm  stiffness   then  was  not  in  the  joints;  neither  was 
the  hand  stiffness.  It  is  now.  I  have  had  one  doctor,  a  Dr.  Roberts  of 
Alta  Sates  Hospital,  who  said  that  yes,  the  phenothiazines  can  make  an 
arthritic  condition  worse  and  that  it  can  even  precipatate  such  a  con- 
dition. Dr.  3111  Sullivan  of  Gladman  Clinic,  whom  I  saw  for  a  year, has 
said,  "ves,  1 0',J  of  those  people  taking  phenothiazines  suffer  from  the 
arm  and  hand  stiffness  if  they  take  them  for  over  a  year. 

The  fact  remains  that  I  attempted  s  icide  with  the  Stelazine, 
and  in  that  sense  it  was  my  fault,  at  age  twenty,  ilut  these  drugs  should 
not  be  given  or  allowed  to  be  around>  period.  They  are  dan;;erous. 

Joy  Andrews 

XxX)  When  I  was  hospitalized,  I  was  i;iven  tranquillizers,  which  as 

the  name  implies  are  supposed  to  make  a  person  tranquil.  The  results  were 
just  the  opposite.  I  developed  akathasia,  which  means  one  can  not  sit 
still  or  relax,  but  instead  one  feels  compelled  to  bo  moving  around  and 
pacing  the  floor.  The  "tranquilizers"  also  made  me  feel  depressed  and 
interfered  with  my  memory  and  ability  to  reason. 

They  also  made  me  (jain  a  lot  of  weight  in  a  very  short  time. 
I  also  had  insomnia  because  of  the  akathasia  and  the  muscle  cramps.  The 
muscle  cramps  caused  by  the  tranuuillizers  were  very  painful  and  thou.h 
I  was  also  on  a  drug  called  Artane  which  is  supposed  to  counteract  the 
muscle  cramps  and  akathasia,  I  still  had  the  side  effects  anyway. 

All  in  all  my  experience  when  I  was  on"modication  was  one  of 
the  most  horrible  experiences  of  my  life,  and  I  felt  better  before  I 
went  to  the  hospital,  than  while  I  was  there  receiving  "treatment  . 

3ov  rly  Schwab 

San  iJie,_,o  County  Univ. 
iiosp.  (0ct-iJec6ti  -:Apr- 
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XX)       l  experienced  many  drugs  during  my  youthful  exp  rimentation 
days  and  I'd  like  to  relate  to  you  some  of  my  experiences  and  thoughts 
on  the  often  forced  psychiatric  chemotherapy  drug  called  Artane.  I  have 
never  been  under  chemotherapy  nor  have  I  ever  taken  such  psychiatric 
drugs  such  as  Thorazine  or  otelazine,  etc,  3ut  during  my  freelance  drug 
experimentations,  I  had  the  unpleasant  experience  of  Artane. 

Naturally,  I've  had  some  lousy  drug  trips  anion,  some  of  those 
I  took.  I  had  bad  side  effects  from  all  of  the  hard  drugs  sooner  or  lat- 
er and  I  had  a  feu  unpleasant  LSD  trips  but  at  least)  L-JD   always  let  me 
down  with  a  "parachute  feeling-  The  worst  trip  I  ever  had  was  when  a 
speed  freak  super  overdosed  me  so  he  could  take  my  car  to  out  of  town 
parts  to  peddle  his  speed  while  I  was  helplessly  having  a  super  nervous 
breakdown  and  couldn't  even  pick  up  a  phone  for  3^  hours,  because  every- 
thing I  looked  at  grew  to  mammoth  proportions  and  seemed  to  chase  me 
around  the  room,  threatening  my  life  ominously  and  totally. 

Yet  even  now  I  could  understand  how  the  speed  could  have  done 
that  to  me  and  how  the  other  hard  drugs  had  their  various  bad  effects; 
but  what  I  experienced  on  Artane  is  not  something  I  can  understand,  and 
if  it  does  to  psychiatric  inmates  what  it  did  to  me-  it  is  really  a 
terrible  thin^  for  them  to  be  uiven  it.  It  was  the  second  most  horrible 
dru0  experience  that  I  can  recall,  for  the  following  reasons:  Five  lousy 
little  mgs.  entered  my  body  on  a  day  when  I  had  taken  no  other  drugs  in- 
to my  system  for  at  least  2l\.   hrs.  The  person  who  gave  it  to  me  told  me 
it  was  used  on  people  with  cerebral  palsy.. He  left  to  Oo  somewhere  or 
other  and  no  one  else  was  around.  I  was  sitting  on  my  oed  and  as  soon 
as  I  started  feeling  the  Artane  I  realized  I  couldn't  shift  position- 
I  was  stuck  to  the  spot-my  nerves  astrally  projected  themselves  on  to 
the  walls  and  turned  into  writhing  slimy  lizards  and  such  and  kept  dar- 
ting threateningly  towards  me,  through  me,  and  back  on  to  the  wall.  I 
was  shaking  and  felt  paralyzed  at  the  same  time.  This  seci.ied  to  go  on 
for  hours-  it  became  terribly  tedious,  repetitive  and  monotonous  until 
I  thought  I  was  really  helpless  and  this  was  the  end  of  me.  Then  with 
no  feeling  of  warning  that  the  scene  was  about  to  change,  all  of  a  sud- 
den all  the  lizards  were  gone  and  there  was  a  red  "hot  rod"  convertible 
projected  on  the  wall.  In  it  were  two  figures-  and  somehow  I  felt  they 
were  my  unidentifiable  two  best  friends  from  my  entire  life-  one  of  them 
was  laughing  and  talking  and  driving  the  car  on  the  wall  and  then  across 
the  ceiling  to  a  huge  round  dark  hole.  The  hole  there  was  real.  I  knew 
bocausc  I'd  foen  it  often  enough,  '.fliat  it  was  was  an  excavated  area 
where  a  light  fixture  had  once  resided  and  from  it  hung  some  grotesque, 
black  taped  wires.  However,  during  the  Artane  experience  the  little  red 
convertible  and  people  in  it  were  as  real  as  the  hole  and  the  wires  on 
the  ceiling,  and  they  were  driving  towards  and  into  the  wires  and  I  was 
sure  they  v/ere  going  to  die  of  electrocution  and  that  they  had  to  be 
warned.  I  started  actually  screaming  to  thorn  that  the.,  must  stop  and  that 
they  couldn't  drive  through  it  and  would  be  killed-  and  I  felt  myself 
d^in^  as  their  front  wheels  entered  the  ceilin0  hole  and  I  know  tnat 
somehow  because  of  the  dru^,  they  couldn't  hear  me,  but  yet  I  way  attach- 
ed to  them. 
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XX  cont'd)  My  screams  brought  the  buy  who  had  iven  me  the  Artane  and  he 
started  slapping  me  to  break  mj  hysteria  and  then  I  simply  blacked  out. 
Later  I  asked  him  how  Ion;;  I'd  been  on  the  Artane  and  he  said  he'd  only 
been  out  of  the  mom  Tor  1f>  to  2'>  mins.  -yet  I  was  sure  it  had  been 
four  or  five  hours.  The  Artane  was  so"bad  scene"  that  I  just  finally 
exhausted  my  brain  on  't  and  blacked  out.  (The  gu;,<  didn't  slap  mc  that 
hard. ) 

Cheri  Czain 

'■Jd.Note-  Artane  and  Co gentin  are  in  the  same  class  of  chemicals  as 
belladonna,  .  :copalamine (see  article  on  "oleep  rills  Under  ?ire"),  and 
Atropine,  which  are  hallucinogens.  The  Physician's  Desk  itefcrence  notes 
that  Artane,  for  example,  can  precipitate  a  toxic  psychosis,  "'he   editor 
knows  of  at  least  two  other  people  who  have  had  similar  difficulties. 
One  was  definitely  under  medical  rup ^rvision  on  a  ward  at  the  time,  and 
the  Artane  was  given  to  counter  phenothiazine  induced  side  effects,   he 
did  not  hallucinate  as  vividly  as  above,  but  did  report  feeling  "spaced 
out"  and  disoriented. 

XXI)      One  patient  has  been  on  the  ward  for  nearlj  one  year,  and  has 
been  wrapped  up  in  sheet  restraints  many  times  for  screaming,  spitting, 
hitting,  etc.  One  period,  the  doctor  ordered  a  special  sheet  program 
(Aug.7U)  in  which  he  was  to  be  in  sheets  for  two  hours  out  of  every 
three.  He  was  on  this  schedule  for  about  five  days  and  spent  between 
10  and  17  hours  a  day  in  sheets  in  this  program. 

After  these  five  days  of  the  sheet  program,  the  patient  was 
submitted  to  the  ultimate  in  physical  and  mental  control-!. nown  as  sleep 
therapy,  a  treatment  in  which  the  patient  is  kept  in  a  druu  induced  state 
of  hcav,,'  sleep,  and  woken  at  least  every  t\io   hours  for  sleep  medications 
and  other  psychotropic  drugs.  The  patient  mentioned  previously  was  put 
on  sleep  therapy  immediately  following,  those  five  days  of  sheeting.  The 
doctors  orders  on  this  program  involved  l|.00-<c00  m,  s .  of  Thorazine  orally 
every  other  four  hours,  three  times  a  day.  The  normal  dosage  is  UOO-oOO 
mgs.  a  day  all  day  long.  In  addition,  there  were  generous  dosages  of 
Librium,  Mellaril,  Stelazine,  Sodium  Amytal,  Haldol,  Co^entin,  and  Colace, 
the  last  three  administered  as  "bedtime"  dosages.  As  is  common  with  al- 
most everyone  on  sleep  therapy,  he  developed  a  high  fever,  lost  -weight, 
had  heavy  che.:t  conjestion,  and  was  given  medications  and  other  treatment 
to  counter  developin0  pneumonia.  The  patient  iu  supposed  to  o;   out  of  bed 
at  least  one  time  each  shift,  but  since  s/he  is  usually  too  weak  to  move 
even  an  arm,  or  open  there  e.  es,  they  are  carried,  feet  dra.„.  ing  en  the 
floor,  around  the  room  or  hallway,  and  then  returned  to  bed. 

This  partic  ;lar  patient  was  on  sleep  thcrap .  for  10  da,  s.  Tie 
had  a  fe-  "quiet  days,  accordin0  to  the  staff,  and  then  appeared  to  re- 
main uncooperative.  After  bein  sheeted  many  times  during  the  next  two 
weeks,  he  was  put  back  on  sleep  therapy  for  another  J>  days,  because  he 
seemed  to  have  a  few  good  days  after  the  last  sleep  therapy. 

David  Paul,  -taff  persor 
3t. Mary's  McAuley  Ins  tit. 
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XXII)     This  is  a  statement  concerning  mj  treatment  from  :;ept.-Nov. 
197U.  I  spent  three  months  on  a  locked  ward,  anit  5  North,  at  St.  Kary's 
McAuley  Institute.  i)urinc  that  time,  I  was  goin  through  many  self-real - 
izations  which  my  halfway  house  felt  unable  to  handle.  I  was  taken  to 
5  North  where  I  was  told  I  was  sick,  and  did  I  realize  my  need  for  help 
from  them?  I  said  ,,es,  whereas  the  doctor,  backed  by  three  other  staff 
members,  said,  "That's  why  we're  here,  and  if  you  trost  us  we  can  take 
care  of  you."  So  for  three  months  I  was  locked  down  on  5  North. 

Of  all  the  patients  rights  (there  arc  11  of  them  in  the  law), 
I  was  informed  only  of  my  right  to  leave  whenever  I  wanted.  On  the  day 
after  my  admission,  however,  when  I  asked  to  sign  out,  I  was  told  that 
they  could  keep  me  for  three  days  to  observe  me.  Three  days  later,  I 
a0ain  asked  to  be  released,  and  :as  told  to  see  my  doctor.  He  told  mc 
they  could  keep  me  for  fourteen  days.  As  I  had  voluntarily  signed  my- 
self in,  understanding  that  at  any  time  I  could  sign  m,,  self  out,  T  ucman- 
ded  to  be  released.  His  reaction  was  that  he  wouldn't  provide  t:ic  neces- 
sary authorization  needed.  I  was  not  informed  of  my  ri^ht  to  a  fair 
hearing  as  provided  by  law. 

I  was  given  60  mgs.  of  Stelazine  and  Co  ,entin  ever;,  night- 
Stelazine  for"paranoid  schizophrenia"  and  Cogentin  for  the  side  .'ffects 
from  the  otolazine.  I  experienced  .just  a  fjw  side  effects,  being  such 
things  as  drooliny,  alternate  tiredness  and  restlessness,  dry  heaves, 
muscular  spasms,  and  impairment  of  vision.  I  experienced  these  adverse 
reactions,  in  spite  of  the  Cogentin. 

Once  I  was  ,yiven  such  a  large  overdose  of  Thorazine  hat  I  . 
couldn't  ,_,et  up  off  the  coach  for  ten  minutes,  'hen  the  staff  finally 
responded  to  my  cries,  I  asked  why  they  had  given  mc  so  much,  and  I 
was  told  they  were  just  testing  rr<  reaction. 

The  next  day  I  was  sitting  in  the  day  room  when  my  left  arm 
grew  stiff  and  started  to  raise  and  extend.  No  matter  how  hard  T  tried, 
I  couldn't  lower  it.  Accompanied  by  a  nervous  churnin(j  stomach,  nr,  arm 
felt  like  it  was  being  pulled  o-it  of  its  socket  by  the  fingertips,  .joon 
my  whole  body  was  uncontrollably  contorting.  I  could  only  whine  for 
help,  Jhile  in  plain  view  of  the  nursing  station,  I  suffered;  the  staff 
took  its  own  timo  to  help  me. 

When  help  came,  I  was  confronted  as  to  what  was  wrong,  and 
when  with  much  effort  I  forced  myself  to  say  that  I  didn't  know,  I  was 
told  to  stop  actinu  out,  and  that  if  I  didn't  c  ntrol  myself  and  behave 
in  an  appropriate  manner,  that  I  would  have  to  go  in  sheets.  At  the  time, 
I  was  having  difficulty  in  breathing,  so  into  sheets  I  went.  "After  all," 
one  staff  memoer  said,  "this  isn't  the  kind  of  place  you  can  act  crazy, 
you  know." 

Joseph  ..aton 
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In  this  study  of  young  male  schizophrenic  patients  who 
reported  they  were  not  taking  medication  at  follow  up,  those  treated 
with  placeboes  in  contrast  to  those  treated  with  chlorpromazine 
(thorazine)  while  hospitalized  showed  significantly  greater  long 
term  clinical  improvement,  less  pathology  at  follow  up,  fewer  ^hos- 
pitalizations and  better  overall  functioning  in  the  community  between 
one  and  three  years  zfter  discharge.  These  individuals,  in  guneral, 
*ero  experiencing  an  acute  psychotic  break  and  their  first  or  second 
hospitalization  upon-.edmiseion  to  the  study.  Between  hospital  admis-. 
sion  and  discharge  those  on  chlorpromazine  showed  greater  improve- 
ment. A  greater  proportion  of  those  assigned  to  chlorpromazine  while 
hospitalized,  however,  showed  deterioration  after  discharge.  The 
study  supports  previous  observations  that  there  is  a  subgroup  of 
schizophrenics  who  do  well  or  better  long  term  without  the  routine 
or  continuous  use  of  anti  psychotic  medication.  This  finding  underlines 
the  need  for  more  selective  utilazation  of  antipsychotic  medication. 


Number   of  patients 


Medication  specifics   Total   Patients  rehospitalized   Percent 
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hospital 


Off  drugs 
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"The  great  virtue  of  the  tranquilizers  seems  to  be  that  they  make  the 
patient  a  more  appealing  person  to  all  those  who  must  work  with  him. 10 

"The  most  noticeable  effect  of  the  drugs  is  to  reduce  the  hospital  ward 
noise  level.   Bedlam  has  been  laid  to  rest.   The  debate  still  continues  as  to 
what  precisely  the  drugs  accomplish,  physiologically  and  socially.   Some  have 
predicted  they  would  empty  mental  hospitals,  and  others  have  dubbed  them  chem- 
cial  strait  jackets.   In  the  surprising,  pleasant  effects  they  produce  on 
patient-staff  relationships,  the  drugs  might  be  described  as  moral  treatment 
in  pill  form,  as  may  be  judged  from  the  remarks  of  Robert  H.  Felix  (1960) , 
Director  of  the  National  Institute  of  Mental  Health: 

'"In  the  whole  of  materia  medica,  I  suspect  that  the  tranquilizers  are 
the  only  substances  whose  responses  have  been  measured  or  observed  not  only  on 
the  persons  who  recieve  the  drugs  but  also  on  those  who  live  and  work  in  the 
same  surroundings.   We  have  known  for  some  time  that  if  mental  hospital  patients 
can  be  made  aware  of  the  staff's  sympathetic  perception  and  high  expectations, 
the  patients  will  tend  to  fit  the  roles  which  are  set  for  them...'H 

"...Above  all,  we  have  good  evidence  that  the  tranquilizing  drugs  make 
mental  hospital  patients  easier  to  work  with  and  live  with.   We  cannot  say  that 
the  therapeutic  task  is  simple  or  easy,  and  yet  therapists  or  therapeutic  teams 
who  are  unafraid,  and  who  refuse  to  be  overwhelmed  by  the  patients'  rejection 
of  them,  are  having  successes  every  day  in  the  treatment  of  these  'impossible 
people . ' "  12 

The  drugs  alleviate  fear  among  the  staff  members.   One  researcher  des- 
cribed an  occurrence  during  his  work; 

"On  one  ward,  the  rumor  leaked  out  that  the  new  'medicine'  was  placebo 
and  that  the  patients  would  in  fact  be  taken  off  all  tranquilizing  medication. 
This  almost  resulted  in  open  rebellion  among  the  ward  personnel,  in  spite  of 
the  fact  that  the  original  selection  of  patients  was  done  with  their  full  assis- 
tance.  On  the  other  ward,  where  there  was  no  leak,  there  were  no  dif ficulties- 
we  had  no  more  difficulites  throughout  the  remainder  of  the  study." 

He  concluded:   "But  the  panic  among  some  of  the  ward  personnel  shortly 
before  discontinuation  of  the  drugs  suggests  that  the  use  of  tranquilizing 
medication  is  motivated  not  solely  by  patient  needs,  but  also  by  the  fears  of 
the  treating  personnel. . . ."" 

In  discussing  one  major  drug  study  the  Joint  Commission  on  Mental  Illness 
and  Health  comments: 

"...However,  since  the  physicians  did  not  stick  to  chlorpromazine  and 
reserpine  but  tended  to  try  newer  products  in  the  tranquilizer  group,  the  auth- 
ors interpreted  the  choice  of  which  drug  as  to  be  of  no  decisive  importance. 
This  leaves  room  for  interpreting  the  drug  benefits  as  partly  psychological; 
that  is,  as  patients  quiet  down  and  become  less  disturbing,  staff  morale  goes 
up  and  relations  with  patients  improve."15 

Perhaps  one  of  the  major  uses  of  the  tranquilizing  drugs  in  mental  hos- 
pitals is  to  quell  the  sexual  ardor  which  perforce  arises  when  men  and  women 
are  artifically  separated  and  confined  in  large  cages  with  60  or  70  other  con- 
sons  of  the  same  sex.   Female  staff  members  on  male  wards  are  especially  con- 
cerned with  this  problem.   The  drugs  serve  a  major,  but  not  often  discussed, 
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function  in  respect  to  controlling  sexual  drive  while  under  confinement. 

"Inhibition  of  ejaculation  occurs  with  phenothiazines ,  most  commonly  with 
thioridazine.   It  may  be  delayed  or  completely  blocked. .. "16 

"Investigations  in  81  patients  -  in  whom  the  administration  of  neurolep- 
tics and  antiparkinson  agents,  which  had  been  administered  for  months  or  years, 
was  abruptly  discontinued  -  showed  that  such  withdrawal  can  produce  an  abstinence 
syndrome  comprising  a  feeling  of  warmth  or  cold,  sweating,  vertigo,  tachycardia, 
a  tendency  to  collapse,  headache,  insomnia,  nausea,  or  vomiting.   Tremor  and 
the  mouth- tongue-throat  syndrome,  exacerbated  or  occurring . for  the  first  time, 
were  also  observed. I7 

"An  understanding  of  this  type  of  drug  dependence  is  important  in  order 
that  the  effects  of  sudden  withdrawals  of  these  drugs  be  known  and  distingushed 
from  the  symptoms  of  recurrence  of  the  basic  diseases. "18 

Besides  the  controlling  sexual  ardor  the  drugs  have  other  devastating 
effects.   "...these  drugs  have  their  side  effects.   The  most  well-known  is 
parkinsonism  and  it  is  easily  dealt  with.   A  less  obvious  one  is  akathisia, 
a  form  of  odd  restlessness  which  is  easily  recognized  once  it  has  been  seen. 
There  are  many  minor  side  effects  which  anyone  who  used  the  drugs  knows  about 
or  has  to  answer  questions  about:  the  possibility  of  epilepsy  and  headaches, 
dizziness  and  drowsiness,  weakness  and  hypotonia,  occasional  development  of 
raised  temperatures,  rashes  and  photosensitivity.   Side  effects  which  are 
worrying,  but  which  fortunately  are  rare,  are  toxic  effects  on  the  liver  and 
agranulocytosis.   A  minor  one  which  is  very  alarming  is  oropharyngeal  spasm. 
The  patient  will  be  brought  hurriedly  into  the  Casualty  Department,  witk  his 
tongue  sticking  out,  unable  to  say  a  word  and  barely  able  to  breathe." 

Many  "patients"  are  left  on  high  dosages  of  tranquilizers  for  years. 
The  longer  the  tranquilizers  are  taken  the  higher  the  chance  of  permanent  side 
effects. . . . 

Notes: 

1.  Joint  Commission  on  Mental  Illness  and  Health,  Action  for  Mental 
Health,  p.  84 

2.  Ibid.,  p.  59 

3.  Ibid.,  p.  58 

4.  Ibid. ,  p.  46 

5.  "Preliminary  findings  from  the  Psychiatric  Inventory"  prepared  by 
SEH  staff. 

6.  Joint  Commission  on  Mental  Illness  and  Health,  Action  for  Mental 
Health,  p.  47 

7.  Ibid. ,  p.  40 

8.  George  W.  Albee ,  from  speech  delivered  at  Case  Western  Reserve 
University,  "Tear  Down  the  Walls  of  Hell I"  p. 5 

9.  August  B.  Hollingshead,  Ph.D.  and  Frederick  C.  Redlich,  M.D. ,  Social 
Class  and  Mental  Illness:  A  Community  Study  (New  York,  New  York,  John 
Wiley) ,  1958,  p.  275. 

10.  Joint  Commission  on  Mental  Illness  and  Health,  Action  for  Mental 
Health,  p.  53. 

11.  Ibid.,  p.  39 

12.  Ibid.,  p.  87 
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[Exhibit  No.  5] 

(Excerpt  from) 

TOWARDS  AN  ENLIGHTOTED  COMMITMEUT  LAW* 

♦Based  on  a  study  of  psychiatric  institutions,  especially  St. 
Elizabeth's  Hospital,  Washington,  D.C. 


4.  The  use  of  drugs  in  treatment 

Perhaps  one  of  the  most  misunderstood  phenomena  is  the  use  of  tranquil- 
izing  drugs  in  "mental  hospitals".   This  is  the  Hospital's  and  the  psychiatrist's 
closest  link  with  real  medicine.   The  drug  is  what  gives  life  to  the  medical 
model  and  behavior  and  thinking.   Only  an  M.D.  can  prescribe  drugs.   Only  the 
M.D.  claims  to  understand  the  drugs.   But  the  fact  is  that  there  is  only  the 
smallest  theoretical  inkling  of  how  these  drugs  bring  about  their  effects. 

Though  the  claim  is  made  that  the  drugs  are  for  the  "patient's"  benefit 
in  treating  his  "illness",  none  of  the  patients  interviewed  during  the  study 
said  they  felt  any  better  because  of  the  drugs  and  all  reported  feeling  worse. 
As  one  doctor  put  it,  "What  we  offer  the  patient  here  is  control  and  the  drugs 
are  just  another  form  of  control  -  a  chemical  strait  jacket."  The  most  common 
reason  given  by  patients  for  taking  the  drugs  was  to  keep  the  doctor  happy.  The 
fact  is  that  each  "patient"  is  made  quickly  to  understand,  that  if  he  does  not 
take  the  drugs  he  is  subject  to  forced  injections. 

These  drugs  have  devastating  side  effects  and  patients  reported  being 
extremely  uncomfortable.   Most  psychiatrists  interviewed  admitted  that  one  of 
their  main  problems  was  convincing  a  "patient"  to  take  the  drugs,  and  that  once 
he  left  the  "hospital"  he  usually  ceased  taking  the  drugs.   These  doctors  ex- 
plained the  use  of  drugs  in  the  following  terms  "It's  what  a  "patient"  expects 
the  doctor  to  do  -  prescribe  drugs."   In  discussing  tranquilizers  the  Joint 
Commission  on  Mental  Illness  and  Health  says: 

In  short,  we  have  new  hope,  Medicine  long  has  believed  that  the  man  who 
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feels  he  can  do  something  for  a  patient  and  can  impart  the  feeling  to  the  patient 
that  something  is  being  done  for  him,  may  "pull"  a  patient  through  conditions 
that  would  overwhelm  the  bored,  uncnthusiastic,  or  uncertain  person.   In  less 
scientific  circles,  this  kind  of  mutual  enthusiasm  is  known  as  faith  healing.7 

"It  helps  cement  the  relationship  of  dependence  between  the  doctor  and 
the  'patient'."  That  is,  the  drugs  are  used  largely  as  a  means  of  convincing 
the  "patient"  that  he  is  "sick"  and  because  he  is  sick  he  must  do  as  the  doctor 
orders.  The  "sickness"  model  is  used  as  a  subtle  form  of  control  and  manage- 
ment of  human  beings.   It  is  never  quite  explained  to  the  person  what  will  hap- 
pen to  him  if  he  doesn't  take  the  medication  other  than  that  he  will  be  "sick 
again  and  have  to  remain  in  the  hospital."  He  is  never  given  the  opportunity  to 
weigh  the  supposed  benefits  of  the  drug  against  the  discomfort  of  considerable 
side-effects.   The  benefit  of  the  drug  is  artifically  imposed.   The  drug  will 
help  him  behave  himself  and  hence  the  benefit  is  the  avoidance  of  being  returned 
to  the  "hospital"  where  he  will  be  brought  if  he  behaves  badly  without  the  drugs. 
The  person  often  does  not  regard  himself  as  being  "sick"  and  is  quite  content 
having  what  others  regard  as  an  "illness"  except  for  his  social  rejection  and 
•the  indignation  of  treatment  and  the  discomfort  of  drugs  he  receives  in  the  men- 
tal hospital. 

"Often,  in  these  scientific  days,  chemical  restraints  have  replaced  phy- 
sical restraints.   While  it  is  no  longer  common  to  use  strait  jackets  (although 
it  is  a  rare  state  hospital  that  cannot  produce  them  on  short  notice)  ,  chemicals 
now  produce  a  more  general  sort  of  restraint.   Massive  doses  of  tranquilizing 
drugs  turn  'patients'  into  zombies  ...all  feeling  blunted,  all  passion  decreased 
all  humanity  smothered.   The  tranquilizing  drugs  do  not  cure.   They  blunt  and 
they  dampen. "8 

That  drugs  are  given  largely  on  the  basis  of  social  class  has  been  un- 
equivocally demonstrated. 

"...How  patients  are  treated  also  is  linked  to  class  position.   Individ- 
ual psychotherapy  is  a  major  treatment  in  all  classes,  but  the  lower  the  class- 
the  greater  the  tendency  to  administer  an  organic  therapy,  shock  treatment, 
lobotomy,  or  treatment  with  drugs." 

Often  it  is  the  drugs  themselves  which  are  responsible  for  "crazy"  be- 
havior.  Tranquilizers  often  give  people  a  blank  starey  look  and  make  them  slow 
in  responding  to  questions.   Sometimes  they  may  give  rise  to  even  more  bizarre 
behavior.   For  instance,  one  emergency  application  filled  out  by  a  doctor  stated: 
"Patient  is  confused,  incoherent,  posturing,  makes  pill-rolling  movements  with 
fingers.   How  much  of  her  behavior  is  functional  and  how  much  is  toxic,  no  one 
can  ascertain,  as  she  has  been  taking  medication  largel y  unsupervised.   Medicat- 
ion should  be  adjusted  under  controlled  conditions." 

One  doctor  as  SEH  reported  discovering  a  woman  who  had  been  locked  in 
seclusion  for  two  years.   As  she  became  more  and  more  disturbed  they  continued 
to  give  her  more  and  more  drugs.   This  doctor  measured  the  amount  of  tranquil- 
izer in  her  blood  and  found  that  She  had  been  receiving  toxic  amounts  of  the 
drug.   His  only  treatment  was  to  take  her  off  the  drug,  and  she  immediately 
recovered. 

The  drugs  are  used  to  make  the  hospital  staff  feel  better  and  safer,  by 
making  the  "patient"  more  manageable. 
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[Exhibit  No.  6] 


A  Slavish 
Reliance  on  Drugs 

ARE  WE 

PUSHERS  FOR 

OUR  OWN 

CHILDREN? 


We  are  a  nation  of  pill  poppers 
and  potion  pushers  Most  ol  us 
believe  in  better  living  through 
chemistry,  and  we  prove  it  by  ingesting 
billions  ol  dollars  worth  ot  prescription 
and  over-the-counter  remedies  to  pep 
us  up.  calm  us  down  or  keep  us  on  an 
even  keel  It  is  hardly  surprising,  then, 
that  many  Americans  reach  lor  drugs  lo 
dose  their  overactive  children 

Using  drugs  to  control  kids  is  not  new 
In  the  late  1 800s  harried  parents  led  their 
unruly  ollsprmg  Wmslow  s  Soothing 
Syrup,  an  opium-based  elixir  available 
without  a  prescription  Today,  we  manage 
hyperactive  children  primarily  witham- 
phelamines  and  other  prescription  drugs 

Amphetamines,  known  popularly  as 
"speed.'  are  what  college  students  and 
truck  drivers  take  (illegally)  when  they 
want  to  stay  up  all  night,  and  what  tat 
people  take  when  they  want  to  curb  their 
appetites  Though  they  are  stimulants. 
amphetamines  and  similar  drugs  sup- 
press the  symptoms  ot  hyperactivity  in 
some  children,  possibly  by  enabling  the 
child  to  better  locus  his  attention  and 
channel  his  energies 

For  the  past  tew  years,  the  medical  pro- 
fession has  been  positively  euphoric 
about  the  use  ot  stimulants  lo  manage 
restless  children  In  a  pilot  study  ol  hy- 
peractive children,  their  parents  and 
physicians  who  treat  the  disorder. 
Berkeley  researcher  Nadine  M  Lambert 
and  her  colleagues  lound  that  17  ol  the 
48  doctors  surveyed  tell  depriving  a  hy- 
peractive child  ol  stimulants  was  akin  lo 
depriving  a  diabetic  ol  insulin  Only  10 
disagreed  and  21  gave  no  opinion 

Teachers  and  school  otticials  also 
seem  hooked  There  have  been  stones  ol 
teachers  putting  pressure  on  parents  lo 
drug  their  supposedly  hyperactive  chil- 
dren, even  when  the  child  has  not  under- 
gone a  complete  meoical  examination 


One  California  teacher  recommended 
drug  therapy  tor  nine  ol  her  28  students 
because  she  attributed  their  animated 
behavior  lo  brain  damage  And  in  a 
Rhode  Island  community,  a  doctor  told 
the  mother  of  a  second-grader  that  her 
child  did  not  need  drugs,  but  she  ought  to 
give  them  to  him  anyway,  "to  please  the 
school  " 

In  1971  a  panel  ol  experts  met  under 
the  auspices  ot  the  Department  ol  Health. 
Education  and  Welfare  to  discuss  the  role 
of  stimulant  medication  in  the  treatment 
ol  hyperactivity  The  resulting  report  was 
generally  favorable  toward  careful  use 
ot  the  drugs  The  panel  concluded  that 
although  stimulants  did  not  cure  the 
disorder,  they  could  make  a  child  more 
accessible  to  educational  and  counseling 
programs  Assuming  that  a  child  took  the 
proper  dosage,  questions bl  toxicity  were 
"simply  no!  a  critical  issue  "  The  report 
did  not  discuss  specific  cases  ol  abuse 
and  indiscriminate  dispensing  that  had 
received  publicity  in  the  press 

Perhaps  because  of  the  Government's 
positive  stance,  the  stimulants  have  con- 
tinued to  increase  in  popularity  Nation- 
ally between  500  000  and  two  million 
school  children  take  various  drugs  lor 
hyperactivity,  though  no  one  knows  the 
exact  figure  Ritalin,  an  amphetamine-like 
drug  manufactured  by  the  Ciba  Pharma- 
ceutical Company,  accounts  lor  over  half 
the  prescriptions  Dexedrme.  an  am- 
phetamine produced  by  Smith.  Kline  and 
French  Laboratories,  is  next,  accounting 
for  aboul  eight  percent  ol  all  pre- 
scriptions wrillen 

II  each  parent  ot  a  hyperactive  child 
spent  only  20  or  25  dollars  on  medica 
lion,  the  prolits  Irom  drug  sales  would  be 
considerable  Some  parents  spend  much 
more  since  their  children  take  the  drugs 
throughout  childhood 

The  drug  companies  insist  on  the 


safety  ot  stimulants  lor  children  though 
there  is  little  information  available  on 
long  teriusidt:eflerls  Rut  there  are  re- 
ports ot  suppression  of  normal  growth,  ir- 
ritability depression,  nausea,  pallor  and 
insomnia 

Critics  are  also  worried  about  the  pos- 
sibility ot  drug  dependence  Dependence 
is  widely  recognized  as  a  problem  in 
adults  who  take  amphetamines  lor  weight 
control  In  1972  the  Food  and  Drug  Ad- 
ministration declared  that  amphetamines 
have  limited  uselulness  in  treating  obe- 
sity, and  "because ot  (heir  significant  po- 
tential for  dependence  and  abuse  should 
be  used  with  extreme  care  "  The  foa  now 
requires  a  warning  label  that  cautions 
physicians  to  prescribe  the  drugs  spar- 
ingly—tor obesity  There  is  no  similar 
warning  required  concerning  their  use 
by  hyperactive  children 

Some  legislators  have  expressed  con- 
cern about  the  incidence  and  treatment 
of  hyperactivity  Last  July.  California 
State  Senator  Albert  Rodda  chaired  a 
one-day  lact-findmg  hearing  Any  legis- 
lation that  results  will  probably  call  tor 
more  thorough  medical  study  ot  hyper- 
activity and  the  effects  of  medication 

But  there  is  surprisingly  little  public 
clamor  on  the  issue  even  though  every- 
one seems  to  have  a  hyperactive  child, 
thmk  he  has  one.  or  know  someone  who 
does  As  a  society,  we  are  ready  to  put 
people  m  |ail  tor  smoking  a  single  man- 
luana  |Oint  but  we  seem  strangely  unin- 
terested m  setting  limits  on  legal  speed 

The  reasons  are  pretty  clear  We  be 
lieve  in  drugs,  if  they  can  be  viewed  as 
medicine  The  Lambert  study  lound  that 
parents  ol  hyperactive  children  were  very 
likely  to  be  drug  takers  themselves.  60 
percent  look  tranquilizers  and  more 
than  30  percent  had  taken  medication 
lor  weight  control 

Undoubtedly  the  slavish  reliance  on 
chemical  solutions  is  due  to  a  general  im- 
patience wilh  complex  situations,  and  a 
need  lor  easy  push  button  answers 
Sometimes  technology  can  provide  such 
answers  Often  it  cannot 

A  Vermont  psychiatrist  was  recently 
quoted  as  saying  thai  drug  treatment  of 
school  children  would  be  worthwhile 
even  it  the  drugs  tailed  lo  benefit  the  chil- 
dren themselves  but  only  resulted  in  re- 
duced classroom  tension  and  benefits  to 
tamily  members  That  is  an  extreme  alti- 
tude, but  one  that  others  may  uncon- 
sciously hold  It  is  an  attitude  that  could 
easily  lead  us  lo  become  pushers  tor  our 
own  children 

-Carole  Wade  Olfir 
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[Exhibit  No.  7] 


THE  CURIi      101 


[Drug  Environment 'Drugged 
Environment] 

In  psychiatry  as  in  politics  (or  in  politics  as  in 
psychiatry — it  works  both  ways),  issues  of 
who's  in  control  of  whom,  and  how  that  con- 
trol is  maintained  arc  of  life-threatening 
importance,  since  control  often  means  op- 
pression, authoritarianism,  dictatorship  (no 
matter  what  the  politics  may  be  called),  and 
the  absence  of  personal  freedom.  Outcries  arc 
heard  today  about  psychosurgery,  electro- 
shock,  lobotomy.  and  Ancctinc.'  I'm  glad  to 
hear  these  outcries  because  I  think  it  is  neces- 
sary that  people  be  warned  about  these  brutal 
and  dangerous  methods  of  psychiatric/polit- 
ical control.  However,  the  most  widespread 
and  frequently  used  psychiatric  mind-control 
tools  arc  the  psychiatric  drugs. 

The  number  of  people  subjected  to  the 
torture  and  brutality  of  psychosurgery  and 
Ancctinc  is  in  the  thousands  and  is  increas- 
ing.2 The  number  of  people  who  arc  being 
"shocked"  is  in  the  tens  of  thousands.  But  the 
number  of  people  who  get/take  psychiatric 
drugs  is  in  the  millions  and  is  growing  at  a 
phenomenal  rate  ( as  are  the  profits  of  the 
drug  companies — to  be  discussed  later).  To 
me,  the  way  in  which  these  drugs  are  used  to 
control  people  often  constitutes  an  act  of 
violence  by  the  doctors,  nurses,  psychiatric 
technicians  and  others  who  push  these  pills, 
although  the  violence  in  this  case  is  often 
more  subtle  than  that  of  napalm,  bombing, 
burglary  or  imprisonment. 

The  goal  in  prescribing  psychatric  drugs 
is  to  create  a  person  with  no  ups  or  downs,  a 
person  balanced  in  the  neutral,  calm,  col- 
lected middle-American  mold.  The  premium 
of  psychiatric  drugs  is  their  anti-intensity 
effect,  the  ultra-indifference  they  produce.  I 
feel  fine  about  intense  emotions  and  see  the 
capacity  for  experiencing  them  as  one  of  the 


1 .  Ancctinc  is  a  drug  that  paralyzes  hrealhing  muscles 
creating  a  near-death  suffocation  experience  as  part  of 
aversion  behavior-modification  "therapy.''  used  mainly  on 
prisoners. 

2.  See  Peter  Brcggin's  article  "The  Second  Wave,"  page 
89  of  this  book. 


most  desirable  qualities  of  the  human  animal. 
The  fact  that  the  psychatric  system  can  extin- 
guish this  capacity  and  docs  so  for  the  sake  of 
efficiency  and  control  horrifies  me.  I  hope  that 
as  the  specifics  of  the  process  arc  revealed  in 
these  pages  you  will  become  aware  of  the  anti- 
life  properties  of  mind-control  drugs  and  will 
be  equally  horrified. 

But  these  drugs  are  not  only  dehumaniz- 
ing, they  regularly  produce  disturbing  and 
at  times  very  dangerous  ill-effects: 

Every  chemical  agent  introduced  into  a  body, 
irrespective  of  how  specific  its  effects,  has  a 
range  of  side-effects.  Psychoactive  agents 
(tranquilizers)  are  no  exception  to  this  ride, 
and  their  side-effects  are  pervasive  and  far 
reaching,  extending  from  the  person  who 
takes  them,  to  his  family  and  others  in  his 
social  network,  as  well  as  the  community  at 
large.' 

It's  important  that  people  on  "anti- 
psychotic drugs"  (Thorazine,  Stelazine, 
Navanc,  Haldol,  and  so  on )  and  people  not 

— * 

"Usually  people  who  take  the  drugs 
simply  don't  know  what's  happening." 

on  such  drugs  realize  that  we  are  all  affected 
by  the  tons  of  these  drugs  being  pumped  into 
our  social-community  network.  These  drugs 
re inforcc  a  socinl  modi*!  of  human  beings, as- 
animals"needing  external  control.  The  logic 
seems  to  go  something  like  this:  Non-conform- 
ing behavior  -  madness      people  as  uncon- 
trollable     need  for  control      psychiatry  and 
police      control      pill.  Dr.  Henry  Lennard, 
in  his  book  Mystification  and  Drag  Abuse. 
describes  this  logic  another  way :  "the  tech- 
nology of  psychopharmacology  is  peculiarl 
functional  for  maintaining  an  uneasy  and 
strained  social  system." 


3.  Ilrnnj  rnnnrJ  nr  I  ftTU?1'1  """-fin    "Drugs  Versus 
PeopJe-^Pcrspcctivcs  on  the  New  I 
Technology."'  unpublished  manuscript,  p^ 
Lennard's  book  Mystification  undtjirf^ />»«■  tNcw  York: 
Perennial  Library.  Harper  &>o<Publ .  1971 ). 
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One  cog  in  this  shaky,  shifting  system  is 
the  medical-psychiatric  mystification  of 
"patients'Vprisoncrs  taking  anti-psychotic 
drugs.  Usually  people  who  take  the  drugs 
simply  don't  know  what's  happening.  If  I  were 
going  to  take  any  "psychoactive"  drug  I'd 
want  to  know  how  it  was  going  to  afTcct  my 
thinking,  feelings  (including sexual ),  moods, 
energy  level,  state  of  consciousness,  bodily 
functions  and  body  in  general.  I  would  ask 
questions  such  as  how  much  drug,  how  often, 
for  how  long,  and  why?  Later,  when  I  discuss 
the  specific  effects  of  specific  drugs  it  will 
become  clear  why  the  system  is  reluctant  to 
answer  such  questions. 

The  giving,  taking,  and  selling  of  psychi- 
atric drugs  raises  many  difficult  and  rather 
sticky  problems  of  a  moral,  medical,  philo- 
sophical, religious,  political,  psychological, 
and  social  nature.  For  instance: 

1.  Can  someone  who  is  labeled  crazy 
decide  for  themselves  whether  or  not  they 
need  and/or  want  to  take  an  "anti-crazy" 
drug? 

2.  If  a  labeled  crazy  can  can't  make  a 
decision  about  psychratric  drugs,  how  much 
information,  if  any,  about  these  drugs  (dos- 
age, side-effects,  primary  effects,  dangers, 
etc.  >  should  be  given? 

3.  Who  is  to  decide  if  a  labeled  crazy 
can  or  can't  make  a  knowledgeable  decision 
about  taking  such  drugs? 

4.  Who  is  to  decide  who  is  to  decide? 

5.  Should  you  as  a  person  'physician 
chemically  stop  a  person's  "crazy'V'mad"/ 
"psychotic"/"schizophrcnic"/difTcrcnt  experi- 
ence, or  should  you  allow  the  person  to 
journey  through  his  or  her  "madness"? 

6.  Would  you  give  or  force  these  drugs 
into  people  you  think  are  acting  "crazy"  while 
they  say  they  don't  want  them,  because  you  as 
a  person/physician  think  they  need  a  drug? 
(They  might  also  tell  you  they  aren't  "crazy.") 

7.  Would  you  use  force  and  if  necessary 
violence  ( such  as  wrestling  a  person  to  the 
floor)  in  order  to  give  someone  you  think  is 
acting  crazy  an  injection  of  a  drug  you  think 
they  need? 


8.  Would  you  give  someone  who  you 
think  is  acting  "nuts"  a  drug  because  you're 
afraid  of  them  and  what  they  might  do?/ 
angry  at  them  for  what  they  did? 

9.  Would  you  give  a  person  a  drug  and 
not  tell  them  what  it  would  do  to  them? 

10.  Would  you  give  a  person  a  drug 
which  might  cause  permanent  brain  damage 
if  used  for  several  years  and  not  tell  them? 

1 1 .  Would  you  give  a  person  who  was 
feeling  upset  and  coming  apart,  freaking  out, 
a  mind-control  drug  only  because  there  was 
no  "safe"  place  where  the  person  could  come 
apart,  and  then  together? 

12.  Where's  the  "safe"  place? 

As  I  said,  these  arc  difficult  and  sticky 
questions,  but  they  are  issues  that  come  up 
every  day  and  may  one  day  involve  you. 

Why  Caligari?  or  Just  Who  Is  The 
Violent  One? 

As  a  doctor,  on  a  human  level,  I  was 
trained  to:  be  obedient;  toe  the  "party"  line; 
and  be  over-cautious  and  over-conservative 
in  my  thinking,  technical  ( not  humanical ) . 
emotionally  blank/yet  caring  ( how? ) ,  and 
respectful  and  frightened  of  people  in  power. 

On  the  medical  level  1  was  taught  to 
speak  mcdical-csc.  by  which  people  and  life 
arc  described  in  certain  very  specific  technical 
terms  (they  arc  "cases."  NOT  people! ) .  I  was 
taught  how  to  "regulate"  and  control  the 
amounts  of  sugar,  salts,  oxygen  and  water  in 
a  person's  body.  I  was  taught  to  fear  the  worst 
but  not  to  tell  anyone.  I  was  taught  to  show 
submissiveness  to  those  above  me  in  the  peck- 
ing order  (senior  doctors  and  teachers)  and 
to  be  domineering,  arrogant,  vain  ( in  a  cold, 
haughty  God-like  attitude  tempered  by  a  de- 
clared humility)  and  to  control  those  below 
me  in  the  pecking  order  ( nurses,  orderlies, 
hospital  workers,  "patients,"  my  family — as  a 
matter  of  fact,  all  humans,  except  other  doc- 
tors). I  was  also  taught  to  give  and  to  rely  on 
giving  drills! 

In  my  psychiatric  "training"  I  was  taught 
methods  of  deception,  lying,  dishonesty  with 
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"Pills  were  the  foundation  of  my  psychi 
atric  training ...  I  saw  eventually  that 
pills  didn't  work." 


myself  and  others,  and  a  moral  corruption 
based  on  the  parasitic  use  of  other  humans 
(the  beginning  of  an  explanation,  I  think,  for 
the  high  suicide  rate  among  psychiatrists) .  I 
was  taught  how  to  do  a  psychiatric  "examina- 
tion"/"interrogation"/invalidation  and  a 
diagnostic  "evaluation"  ( in  other  words  I  was 
taught  to  see  "crazincss"  and  learn  the  "ap- 
propriate" labels).  I  was  taught  a  demeaning, 
embarrassing  and  destructive  ritual  of  sub- 
missiveness  which  I  now  refuse  to  act  out. 
In  my  psychiatric  training  1  was  not 
taught  how  to  help  people  with  problems  in 
living.  I  was  not  taught  to  be  honest,  loving 
and  responsible  to  my  own  morals.  I  was  not 
taught  how  to  handle  the  anger,  fear,  despair, 
grief,  depression  and  other  aspects  of  society's 
emotional  shit  that  1  thought  I  was  preparing 
for.  I  was  not  taught  how  not  to  rely  on  mind- 
control  drugs,  the  brutality  and  inhumanity  of 
psychiatric  imprisonment,  and  psychiatric 


"tortures"  as  ways  of  catalyzing  "changes"  in 
people. 

1  soon  realized  that  my  teachers  didn't 
know  what  to  do  with  the  people  they  labeled 
crazy.  All  they  knew  how  to  do  was  to  give 
drugs,  hospitalize,  give  shock,  and  be  analyti- 
cal. It  was  the  emperor's  clothes,  and  the 
emperor  turned  out  to  be  almost  every  psy- 
chiatrist I  met.  Thus,  I  was  taught  not  to 
touch  people  in  "therapy,"  to  be  cool,  aloof, 
on  top;  to  think,  listen,  look,  and  to  look  right 
— that  is,  to  wear  the  right  clothes,  compose 
my  face  in  the  right  expression,  and  speak  the 
right  words.  Don't  be  real,  was  the  message; 
real  is  human. 

In  my  psychiatric  training  I  was  taught 
methods  of  control  and  coercion  that  were 
based  on  the  pushing  of  psychiatric  drugs  and 
the  pushing  of  psychiatric  nurses  and  techni- 
cians onto  the  emotional  "offender."  Pills 
were  the  foundation  of  my  psychiatric  training 
( the  only  thing  tangible  enough  to  hold  onto 
in  psychiatry  are  pills) .  I  saw  eventually  that 
pills  didn't  work.  They  don't  "cure"  anything, 
for  when  it  comes  to  life  and  living  there  is 
nothing  to  cure.  But  these  pills  sure  are  strong 
"downers."  They  arc  consciousness  cement — 
very  heavy!  They  don't  help  the  so-called 
"patient"  to  clear  his  or  her  head  and  resolve 
whatever  the  problem  was  that  got  her/him 
locked  up.  The  primary  effect  of  drugs  like 
Thorazine,  Prolixin  and  Haldol  is  to  slow 
down  a  person's  mind  and  body:  they're 
chemical  strong-arms.  They  arc  effective 
"tools"  for  one  person  to  use  in  controlling 
another.  ( As  Thomas  Szasz  says  of  medicine: 
Cure?  Or  Control?)  In  addition,  these  drugs 
have  side-effects  that  can  be  extremely  dan- 
gerous to  a  person's  body  (permanent  brain 
damage,  for  instance),  and  often  make  people 
feel  terrible  and  look  weird  (although  the 
person  being  drugged  usually  has  not  been 
told  this). 

But  everyone  was  doing  it  and  I  was  sup- 
posed to  do  it  too.  I  ended  my  inner  battle 
over  this  issue  by  deciding  not  to  push  mind- 
control  drugs  and  to  ficht  against  their 
destructive  use.  This  decision  came  only  after 
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I  had  spent  eight  months  at  San  Francisco 
General  Hospital  as  a  psychiatric  intern . 
trying  to  patch  blow-outs  with  band-aids.  I 
spent  time  and  energy  there  fighting  to  limit 
the  reliance  on  these  drugs  by  the  staff  and 
"patients." 

Time  and  time  again  I  encountered  pres- 
sure, anger,  fear  and  disinterest  from  my 
teachers,  co-workers,  and  "patients"  because 
I  wouldn't  use  these  drugs  in  the  "normal," 
indiscriminate  way.  I  also  wouldn't  wear  a  tie 
and  other  elements  of  acceptable  garb,  such  as 
white  coat,  suit,  and  bland  face.  And  I  did 
touch  people,  and  talk  to  them  without  a  desk 
between  us.  I  am  by  nature  a  touching,  hug- 
ging, kissing,  loving  sexual  person.  I  think 
everyone — like  me — needs  physical  contact 
with  other  humans.  If  a  person  I'm  with  has 
a  problem  in  living  and  loving,  the  best  thing 
I  can  do  is  be  myself — be  loving,  be  honest. 

But  to  be  a  psychiatrist  today  means  that 
someone  will  pay  you  to  give  mind-control 
downers.  The  state  will  pay  you  to  do  it  at 
state  hospitals  and  prisons;  counties  will  pay 
you  to  do  it  at  local  hospitals  and  community 
mental-health  centers;  individuals  or  families 
will  pay  you  to  do  it  in  your  hospital  or  your 
office.  I  could  never  get  hired  if  I  said  I  didn't 
believe  in  giving  psychiatric  drugs.  They'd 
have  no  use  for  me.  No  Drugs,  No  Use,  No 
Money.  The  pressure  on  "shrinks"  to  push 
psychiatric  drugs  is  enormous.  Using  these 
drugs  is  really  the  only  method  most  psychia- 
trists have  of  controlling  their  own  fears  of 
violent,  suicidal  or  "crazy"  people — drug 
treatment  plus  a  dash  of  hospital  or  a  touch 
of  "shock."  The  system  gives  no  support  to 
a  psychiatrist  who  doesn't  want  to  use  billy- 
club  drugs,  although  there  are  other  psychia- 
trists who  intensely  dislike  using  them.  But  all 
"shrinks"  know  that  the  psychiatric  party  line 
is  drugs,  and  that  if  any  "patient"  of  theirs 
with  a  history  of  "crazincss"  commits  an  act 
of  violence  while  not  being  drugged  (with  the 
"right"  drug,  of  course)  they  can  be  charged 
with  malpractice  ( to  say  nothing  of  the  poor 
publicity). 

The  medical  "fraternity"  docs  not 


indulge  in  much  self-criticism.  The  "brother- 
hood" seems  to  believe  in  an  attitude  of  mu- 
tual support  through  mutual  deceit,  dishon- 
esty and  silence.  "If  you  can't  say  anything 
nice,  don't  say  anything  at  all,"  seems  to  be 
the  shared  rule.  I  can  easily  imagine  one  of  my 
psychiatric  "brothers"  testifying  in  court  that 
my  attitudes  about  psychiatric  drugs  are  irre- 
sponsible, damaging  to  my  "patients,"  and 
unethical. 

Psychiatric  violence  and  the  control  of 
psychiatric  violence  affect  us  all,  not  just  those 
branded  "crazy."  All  of  our  personal  rights 
and  freedoms  arc  threatened  by  the  alliance 
between  law-and-order  Nixon  politics  and  the 
psychiatric  mind-police.'  I  am  frightened  by 
this  alliance — frightened  by  the  violence  it 


"The  system  gives  no  support  to  a 
psychiatrist  who  doesn't  want  to  use 
billy-club  drugs . . ." 


has  made  possible  in  the  past,  the  present 
violence  it  engenders,  and  its  potential  for 
future  violence.  To  mc,  the  members  of  the 
alliance,  not  the  branded  crazies,  are  the 
threat. 

Manipulating  the  Medical  Mind.  Or.  Why  Do 
I  Do  You  Like  I  Do? 

Interesting  facts:  Twenty-two  percent  of 
all  Americans  take  legal  mind-altering  and 
body-altering  psychiatric  drugs  (214  million 
prescriptions  is  one  estimate  for  1 970) . 
Ninety  percent  of  a  large  group  of  people 
recently  surveyed  believe  that  it  is  better  to 
use  "will  power"  than  drugs  to  solve  prob- 
lems!5 

I  receive  the  American  Journal  of 
Psychiatry,  the  party  organ  of  the  American 


4.  See  Ihe  article  by  Lee  Coleman  and  David  Wong  in 
(his  section. 

5.  Dean  J.  Mannhcimcr.  ct  til .  "Popular  Altitudes  and 
Beliefs  about  Tranquilizers."  Amrrtuin  Journal  of  Psyclna- 
rrv.vol.  130.  no.  II  (November  WTS). 
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Psychiatric  Association.  One  of  the  many 
lessons  to  be  learned  from  this  "trade"  journal 
is  the  power  of  madison-avenue  brainwashing. 
Psychiatrists  arc  constantly  being  bombarded 
by  repetitious  visual  images  and  verbal  slo- 
gans that  arc  part  of  the  drug  companies' 
continuous  program  to  indoctrinate,  educate, 
convince,  and  reinforce  psychiatrists  into 
pushing  psychia/Wcfc  pills,  misleadingly  and 
deceptively  called  "medications"  or  "tran- 
quilizers." "Tranquilizers"  don't  tranquilizc; 
they  drug  in  ways  that  slow  down  mind,  body 
and  gut,  producing  a  state  of  spiritual,  psychic 
and  digestive  constipation.  They  block  feel- 
ings, often  make  muscles  rigid  .and  generally 
reinforce  people  in  wearing  socially  accept- 
able masks. 

Each  year  I  receive  at  least  fifty  pounds 
of  printed  material,  pens,  coffee  cups,  paper- 
weights, and  all  sorts  of  other  trash  sent  by 
the  drug  companies  to  either  buy  me,  convince 
mc.  guilt  mc,  or  overwhelm  me  into  pushing 
these  psychiatric  drugs.  Just  as  the  oil  com- 
panies reap  incredible  profits  from  the  media- 
created  energy  crisis,  so  the  drug  companies 
such  as  Squibb,  Sandoz  and  Hoffman- 
LaRochc  make  incredible  profits  and  wel- 
come the  growth  of  the  mental-health 
"industry."  „ — 

"Tncphaj-maccuticalcoinpanicsout-      \ 
perform  _all  othermajor  American  industries 
in  net  profit  after  taxes."*  "It  is  estimated  that  I 
trie  ethical  prescription  drug  houses  spend 
$  1 .2  billion  dollars  per  year  on  advertising 
and  promotion . . .  which  is  nearly  four  times 
what  they  spend  annually  on  research  and 
development  of  drugs."7  The  bulk  of  that 
money  is  spent  on  the  sexist,  prejudicial  and 
deceitful  ads  that  clutter  and  financially  sup-    J 
port  medical-psychiatric  journals  to  the  tune  I 
of  $4,000  per  year  per  physician!'  J 

The  $  1 .2  billions  also  includes  the  sal- 
aries of  2 1 ,000  drug  detail  men,  whose  "sole 
job  is  to  make  periodic  calls  on  physicians. 


6.  James  Goddard.  'The  Medical  Business,"  Scientific 
American  (September  1973),  p.  161. 

7.  Goddard.  p.  162. 

8.  Goddard.  p.  162. 


"The  pharmaceutical  companies  out- 
perform all  the  major  American  indus- 
tries in  net  profit  after  taxes." 

pharmacists  and  hospital  purchasing  agents  to 
push  their  firms'  products."" The  detail  men. or 
"pushers,"  hand  out  free  pills  to  open-handed 
medical  students  and  doctors,  applying  the 
super-humble,  fast-sell,  quick-kill  technique 
of  salesmanship  (they  arc  all  men)  to  make 
sure  that  pills  arc  popped.  Tncsc  salaried  and 
highly  legal  pushers  exert  a  powerful  influence 
on  the  continued  drug-pushing  practices  of 
physicians. 

Looking  at  the  incredible  increase  in  pre- 
scription drugs — $  1 .9  billion  in  1 962  to 
$4.11  billion  in  1971  — one  sees  that  the 
tranquilizers  and  mood-modifying  drugs 
jumped  1 36  percent  in  manufacturers'  sales 
in  nine  years.  The  growth  rate  and  gross  sales 
arc  greater  than  those  of  all  other  types  of 
drugs. 

Incidentally,  a  scandal  popped  up  the 
other  day.  It  seems  that  the  A.M. A. 
(American  Medical  Association)  retirement 
fund  has  put  about  $10  million  into  drug 
company  stocks;  and  the  drug  companies 
supply  one-quarter  of  the  A.M.A.'s  $32  mil- 
lion budget.  The  pharmaceutical  big-boys 
pressured  the  A.M.  A.  into  abolishing  the 
Council  on  Drugs  of  the  A.M.  A.  after  the 
Council  had  published  a  drug-eyaluation 
handbook.  This  handbook  stated  that  the 
drugs  most  profitable  to  the  pharmaceutical 
industry  were  "irrational"  and  that  their  use 
was  "not  recommended."  Another  facet 
of  the  A.M.A.'s  questionable  image 
was  the  arrest  and  imprisonment  of  Dr. 
John  Kernodle,  past  president  of  the  A.M.  A., 
for  bank  fraud  in  February,  1 974.  The  con- 
flict of  interest  of  these  hypocritical  hypocrats 
affects  us  all,  for  these  are  the  people  pushing 
tons  of  mind-control  drugs  into  our  eco- 
system. 

This  is  business,  sick  busine$$. 

9.  Goddard.  p.  162. 
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Who  Gets  Drugged? 

Children  who  wet  beds  get  drugged. 
Children  who  get  labeled  "hyperkinetic," 
"behavior  problems,"  "autistic,"  "crazy"  get 
drugged.  Adolescents  who  arc  "wild,"  "pro- 
miscuous," "pre-dclinqucnt,"  or  "delinquent" 
get  drugged.  Women  who  are  "anxious," 
"depressed,"  "menopausal,"  or  "mad"  get 
drugged.  Men  who  are  "violent,"  "criminal 
types,"  "angry,"  "tense,"  senile,  or  "insane" 
get  drugged. 

Anyone  who  goes  to  a  community 
mental-health  center  is  likely  to  get  drugged. 
Anyone  who  goes  to  a  psychiatrist  and  asks 
for  drugs  gets  drugged.  Anyone  who  goes  to 
a  psychiatrist  and  doesn't  ask  for  drugs  may 
get  drugged.  Anyone  who  "enters"  a 
psychiatric  hospital  has  about  a  95  percent 
chance  of  getting  drugged.  The  poor,  the  non- 
white,  the  women,  the  "deviants"  ( whether 
criminal,  "crazy"  or  merely  unconventional ) 
arc  more  likely  to  be  force-drugged.  People  on 
the  west  coast  get  legally  drugged  significantly 
more  than  people  on  the  cast  coast  or  in 
Europe,  and  women  get  legally  drugged  twice 
asoftcnasmen.'0 

In  psychiatric  hospitals  anyone  who 
shows  intense  feelings — especially  anger — is 
almost  guaranteed  drugs,  seclusion  and  at 
times  shock  "treatment."  People  who  are  with- 
drawn, "uncommunicative,"  not  eating  regu- 
larly, hearing  voices,  thinking  someone  is 
after  them,  or  otherwise  acting  in  a  manner 
that  people  in  the  system  could  label  "abnor- 
mal" or  "bizarre"  may  get  drugged. 

More  psychiatric  drugs  are  prescribed  by 
general  practitioners  and  other  non-psychatric 
physicians  than  by  psychiatrists.  These  non- 
psychiatrists  usually  use  the  weaker  psychi- 
atric drugs  (minor  tranquilizers  and  seda- 
tives). This  is  explained  in  part  by  the  fact 
that  most  visits  to  doctors  (estimates  range 
from  50  to  75  percent)  are  for  "non-organic" 
psychosomatic  complaints.  The  current  trend 
in  American  medicine  is  to  rely  on  pills  to 

10.  Hugh  J.  Parry.  Mitchell  B.  Bailer.  Glen  D.  Mellinger, 
rial.,  "National  Patterns  of  Psychotherapeutic  Drug  Use." 
Archives  o\  General  Psychiatry,  vol.  28  ( 1973 ).  pp.  769-83. 


"cure,"  even  if  the  doctor  can  find  nothing 
physically  wrong.  The  stronger  psychiatric 
drugs  (anti-psychotics,  anti-depressants,  and 
Lithium)  arc  still  mainly  pushed  by  psychia- 
trists and  the  psychiatric  system. 

Many  individual  factors  affect  the 
process  of  psychiatric  drug-pushing:  the  indi- 
vidual style  of  the  prescribing  doctor;  the 
setting  within  which  the  drug  "deal"  takes 
place  (i.e.  an  M.D.'s  private  office,  a  private 
hospital,  a  state  hospital,  a  veteran's  hospital, 
a  jail,  a  halfway  house,  a  home  etc. ) ;  whether 
or  not  a  person  actively  asks  for  drugs; 
whether  or  not  a  person  actively  refuses  or 
resists  the  drugs;  how  economically  well-off 
the  person  looks;  how  well-educated  the 
person  seems;  and  so  on. 

Many  people  exposed  to  the  psychiatric 
system  have  been  force-drugged — that  is.  a 
pill,  liquid  or  injection  of  some  psychiatric 
drug  is  given  despite  their  protestatons.  I  do 
not  think  that  the  F.D.A.,  A.M. A..  A.P.A. 
(American  Psychiatric  Association)  or  pro- 
fessionals in  the  health  and  mental-health 
system  are  controlling  or  will  control  this 
abuse  of  psychiatric  drugs.  I  think  the  only 
solution  to  the  problem  of  forced  drugging  is 
the  creation  of  laws  which  guarantee  an  indi- 
vidual the  absolute  right  to  refuse  any  psychi- 
atric drug. 

Context /Drug  Chart 

Most  people  don't  realize/aren't  told 
that  several  different  groups  of  drugs  are 
passed  off  under  general  headings  such  as 
"tranquilizers."  These  groups,  or  drug  famil- 
ies, are  based  on  the  chemical  shape  of  the 
drug.  All  drugs  with  a  similar  chemical  shape 
are  in  a  particular  drug  family.  It  is  the 
chemical  shape  of  the  drug  that  determines 
how  it  will  affect  your  body,  mind,  and  soul. 

Psychiatric  "druggists"  have  always 
admitted  that  the  different  drugs  in  a  particu- 
lar family  arc  very  similar.  Psychiatrists  in 
training  are  told  to  get  familiar  with  just  a  few 
of  these  drugs,  since  so  many  of  them  are 
almost  identical,  and  then  to  prescribe  the  few 
they  know.  In  many  cases  this  procedure 
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Anti-Psychotic  Drugs 
(Major  Tranquilizers) 

Anti-madness  supcr-downcrs 


[Druf: 

Chart] 

Phenothiazines: 

Thorazine 

Rcpoisc 

Stclazinc 

Sercntil 

Mellaril 

Quidc 

Prolixin  (Pcrmitil) 

Phcncrgan 

[Sec  Appendix) 

Vcsprin 

Trilafon* 

Dartal 

Etrafon* 

Dutyroplicnones: 

Haldol 

Thioxanthenes: 

Navanc 
Taractan 

Anti-Parklnsonian  Drop 

Antidotes  to  muscular  side-effects 
of  the  anti-psycholics 


Artanc 

Kcmcdrin 

Akincton 


Cogcntin 
Benadryl 
Trcniin 


Minor  Tranquilizers 
(Anli-  Anxiety  Drugs) 

Mini-downers  with  alcohol- 
like effects 

Librium 
Valium 

Mcprobamatc  (Miltown, 
Equanil)** 

Vistaril  (Atarax) 

Scrax 

Ultran 

Tranxcnc 

Sedative-Hypnotics 
Sedating  and  sleep  drugs 

Non-Barbiturates: 
Barbiturates: 

Placidyl 
Doridcn 
Noludar 

Quaaludc  (Parcst.  Sopor 
Somnafac,  Opiimil) 

Seconal 
Tuinal 

Phcnobarbital 
Amytal 

Chloral-hydrate  (Bcla- 

clor,  Noc-tcc) 
Scdamyl 
Dalmane 

Luminal 

Butibcl 

Nembutal 

Mood  Modifiers 

Anti- Depressants  ("Uppers") 

Trycyclics: 
Amphetamines: 

Elavil 

Vivactil 

Tofranil 

Norpramin  (Pcrtofran) 

Benzedrine 
Dexcdrine 

Triavil 
Avcntyl 
Sincqiian 
Adapin 

Dcsoxyn 
Ritalin 

Aali-Manic-Deprcssivcs 


"Special-  Drugs 


Lithium  (Lithane, 
Eskalith,  Lithonatc) 


Methadone: 


Antabuse: 


Anectine 
(Succinylcholinc): 


given  to  heroin  addicts  as  a  replacement  habit, 
in  pill  form. 

given  to  alcoholics.  Any  alcohol  consumed  by  a 
person  on  this  drug  produces  a  violent 
sickness  which  can  be  fatal. 

paralyzes  breathing  muscles  creating  a  near-death 
suffocation  experience.  Used  mainly  on  prisoners 
as  a  behavior-modification  "lhcrapy"/torturc. 
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Premarin 
(estrogen): 


given  (o  menopausal  women. 


•These  drugs  are  combinations  of  two  drugs, 
an  anti-depressant  and  an  anti-psychotic.  For 
example,  Triavil  contains  two  dangerous  drugs: 
Trilafon.  an  "anti-psychotic."  and  Elavil,  an  "anti- 
depressant." Thus  Triafon  +  Elavil  =  Triavil.  This 
simple-minded  equation  indicates  the  mental  level  of 


those  inventing  drug  names.  Drug  names  arc  in  them- 
selves a  study  of  money-mindcd-media-medical-mind 
manipulation,  a  whole  separate  trip. 

••Terms  in  parentheses  are  different  names  for 
the  same  drug. 


becomes  rigidified.  One  psychiatrist  I  knew  at 
San  Francisco  General  always  gave  the  same 
two  drugs  to  any  "patient"  he  could  get  his 
hands  on — Tofranil  (an  "anti-depressant") 
and  Mellaril  (an  "anti-psychotic"),  no  matter 
what  his  "patienf'/captive  said  or  did.  Many 
physicians  express  a  similar  attitude :  "If 
you're  crazy  you  need  Drugs";  "if  you  have 
problems  you  need  Drugs";  "if  you  feel  too 
much  and  talk  too  much,  you  need  Drugs";  ad 
nausaum. 

Opposite  is  a  chart  of  the  various  drug 
families,  so  you  know  where  we  are  going. 

Recipe 

You  start  with  an  anti-psychotic  pill 
such  as  Thorazine,  and  then  you  add  a  touch 
of  a  minor  tranquilizer  such  as  Valium  or 
Librium.  To  this  concoction  add  one  of  the 
anti-Parkinsonian  agents,  Artanc  or  Cogcntin 
(to  counteract  the  spasticogenic  side-effects 
of  the  anti-psychotic ) .  Then,  of  course,  there's 
always  a  dab  of  depression,  so  an  anti-depres- 
sant or  mood-elevator  (Elavil,  Vivactil,  etc. ) 
is  added  (or  for  some  "speedy"  souls  ampheta- 
mines or  Ritalin  are  given  as  "psychic 


ZJ+ 


energizers") .  And  since  no  one  knew  if  the 
thing  they  called  a  convulsion  was  an  epileptic 
fit  ( a  convulsion )  or  a  temper  tantrum,  an 
anti<onvulsant  such  as  Dilantin  and/or 
Phenobarbital  is  given  to  moderate  emotional 
modulation.  Then,  of  course,  we  can't  forget 
the  nightcap,  so  here  comes  a  jumbo  green 
Chloral-Hydrate,  or  the  "lucky"  few  may 
score  a  downer — a  red — namely,  a  sedative- 
hypnotic  (Seconal  is  soporific!). 

Pills  make  money  for  people  with  money, 
while  making  malleable  mush  of  the  minds 
of  the  many  labeled  mad,  labeled  bad. 
Time  and  time  again  I  have  seen  the  "psychi- 
atric curse"  being  forced  on  people.  The  curse 
goes  like  this:  "If  you  don't  take  your  medica- 
tion you  will  go  crazy  and  have  to  go  to  the 
hospital."  Nowhere  in  psychiatric  research  is 
there  a  study  of  the  effect  of  this  curse  (often 
called  concern)  and  the  destructive  depen- 
dence it  fosters  on  both  the  pill  and  those  who 
give  it.  It  makes  sense  that  if  a  physician  or 
some  other  psychiatric  authority  figure  tells 
you  repeatedly  that  you  will  go  crazy  if  you 
stop  taking  your  Thorazine,  you  will  be  fright- 
ened to  stop.  You  will  be  frightened  if  you  do 
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stop  and  frightened,  because  of  the  strange 
happenings  to  your  body  and  spirit,  if  you 
don't  stop. 

If  you  do  stop  taking  psychiatric  drugs, 
your  fear  and  confusion  around  stopping,  in 
addition  to  the  real  problems  you  already 
have,  could  be  labeled  a  relapse  or  deteriora- 
tion by  your  keepers.  This  interpretation 
would  support  the  psychiatric  opinion  and 
belief  that  you  need  such  drugs.  What  a  catch- 
22  mind-fuck.  I've  seen  it  happen  many  times. 

ODE  TO  PILL-BOX  POWER 

My  mind  means  mush,  mashing,  marching, 

and 

moving  more  meaninglessly  in  a  mass  and 

morass  of  moldy  medicated  metaphors. 

I  don't  believe  in  using  psychiatric  drugs 
myself  or  giving  them  to  others.  I  believe  that 
these  mind-control  drugs  have  few  construc- 
tive uses.  I  don't  and  won't  push  these  drugs! 

[The  Drugs] 

A  nti-Depressants 

There  arc  two  kinds  of  anti-depressant 
drugs:  trycyclics  and  amphetamines. 

The  trycyclics  (the  term  refers  to  the 
chemical  structure)  were  originally  developed 
during  the  search  in  the  1950s  for  new  anti- 
psychotic drugs.  They  include  such  drugs  as 
Elavil,  Vivactil,  and  Tofranil.  Their  chemical 
structure  is  similar  to  Thorazine  and  they 
have  a  lot  of  the  same  non-muscular  side- 
effects  ( to  be  discussed ).  To  my  mind,  these 


drugs  arc  second  cousins  to  the  anti-psychotic 
drugs.  I  have  never  been  convinced  that  they 
were  able  to  help  a  depressed  person  any  more 
than  a  placebo,  or  sugar  pill,  would.  Next  to 
Lithium,  these  drugs  arc  the  most  dangerous 
of  the  psychiatric  drugs  in  terms  of  their 
ability  to  kill  when  taken  in  overdoses  (cither 
accidentally  or  on  purpose ) .  These  drugs  are 
supposed  to  counteract  depression.  Thus  it  is 
ironic  that  a  depressed  person,  who  is  likely 
to  try  suicide,  is  given  a  drug  that  is  most 
likely  to  kill  if  an  overdose  is  taken.  ( As  a 
side  note,  Tofranil  is  now  being  given  to  chil- 
dren who  are  bed-wctters — a  practice  that 
makes  as  much  sense  as  attacking  a  mosquito 
with  a  submachine  gun.) 

Amphetamines  (speed)  used  to  be  used/ 
abused  more  often  by  psychiatrists  than  they 
arc  now.  They  were  prescribed  for  depression 
and  also  were  commonly  given  to  people 
taking  anti-psychotic  drugs  to  counteract  the 
scdating/zombifying  effects  of  the  latter. 
These  drugs  really  did  stop  depressions,  but 
only  temporarily.  What  would  happen  later  is 
history  by  now:  People  became  addicted  to 
amphetamines;  they  had  "paranoid"'  episodes 
of  a  very  bizarre  nature  and  experienced  even 
more  severe  depressions  when  the  drug  was 
stopped. 

Psychiatrists  learned  the  hard  way  not 
to  prescribe  these  drugs.  But  in  place  of  true 
amphetamines  we  now  have  Ritalin,  a  first 
cousin  to  amphetamines,  which  is  still  being 
used  as  an  anti-depressant,  and  is  also  given 
to  young  children  who  are  labeled  "hyperac- 


ute Drug  Hit  Parade  (1968) 

(The  most  widely  prescribed  drugs  in  1968. 
From  The  New  Handbook  of  Prescription  Drugs,  by 
Richard  Burack,  M.D.) 

10% 
Artane 
Noludar 
Tofranil 


33% 

15% 

Elavil 

Mellaril 

Equanil 

Libra* 

Mcprobamale 

Miltown 

Librium 

Placidyl 

Thorazine 

Stclazine 

Triavil 

7% 

Atarax 

Chloral-hydrate 

Noc-lcc 

Vistaril 


%  of  all  drugs  prescribed 
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Some  Drug  Companies  and  Their  Big  Sellers 

Smith.  Kline  &  French— Thorazine,  Stclazinc, 

Eskalith 
Squibb — Prolixin 

Hollman-LaRoche — Valium,  Librium,  Dalmanc 
CIBA—  Ritalin 

Sandoz — Mellaril,  Screntil,  Noc-tec 
McNeil—  Haldol 
Dow — Quicle 
Pfizer — Navanc,  Vistaril 
Merck,  Sharp  &  Dohinc — Triavil,  Vivactil, 

Cogcntin,  Elavil 


tivc"  (another  very  destructive  label).  Ritalin 
has  its  own  set  of  side-effects,  the  most 
prominent  of  which  arc  nausea  and  insomnia. 
Several  studies  have  also  indicated  that  Rit- 
alin retards  normal  growth  ( height  and 
weight)  in  children.  Children  area  very  vul- 
nerable and  unprotected  group  when  it  comes 
to  drugs. 

Lithium 

Lithium  isn't  really  a  drug:  it's  a  metallic 
clement  like  sodium,  copper  or  zinc  and  is 
given  as  a  salt  (table  salt  is  NaCl,  sodium 
chloride;  lithium  is  made  as  lithium  carbon- 
ate).  It  is  one  of  the  newest  of  the  psychiatric 
control  tools  and  is  now  being  tried  for  all 
sorts  of  problems,  most  frequently  for  "manic- 
depression"  or  "recurrent  depressions." 
Lithium  is  a  very  dangerous  chemical ;  blood 
tests  must  be  made  every  day  for  the  first  few 
weeks  the  drug  is  taken,  and  then  every  month 
as  long  as  it  is  used,  to  make  sure  there  is  not 
too  much  or  too  little  of  the  chemical  in  the 
blood.  If  there  is  too  little  it  doesn't  "work"; 
if  there  is  too  much  the  person  becomes  very 
ill  with  nervousness,  tremors,  frequent  urina- 
tion, diarrhea,  drowsiness,  muscle  weakness, 
lack  of  coordination,  vomiting,  ringing  in  the 
ears,  blurred  vision,  a  drunken  walk.  Uncon- 
sciousness and  eventually  death  occur  if  the 
person  experiencing  these  reactions  is  not 
hospitalized.  The  above  may  occur  if  the 
person  on  Lithium  becomes  sick  and  starts 
vomiting,  has  diarrhea,  is  not  eating  regularly, 
or  has  kidney  disease.  In  addition,  even  if  the 


person  is  getting  the  supposed  right  dose  the 
thyroid  gland  may  be  disturbed  with  goiter. 
Other  parts  of  the  body  may  be  affected  as 
well.  Recent  investigations  indicate  that 
Lithium  can  damage  the  fetus,  and  thus 
shouldn't  be  used  during  pregnancy. 

Lithium  is  marketed  under  the  names 
Lithane.  Eskalith,  and  Lithonatc.  It  is  often 
given  "prophylactically"  to  "prevent"  mania 
and  depression.  So  once  someone  decides 
you're  cither  a  "manic-depressive"  or  a  "recur- 
rent depressive"  you  "must"  take  this  drug  for 
the  rest  of  your  life — a  good  example  of 
psychiatrically  created  drug  dependence. 

Since  Lithium  is  a  "young"  drug,  little  is 
know  about  how  it  might  affect  a  person's 
body  over  a  long  period  of  time  (years).  It  is 
now  being  tried  on  people  who  have  not  been 
"cured"  by  other  drugs,  for  example  alco- 
holics. It  supposedly  controls  and  prevents 
wide  "swings"  in  mood.  Whenever  a  drug  is 
used  to  control  behavior,  the  individual  being 
controlled  loses  part  of  his/her  humanncss  in 
exchange  for  the  "control,"  and  control  comes 
at  a  cost!  Given  the  medical  mentality  of  pill- 
cure,  Lithium-abuse  by  the  psychiatric  system 
is  in  my  opinion  now  becoming  a  reality. 

Minor  Tranquilizers 

This  category  includes  Valium,  Librium, 
Miltown  and  a  scries  of  other  drugs  that  have 
been  called  anti-anxiety  drugs  or  muscle- 
relaxants.  They  arc  very  similar  to  the  class  of 
drugs  labeled  sedative-hypnotics  but  arc  given 
to  counteract  nervous  tension  and  anxiety 
rather  than  to  sedate  and  induce  sleep.  They 
are  very  similar  in  effect  to  alcohol  and  are 
widely  abused  by  medical  workers,  profes- 
sionals and  the  public  in  general,  since  some 
people  like  getting  "stoncd"/drunk  on  them. 
These  are  the  drugs  that  doctors  of  all  kinds 
give  to  their  complaining,  unhappy,  tense  and 
psychosomaticized  patients. 

In  October  1 973,  Librium  and  Valium 
were  officially  classified  as  abused  drugs  by 
the  Drug  Enforcement  Administration  (a 
newly  created  drug-control  agency  of  Nixon's 
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'The  main  problem  is  addiction." 


Justice  Department ) .  Prescriptions  for  drugs 
in  this  category  cannot  be  legally  refilled  more 
than  five  times  within  a  period  of  six  months 
( some  control ! )  and  tighter  controls  now 
exist  to  prevent  theft  or  illegal  sales  of  these 
drugs.  Roche  Laboratories,  the  sole  producer 
of  these  extremely  profitable  drugs,  has  been 
fighting  against  such  controls  in  court.  It 
seems  obvious  that  Roche  is  more  interested 
in  their  profits  than  in  your  health. 

Sedative-Hypnotics 

This  category  consists  of  barbiturates 
and  similar  non-barbiturate  drugs;  these  are 
the  sedative  and  sleeping  pills.  Chemically 
they  are  very  much  like  the  minor  tranquil- 
izers; they  affect  the  body  in  similar  ways  and 
create  similar  problems.  The  main  problem  is 
addiction.  The  non-barbiturates,  although  not 
classified  as  habit-forming,  are  at  least 
psychologically  so  in  my  experience.  The 
barbiturates  are  physically  addicting,  and  if 
they  are  stopped  suddenly  after  a  period  of 
constant  use  (several  months),  withdrawal 
reactions  occur — nausea,  sweating,  shaking, 
muscle  cramps,  vomiting,  diarrhea,  convul- 
sions, and  so  on.  In  other  words,  cold  turkey. 
These  drugs  don't  solve  sleep  problems;  they 
merely  substitute  a  chemical  sleep  problem 
for  a  natural  one.  The  risks  of  addiction  and 
subsequent  withdrawal  don't  seem  to  make 
the  substitution  a  very  profitable  one. 

It  is  becoming  clear  that  the  non-barbitu- 
rate sedative-hypnotics,  in  particular  Quaa- 
ludc  (methaqualone),  can  be  physically  as 
well  as  psychologically  addicting.  For  years 
the  drug  companies  have  been  pushing  Quaa- 
ludc,  saying  it  wasn't  addicting;  however,  the 
Drug  Enforcement  Administration  has  pro- 
posed that  Methaqualone  be  classified  as  a 
narcotic,  in  the  same  category  with  Morphine 
and  Demerol. 

It  has  been  my  experience  that  the  minor 
tranquilizers,  especially  Miltown  (Equanil), 


can  be  physically  addicting,  even  though  these 
drugs  are  not  considered  so  by  the  medical 
profession.  And  even  though  Librium  and 
Valium  aren't  considered  physically  addict- 
ing, the  widespread  daily  reliance  on  these 
drugs  amounts  to  a  psychological  addiction, 
which  is  supported  and  encouraged  by  drug 
companies  and  physicians. 

Anti-Psychotic  Drugs — "The  Big  Guns" 

Thorazine  . . .  Paregoric  for  the  mind?" 
The  bell  rings,  or  there  is  an  announce- 
ment over  the  public  address  system  of  the 
ward,  or  there  is  a  staff  member  in  a  white 
coat  calling  out  your  name,  or  you  simply 
see  everyone  slowly  making  their  way  to  the 
"nursing"  station. 

"Take  it,  your  doctor  ordered  it.  Come 
on,  that's  a  good  boy/ girl.  It  will  help  you. 
You  want  to  get  well  don't  you?" 

"A  certain  degree  of  practiced  art  in 
interpersonal  persuasion  is  necessary  in  deal- 
ing with  patients  who  resist  indicated 
medication."12  Enter  Thorazine  (or  some  such 
"anti-psychotic"  drug — sec  the  Drug  Chart), 
stage  right,  as  an  energy  binder.  (Have  you 
ever  been  in  driver's  education  class  in  high 
school  where  the  gym  teacher  in  the  front  scat 
of  the  driver-ed  car  teaching  you  how  to  drive 
a  stick-shift  Plymouth  is  smoking  a  foul  cigar 
and  the  smell  combines  with  that  of  burning 
brakes  because  your  friend  who  is  driving 
forgot  to  release  the  emergency  brake?  That's 
what  Thorazine  is  like,  only  the  brake  is  never 
released  and  you  just  have  to  drive  around  like 
that. )  I  have  never  been  "psychotic,"  but 
when  I  took  50  milligrams  of  Thorazine  ( a 
small  dose)  I  felt  overwhelmed  by  the  blahs. 
I  felt  tired  and  lethargic,  motivated  to  do 
nothing.  My  thinking  was  turned  down  from 
7 8  to  1 6  rpms,  my  mouth  got  dry  and  I  just 
didn't  care  all  that  much  about  anything — 
like  being  in  the  Lexington  Avenue  subway  in 


1 1.  Paregoric  is  an  opium  concoclion  used  lo  Ireal  diar- 
rhea. Paregoric  by  Iradinon  is  used  especially  for  children. 

12.  D.  Klein.  M.D.,  and  J.  Davis.  M.D..  Diagmmi  ami 
Drue  Treatment  ul  Psychiatric  Disorders  (Baltimore:  Wil- 
liams 4  Wilkins.  1969),  p.  18. 


77 


•titirmHi^m 


.•lelmmetx:'--'  -^JfHM&VC-!  >■!  •  -  -    fllVIH*,^^-  -   ,v-  *&»*:  -  ' 


wewatr, 


THE  CURE     113 

ana— a 


New  York  City  at  rush  hour  and  not  being 
sure  if  I  was  standing  or  being  held.  This 
experience  was  similar  to  those  of  a  group  of 
eight  "non-psychotic"  psychiatric  workers 
who  volunteered  to  try  the  drug  ( after  having 
given  it  to  others).  They  had  no  desire  for  a 
repeat  performance. 

If  I  had  taken  100  milligrams  of  Thora- 
zine I  would  have  been  asleep  in  half  an  hour 
(and  I  have  a  lot  of  energy).  Yet  I  have  seen 
people  who  were  given  3,000  milligrams  a 
day,  although  an  average  is  400  a  day,  in  an 
effort  by  their  doctors  to  control  their  be- 
havior and  "normalize"  their  thinking. 

The  rationale  for  using  an  anti-psychotic 
drug  is  that  it  will  ( 1 )  "normalize"  thinking, 
(5)  reduce  the  intensity  of  emotions,  and  (3) 
sedate  and  slow  down  a  person  so  that  he  or 
she  can't  get  excited.  Thinking  is  slowed  down 
— and  at  high  enough  doses  "dissolved" — so 
that  so-called  "crazy"  or  "delusional"  thinking 
is  prevented  (along  with  all  other  kinds  of 
thinking — including  creative  thihTongT 
fcmotions  arc  blllrticd,  pushed  down.  1  he 
result  is  some  degree  of  (often  total )  indiffer- 
ence and  apathy.  Sterile,  zombie-like  person- 
alities result  when  indifference  is  combined 
with  the  drug's  sedating  effects.  The  sparkle, 
vitality  and  exuberance  of  an  alive  human 
being  arc  cut  off  by  these  drugs.  Is  this  desir- 
able? Is  this  a  cure?  Is  this  normalcy  and 
health? 

Every  individual  reacts  differently  to 
drugs.  Thus  the  same  dose  of  the  same  drug 
will  be  experienced  differently  by  two  indi- 
viduals, or  by  the  same  individual  at  two 
different  times.  The  effect  depends  on  height, 
weight,  sex.  age,  personality,  the  condition  of 
the  liver,  and  so  on.  Yet  on  countless  occa- 
sions I  have  seen  individuals  getting  so  much 
of  these  "robot"  drugs  prescribed  without 
concern  for  the  unique  circumstances  of  the 
individual  body,  that  they  hardly  seemed 
human.  Even  in  the  so-called  "proper"  doses 
these  drugs,  to  differing  degrees,  destroy  spon- 
taneity, playfulness,  and  emotionality — to  mc 
the  rcalncss  of  human  beings. 


"The  sparkle,  vitality  and  exuberance  of 
an  alive  human  being  are  cut  off  by  these 
drugs.  Is  this  desirable?  Is  this  a  cure?  Is 
this  normalcy  and  health?" 

Sidc-EQccts 

Aspirin  is  taken  for  headaches,  yet  it 
always  produces  some  stomach  irritation  and 
can  cause  stomach  bleeding  and  even  ulcers. 
Thalidomide  was  taken  by  pregnant  women 
for  sleep  and  it  caused  horrible  birth  defects. 
Birth-control  pills  prevent  fertilization  but  can 
also  cause  blood  clots.  Similarly,  psychiatric 
drugs  are  taken/given  for  "crazincss,"  but 
they  produce  many  undesirable  bodily  reac- 
tions. These  reactions  arc  called  side-effects. 
In  general,  the  side-effects  of  the  anti-psy- 
chotic drugs  can  be  classified  as  muscular — 
affecting  the  muscles  and  the  brain's  muscle- 
coordination  centers;  and  non-muscular — 
affecting  other  parts  of  the  body  such  as  eyes, 
mouth,  salivary  glands,  intestines,  skin,  and 
soon. 

Side-cfjects  occur  with  all  drugs. 

Non-Muscular  Bodily  Side-Eiflcts  of 
Anti-Psychotic  Drugs     These  non- 
muscular  side-effects  can  be  roughly  classified 
as  common  and  uncommon,  according  to 
how  frequently  they  occur.  Although  they 
don't  happen  to  everyone  taking  these  drugs, 
they  might  happen  to  you  if  you  decide  to  take 
a  drug  like  Thorazine;  you  never  know. 
Before  I  put  any  drug  into  my  mouth  I  find 
out  what  it  will  do,  what  its  dangers  arc.  and 
what  it  won't  do,  and  what  all  the  alternatives 
to  using  it  arc.  Respect  your  body! 

The  common  non-muscular  bodily  side- 
effects  follow.  (Note:  You  can  develop  a 
"tolerance"  to  these  side-effects,  which  means 
your  body  eventually  adapts  to  the  drug  and 
its  side-effects  arc  experienced  less  intensely. 
It  usually  lakes  weeks,  sometimes  months,  for 
such  tolerance  to  develop). 

1.  Sedation.  You  feel  tired,  drowsy,  it's 
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hard  to  keep  your  eyes  open;  you're  "blahed- 
out"  in  lethargy. 

2.  Dry  mouth  and  throat.  This  usually 
leads  to  problems  in  talking,  swallowing,  and 
kissing  ( if  you  can  get  that  far).  This  may 
cause  you  to  choke  on  food  at  the  dinner  table. 

3.  Blurred  vision.  Especially  when  you 
try  to  focus  on  objects  that  are  close,  like  a 
newspaper,  or  this  book. 

4.  Constipation.  Seems  like  every  part 
of  you  is  slow! 

5.  Weight  gain.  Fat  head,  fat  body.  No 
one  knows  why  this  happens — slow  metabol- 
ism? The  gain  is  usually  ten  to  twenty  pounds. 

6.  Listlessness.  apathy,  depression. 
With  these  it's  hard  to  know  what's  caused  by 
the  drugs,  what's  caused  by  the  people  giving 
the  drugs  and  the  environment,  and  what's 
your  own  responsibility. 

7.  Dizziness/fainting  upon  standing. 
This  is  called  "orthostatic  hypotension"  in 
medical  jargon  and  is  caused  by  the  anti- 
psychotic drug's  interference  with  your  body's 
normal  blood-pressure  control  system.  To 
protect  yourself  once  you  notice  this  happen- 
ing, you  should  start  to  stand  up  slowly  if  you 
have  been  sitting  or  sleeping,  and  make  sure 
that  as  you  stand  up  there  is  someone  or 
something  next  to  you  that  you  can  use  for 
support  if  you  start  to  feel  dizzy.  This  can  be 

a  really  frightening  experience  and  is  even 
more  of  a  mind-fuck  if  you  don't  know  what's 
happening  and  why.  It's  most  likely  to  happen 
during  the  first  few  weeks  on  these  drugs,  as  if 
that's  a  consolation.  In  older  people  with  . 
heart  disease  this  is  particularly  serious. 

8.  Nausea.  How  unpleasant! 

9.  Vomiting.  Even  more  pleasant! 

10.  "Loss"  of  sexuality.  Inability  to  have 
an  erection,  ejaculation,  or  orgasm  (especi- 
ally with  Mellaril)  and  a  loss  of  sexual  desire. 
This  happens  to  men  and  women. 

1 1 .  Nasal  congestion.  Stuffed  nose! 

12.  Changes  in  Electroencephalogram 
(E.E.G.,  brainwave  tracing).  Obvious 
changes  occur,  which  reflect  changes  in  con- 
sciousness produced  by  these  drugs.  These 


changes  last  up  to  three  months  after  the 
drugs  are  stopped.  This  is  in  part  explained 
by  the  slow  rate  at  which  the  body  decom- 
poses these  drugs:  accumulations  of  these 
drugs  remain  in  various  parts  of  the  body, 
especially  fat.  after  stopping.  The  changes  in 
consciousness  reflected  in  the  E.E.G.  occur 
in  everyone  taking  these  anti-madness  drugs. 

The  uncommon,  non-muscular  side- 
effects  of  anti-psychotic  drugs  are: 

1.  Skin  reactions:  (a)  An  allergic  type 
of  sunburn  when  skin  is  exposed  to  the  sun.  If 
this  happens  (usually  with  high  doses),  all 
you  can  do  is  avoid  the  sun.  clothe  all  exposed 
skin,  use  a  special  cream  to  block  your  skin 
from  the  sun,  or  stop  taking  the  drug.  ( b) 
Skin  rash  of  an  allergic  nature,  (c)  Blue-grey 
pigmentation  of  skin  exposed  to  sun  after 
several  years  of  drug  use. 

2.  Difficulty  urinating.  Difficulty  in 
starting  and  stopping  urination,  dribbling, 
and  at  times  painful  swollen  bladder  because 
urination  is  blocked.  This  happens  most  often 
with  older  men. 

3.  Menstrual  irregularities.  Irregular 
periods  or  a  complete  stopping  of  periods. 

4.  Secretion  of  milk  by  the  breasts.  This 
can  happen  to  men  and  women.  In  some 
people  there  is  "only"  a  swelling  of  the  breasts. 

5.  Increased  susceptibility  to  epileptic 
fits.  This  is  mainly  true  for  those  people  who 
have  a  history  of  epileptic  fits.  The  increased 
susceptibility  is  dependent  on  how  much  drug 
is  taken.  The  more  drug  you  take  the  greater 
the  chance  of  a  seizure. 

6.  Hepatitis  with  jaundice  (yellow  skin). 
An  allergic  type  of  hepatitis  (liver  disease) 
which  goes  away  if  you  stop  the  drug.  This 
occurs  during  the  second  to  fourth  week  on 
the  drug,  and  happens  especially  with  Thora- 
zine. 

7.  Eye  difficulties.  Pigment  deposits  in 
the  retina  can  occur  with  high  doses  of  Mella- 
ril after  several  years.  Opacities  or  cloudiness 
of  the  cornea  and  lens  can  occur  with  high 
doses  of  Thorazine  taken  for  years.  These  eye 
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changes  can  be  detected  by  an  eye  examina- 
tion every  year;  if  these  changes  occur  the 
drug  should  be  stopped. 

8.  Decrease  in  white  blood  cell  count 
leading  to  frequent  infections.  This  condition 
is  rare,  very  dangerous,  and  can  be  fatal  if  the 
drug  isn't  stopped  and  the  right  antibiotics 
aren't  started.  This  is  called  agranulocytosis 

( no  white  blood  cells )  and  usually  occurs 
from  the  fourth  to  tenth  week  on  the  drugs.  It 
signals  its  appearance  by  an  infection,  often  a 
sore  /strep  throat. 

9.  Changes  in  Electrocardiogram 
(E.K.G.,  heart  tracing).  These  changes  are  of 
unknown  significance,  but  obviously  are  not 
at  all  desired. 

10.  Paralysis  of  the  intestines.  Rarely  a 
person  will  stop  having  bowel  movements 
because  of  a  paralysis  of  the  intestines,  called 
"paralytic  ileus."  This  is  a  medical  emergency. 
All  anti-psychotic  drugs  should  be  stopped 
immediately  and  the  person  hospitalized. 

11.  Very  rarely,  people  taking  these 
drugs  have  died  suddenly,  without  any  evi- 
dence as  to  why  death  occurred.  It  is  impos- 
sible to  say  for  sure,  but  the  possibility  of 
heart  failure  and/or  asphyxiation  because  of 
these  drugs  remains. 

Muscular  Side-Effects  of  Anti-Psy- 
chotic Drugs     Charles  Atlas  spoke  of 
"dynamic  tension";  Wilhelm  Reich  spoke  of 
Body  Armor  ( as  do  Drs.  Lowen,  J  anov  and 
Rolf  in  their  ways) .  These  terms  refer  to  the 
way  a  person  controls  and  expresses  feelings 
through  muscular  tension.  We  all  talk  of  a 
pain  in  the  neck  and  know  what  it's  like  to 
walk,  talk,  look,  pick  our  nose,  scratch  our 
ass,  ride  a  bike,  thread  a  needle,  cat,  and  make 
love.  What  we  all  don't  know  is  what  it's  like 
to  perform  these  "normal"  activities  when  we 
are  having  a  bad  reaction  to  an  anti-psychotic 
drug,  when  painfully  or  unpainfully  our 
body's  muscular  control  system  is  so  distorted 
that  we  are  experiencing  constant  shaking  in 
our  fingers,  or  muscular  incoordination  and 
spasticity,  or  muscle  stiffness  and  rigidity,  or 


some  such  trip. 

In  other  words,  did  you  ever  try  to  park 
a  Cadillac  Eldorado  when  the  power  steering 
was  dead?  Or  climb  a  narrow  flight  of  stairs  to 
a  Chinese  restaurant  with  a  hundred-pound 
bag  of  rice  on  your  shoulders?  Or  swim  with 
all  your  clothes  on?  Or  live  in  raspberry  jcllo? 
Or  be  the  rusty  tin  man/woman  in  the  Wizard 
of  Oz  before  an  oil  and  lube  job?  Or  oops 
there  goes  my  right  arm,  or  why  doesn't  my 
hand  move,  or  oops  where  did  my  eyes  go  as 
they  get  stuck  in  an  upward  gaze  (called  ocu- 
logyric crisis  by  the  medical  establishment). 

There  arc  two  types  of  muscular  side- 
effects.  One  type  is  temporary;  the  effects 
disappear  after  the  anti-psychotic  drugs  arc 
discontinued,  or  can  be  toned  down  or 
stopped  by  the  use  of  other  drugs.  The  second 
type  of  reaction.  Tardive  Dyskinesia  (T.D.). 
is  permanent.  T.D.  will  be  discussed  in  a  later 
section. 

The  temporary  muscular  side-effects  are 
the  most  striking  and  horrifying  aspects  of 
the  anti-psychotic  drug  experience.  Three 
types  of  distortions  of  the  body's  muscle- 
control  system  occur: 

1.  Weird,  uncontrollable  and  involun- 
tary movements  of  some  part  or  all  parts  of 
the  body  (hands,  feet,  fingers,  toes,  mouth) 
with  or  without  an  inner  sensation  of  having 

a  machine  in  your  guts  that  won't  stop.  This  is 
called  Akathesia.  and,asyou  can  imagine, 
anyone  experiencing  this  looks  very  strange — 
spastic,  and  constantly  moving. 

2.  Sudden  bizarre  muscle  spasms 
(cramps),  especially  of  the  head,  neck,  or 
eyes.  These  arc  called  acute  dystonia  reac- 
tions, and  are  very  painful  and  horrifying. 
They  do  much  to  convince  a  person  of  his/her 
"illness." 

3.  A  general  increase  in  muscle  tension 
which  causes  total  body  stiffness,  rigidity,  and 
slowness  plus  shaking  (tremors)  of  the  hands, 
and  a  hunchback,  robot-like  posture.  This 
condition  is  called  Parkinsonism,  because  of 
its  similarity  to  the  naturally  occurring 
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Parkinson's  disease.  So  all  you  need  to  do  is 
act  crazy  and  you  can  get  a  chemical,  syn- 
thetic version  of  a  naturally  occurring  disease. 
Great! 

The  bizarre  muscle  spasms  (acute 
dystonic  reactions)  arc  the  most  frightening 
of  these  muscular  side-effects  and  usually 
occur  within  the  first  twenty-four  to  forty- 
eight  hours  after  the  drugs  arc  taken.  Oculo- 
gyric crisis,  where  one's  eyes  get  painfully 
stuck  in  an  upward  gaze,  is  one  example  of 
this  kind  of  reaction.  Another  is  wry  neck, 
where  the  head  and  neck  get  stuck  turned 
cither  to  the  left  or  right  as  if  the  person  were 
trying  constantly  to  kiss  the  back  of  his/her 
neck.  Often  the  tongue  and  mouth  muscles  are 
affected  so  that  speaking  is  garbled,  and  in 
some  instances  the  mouth  cannot  be  opened 
at  all.  Cramps  of  the  facial  muscles  may 
occur,  producing  strange  facial  expressions. 
At  times  the  legs  may  be  affected  making 
walking  difficult  if  not  impossible.  Less  fre- 
quently all  the  muscles  along  the  spinal 
column  go  into  spasm,  producing  an  "anti- 
foctal"  position  which  is  very  painful.  These 
reactions  seem  to  occur  more  frequently  in 
young  people,  especially  men.  It's  impossible 
to  know  who  will  have  such  a  reaction;  some 
people  arc  just  more  sensitive  to  these  drugs 
in  this  way. 

Then  there's  Akathcsia:  "A  neurosis 
characterized  by  an  inability  to  remain  in  a 
sitting  posture:  motor  restlessness  and  a  feel- 
ing of  muscular  quivering."15  Or,  as  I've  heard 


13.  Slcdmun's  Meiticnl  Dictionary,  21st  edition  (Balti- 
more: Williams  &  Wilkins.  1966),  p.  43. 


it  described,  "there's  a  machine  in  my  stomach 
that  won't  stop."  In  other  words,  you  become 
a  perpetual-motion  machine  that  never  docs 
anything  productive  except  a  very  fucked-up 
fox  trot.  This  kind  of  strange  behavior  is 
sometimes  called  "psychotic  agitation,"  and 
is  often  considered  another  indication  of  the 
true  illness  of  the  person,  whereas  in  reality  it 
is  caused  by  the  drug  being  used  to  "treat"  the 
alleged  illness.  It  may  show  up  any  time  dur- 
ing the  first  month  of  drug-taking,  and 
occasionally  later. 

Last  but  not  least  is  Parkinsonism,  the 
most  common  of  these  muscular  side-effects. 
This  is  the  "as-if-you-had-Parkinson's-disease- 
space."  Parkinson's  disease  used  to  be  called 
"paralysis  agitans"  because  of  the  semi- 
paralyzed  yet  agitated  human  being  it  created. 
This  disease  is  pitiful  because  the  person  loses 
all  the  spontaneity  and  emotionality  that 
make  humans  so  incredibly  human.  In  this 
Parkinson's  space  a  person  assumes  a  stooped, 
head-and-shouldcrs-lcaning-forward  posture 
( the  withered  old  person's  look ) .  and  all  the 
muscles  move  slowly  and  stiffly.  The  victim 
has  an  emotionless  facial  expression,  a  con- 
stant shaking  (tremulousness)  of  the  hands 
and  feet,  and  a  shuffling  stcp-and-fctch-it 
walk.  The  fingers  may  end  up  like  Humphrey 
Bogart's  in  the  Caine  Mutiny,  but  with  imag- 
inary steel  balls  (called  pin  rolling).  It's  as  if 
you  were  dipped  in  wax  and  made  into  a 
zoomorphic  candle. 

Anti-Parkinsonian  Drugs     The  drugs  to 
counter  the  "madness!"  The  question  of  how 
to  treat  the  muscular  side-effects  created  by 
the  "anti-psychotic"  drugs  is  filled  with  the 
irony  and  paradox  of  the  drugs  themselves. 
The  muscular  side-effects  will  disappear  if  the 
anti-psychotic  drugs  are  stopped.  However,  if 
a  person  has  a  muscle  spasm  ( dystonia ) ,  the 
spasm  must  be  treated  immediately  by  a  shot 
of  an  anti-Parkinsonian  drug  ( such  as  Artanc, 
Cogcntin,  or  Akineton )  even  if  the  anti- 
psychotic drug  is  stopped  because  the  reaction 
is  so  painful  and  frightening.  Anti-Parkin- 
sonian drugs  relieve  most  of  the  muscular 
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sidc-cffccts  immediately.  Akathesia  is  the 
exception;  it  is  much  more  difficult  to  treat. 

There  was  a  time  (and  perhaps  this  is 
still  true)  when  all  good  psychiatrists  in  train- 
ing were  instructed  to  guard  against  muscular 
side-effects  by  automatically  placing  all 
"patients"  on  anti-psychotic  drugs  on  an  anti- 
parkinsonian drug  as  well.  But  "only"  ten  to 
twenty  percent  of  people  taking  anti-psychotic 
drugs  have  a  reaction  severe  enough  to  require 
an  anti-Parkinsonian  drug,  and  most  of  these 
severe  reactions  occur  within  the  first  few 
days  or  weeks  of  anti-psychotic  drug  treat- 
ment. 

The  anti-Parkinsonian  drugs — the 
antidotes — have  their  own  undesirable  side- 
effects.  These  are  similar  to  the  fio/i-muscular 
sidc-cffccts  of  the  anti-psychotic  drugs:  dry 
mouth,  blurred  vision,  nausea,  constipation, 
vomiting,  dizziness,  difficulty  urinating, 
numbness  of  the  fingers,  listlessness,  depres- 
sion and  occasional  allergic  reactions  such  as 
skin  rashes.  This  is  a  real  Catch-22;  choose 
between  the  side-effects  of  the  anti-psychotic 
drug  and  those  of  the  anti-Parkinsonian.  In 
other  words,  choose  your  poison. 

There  is  no  "good"  solution  to  this  prob- 
lem. If  you  routinely  give  the  anti-Parkin- 
sonian drugs  you  subject  many  people  who 
don't  need  them  to  their  undesirable  side- 
effects.  And  if  you  don't  give  them  routinely, 
ten  to  twenty  percent  of  the  people  taking 
anti-psychotic  drugs  will  go  through  some 
very  frightening  and  painful  experiences.  To 
complicate  matters  even  further,  many  people 
have  the  muscular  reactions  even  when  they 
have  been  given  anti-Parkinsonian  drugs. 
Even  so,  at  the  very  least  pushers  of  the  anti- ' 
Parkinsonians  ought  to  bear  in  mind  that 
most  of  the  muscle  reactions,  particularly  the 
most  horrible,  take  place  within  the  first  forty 
days  of  anti-psychotic  drug  taking,  so  very 
few  people  need  to  take  an  anti-Parkinsonian 
drug  after  that  time.  But  I've  seen  people  who 
had  been  taking  anti-Parkinsonian  drugs  for 
years  because  the  prescribing  doctors  had 
been  careless,  neglectful,  and/or  rigid  and 
over-conservative  drug  pushers. 


Tardive  Dyskinesia,  or  What  Happened 
to  My  Brain?     The  second  type  of  muscular 
side-effect  is  a  permanent  condition  called 
Tardive  Dyskinesia  (T.D.)  It  occurs  after  a 
person  has  been  taking  an  anti-psychotic  drug 
for  several  years,  although  no  one  knows 
exactly  how  long  it  takes  to  occur,  since  every 
individual  reacts  differently  to  drugs. 

Tardive  Dyskinsia  was  first  "discovered" 
in  elderly  people  in  the  back  wards  of  state 
hospitals.  This  is  what  it  docs  to  people: 


". . .  twenty  to  twenty-five  percent  of 
people  who  have  been  given  anti-psychotic 
drugs  become  afflicted  with  Tardive 

Dyskenisia." 

Tardive  Dyskinesia  is  a  central  nervous 
system  disorder,  perhaps  with  irreversible 
effects.  Its  manifestations  include  involuntary 
movements  especially  affecting  the  lips  and 
tongue,  hands  and  fingers,  and  body  posture. 
Consequently,  speech  may  be  seriously 
affected,  the  face  may  become  distorted  and 
subject  to  uncontrolled  expressions,  and  sus- 
tained normal  posture  may  become  impossible 
. . .  the  dysfunction  is  twofold:  neurological 
and  interpersonal." 

Tardive  Dyskinesia  consists  of  slow 
rhythmical  movements  in  the  region  of  the 
mouth  with  protrusions  of  the  tongue,  smack- 
ing of  the  lips,  blowing  of  the  cheeks  and  side- 
to-side  movements  of  the  chin  as  well  as  other 
bizarre  muscular  activity.  If  any  of  these 
muscle  problems  start,  all  anti-psychotic  drugs 
should  be  stopped,  immediately." 
The  condition  lasts  even  after  the  victim  is 
taken  off  the  anti-psychotic  drug.  Equally 
horrifying  is  the  rate  of  occurrence.  Henry 
Lennard,  a  medical  sociologist,  has  docu- 
mented and  described  the  abuse  of  so-called 


14.  Lennard  and  Bernslein,  p.  28. 

1 5.  George  Crane.  "Clinical  Psychopharm.-icolopy  in  ill 
20th  Year."  Science,  vol.  181.  no.  4095  (July  13,  1973). 

p.  127. 
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tranquilizers  by  the  psychiatric  system.  He 
reports  that  twenty  to  twenty-five  percent  of 
people  who  have  been  given  anti-psychotic 
drugs  become  alllictcd  with  Tardive  Dyski- 
nesia. European  investigators  report  a  five  to 
twenty  percent  incidence  rate  of  T.D.  among 
users.  Lcnnard  estimates  that  anyone  taking 
anti-psychotic  drugs  (for  example  Thorazine) 
at  a  daily  dose  of  300  milligrams — a  moderate 
dose — for  over  two  years  may  develop  T.D. 
Thus  a  person  who  takes  these  drugs  at  mod- 
erate to  high  doses  (no  one  knows  for  sure 
about  low  doses)  for  several  years  plays  a 
version  of  Russian  roulette.  The  psychiatrist 
or  other  pill-pusher  never  has  the  gun  pointed 
at  his/her  own  head,  but  merely  loads  it  and 
gives  it  to  you.  Wanna  take  a  chance? 

A  side-note  about  T.D.  is  that  it  was  first 
recognized  in  the  early  sixties,  but  psychiatric 
power  potentates/drug  dictators  ignored  it  for 
as  long  as  they  could.  Not  until  1 972,  when 
legal  action  was  taken  against  drug  companies 
on  behalf  of  a  "patient"  with  T.D.  did  the 
system  publicly  admit  to  the  existence  of  the 
condition.  Even  now  the  psychiatric  system 
wears  its  drug-covered  glasses,  and  many 
psychiatric  prisoners  continue  to  face  the  risk 
of  T.D.  because  psychiatrists  refuse  to  take 
the  necessary  steps  to  prevent  it.  It  doesn't 
lake  a  genius  to  guard  against  T.D. :  ( 1 )  slop 
giving  anti-psychotic  drugs  temporarily  for 
several  months— that  is,  prescribe  a  "vaca- 
tion" from  the  drugs;  or  (2)  lower  the  dosage 
of  the  drug;  or  ( 3 )  permanently  discontinue 
anti-psychotic  drugs.  Certainly  a  relapse  into 
humanness  is  safer  than  the  risk  of  permanent 
brain  damage. 

Drug  companies  have  been  very  resistant 
to  even  accepting  the  term  Tardive  Dyski- 
nesia, let  alone  using  it  in  the  brochures 
describing  their  drugs  .Acknowledging  the 
danger  of  T.D.  inherent  in  the  drugs  wouldn't 
do  much  for  sales!  And  the  F.D.A.,  a  govern- 
mental agency  whose  sole  function  is  sup- 
posedly to  protect  consumers,  has  taken  a 
dangerously  long  time  in  doing  something 
effective  to  warn  physicians  about  this  condi- 
tion. The  F.D.A.  has  also  shown  a  reluctance 


to  force  the  drug  companies  to  openly  accept 
responsibility  for  the  fact  that  T.D.  is  caused 
by  their  drugs,  and  to  warn  consumers  about 
it  in  drug  ads,  brochures,  the  P.D.R.'6  and 
other  drug  information  sources. 

In  April  of  1 973  a  special  editorial 
finally  appeared  in  Archives  of  General 
Psychiatry,  which  spilled  the  beans  so  to 
speak  and  laid  out  the  present  psychiatric 
party  line  about  Tardive  Dyskinesia.  Note 
that  this  article  appeared  almost  fifteen  years 
after  T.D.  was  first  recognized,  and  six  to 
eight  years  after  it  became  obvious  what  T.D. 
was  all  about.  It's  about  time  that  all  the 
truth  came  out.  about  this  very  serious  result 
of  anti-psychotic  drug  use. 

Tardive  Dyskinesia  has  some  unusual 
characteristics,  and  a  controversy  has  arisen 
as  to  how  to  deal  with  this  "syndrome"  once 
it  appears.  As  I  said,  it  usually  takes  several 
years  for  T.D.  to  appear,  and  it  often  appears 
after  the  drugs  arc  stopped.  At  this  point,  one 
is  faced  with  the  choice  between  ( 1 )  not 


16.  I'.D.R.  is  Ihc  Physicians  Desk  Reference.  This  is  ihe 
bible  used  by  Ml  physicians  in  prcscribinp  drups.  The  I'.D.R. 
is  manufactured  wilh  drup-company  money,  ihus  insuring 
biased  information  as  the  basis  for  drup  prescribing  by 
physicians. 
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giving  any  more  such  drugs,  and  accepting  the 
fact  thai  permanent  brain  damage  has  been 
created  for  which  there  is  presently  no  treat- 
ment, or  (2)  putting  the  person  back  on  these 
drugs,  which  may  reduce  the  intensity  of  T.D., 
but  which  will  probably  also  create  more 
brain  damage.  It's  a  fine  kettle  of  fish,  and  to 
me  the  obvious  answer  is  to  not  use  these 
damaging  dfugs  in  the  first  place  and  to 
develop  human  alternatives  to  drugs.  At  the 
very  least  stop  all  such  drugs  if  there  is  any 
question  about  the  possibility  of  T.D. 

Stopping  the  drugs  is  in  itself  a  test  for 
T.D.,  because  quite  often  the  symptoms  of 
T.D.  get  worse  after  the  drugs  are  stopped.  It 
is  important  to  note  that  if  the  dosage  of  the 
drugs  is  increased,  existing  T.D.  may  be 
masked;  the  increased  dosage  can  reduce  the 
intensity  of  T.D.  symptoms  or  make  them 
disappear  altogether.  This  is  very  dangerous 
because  by  increasing  the  dose  you  arc  creat- 
ing more  brain  damage  even  though  it  will  not 
show  up  until  sometime  in  the  future  (months, 
or  even  years). 

There  arc  several  different  reasons — 
psychological,  neurological,  and  pharma- 
cological, why  a  person  might  develop  some 
abnormal  muscle  movement.  But  if  a  person 
on  anti-psychotic  drugs  starts  to  experience 
abnormal  mouth  or  eye  movements,  facial 
tics,  chewing  movements,  sucking  movements, 
rocking  or  swaying  movements  of  the  body, 
restless  movements  of  the  arms  or  legs,  fine 
uncontrolled  movements  of  the  tongue,  then 
it  is  urgent  that  the  possibility  of  Tardive 
Dyskinesia  be  checked  out. 

Psychiatrists  arc  still  in  the  dark  about 
just  what  it  takes  to  cause  T.D.  But  remember, 
it's  not  their  brains  that  get  damaged,  it's 
yours  if  you  choose  to  take  such  drugs  and 
risk  T.D.  A  word  to  the  wise  is  sufficient. 

In  the  End 

Quite  often  people  taking  anti-psychotic 
drugs  don't  realize  that  the  side-cfTccts  arc 
caused  by  the  drugs.  They  think  that  the 
unusual  things  happening  to  their  bodies  arc 
just  part  of  their  crazincss.  The  reluctance  of 


psychiatrists  to  freely  volunteer  information 
and  most  people's  lack  of  initiative  in  tracking 
down  this  information  for  themselves  arc 
both  to  blame.  If  you  are  on  anti-psychotic 
drugs  and  your  body  isn't  working  or  feeling 
right,  ask  questions,  describe  what's  happen- 
ing and  find  out  if  it's  you  or  the  drug.  And 
consider  stopping  the  drug  altogether. 

Some  psychiatrists  go  so  far  as  to  say 
that  it's  good  for  a  person  to  experience  some 
of  these  side-cfi'ects  (other  than  T.D.),  be- 
cause they  convince  the  "patient"  that  the 
drugs  arc  powerful  and  "working"  to  control 
his/her  crazincss.  I  believe  it's  a  source  of 
confusion  and  distress  for  one's  body  not  to 
work  right.  It's  something  to  be  avoided,  not 
created. 

The  medical  rationale  is  that  unpleas- 
ant side-effects  arc  a  small  price  to  pay  for 
chemical  mind-  and  behavior-control.  I  think 
it's  up  to  the  individual  into  whose  body  the 
drug  is  going  to  decide  that,  not  the  person 
giving  the  drug.  If  you  have  decided  to  take 
anti-psychotic  drugs  and  are  experiencing 
unpleasant  sidc-cffccis.  then  reevaluate  your 
decision.  If  it  was  someone  else's  decision, 
make  your  own.  You  can  decide  to  discon- 
tinue the  drug.  If  you  decide  to  remain  on  the 
drug,  be  aware  that  you  can  ( 1 )  request  and/ 
or  demand  a  lower  dosage;  (2)  request  an 
cvery-othcr-day  schedule;  (3)  request  a  drug- 
free  period  (a  drug  holiday)  of  weeks  or 
months;  (4)  request  another  drug  (though 
you  may  merely  end  up  with  other  side 
effects). 

Remember,  "drugs  arc  prescribed  to 
solve  all  types  of  management  problems,  and 
failure  to  achieve  the  desired  results  causes 
an  escalation  of  dosage,  changes  of  drugs,  and 
poly-pharmacy  (use  of  many  drugs)."  Drugs 
arc  tools,  and  whether  or  not  psychiatrists 
help  or  hurt  a  person  with  these  tools  is  up  to 
each  individual  doing  the  prescribing  and 
each  individual  receiving  the  drug.  But  the 
"tool  or  be  tooled"  problem  is  subtle.  It  is 
important  that  you  understand  the  medical 


17.  Crane,  p.  125. 
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rationale  of  drug-giving  as  you  read  this 
article  so  that  you  will  recognize  the  logic 
before  (or  the  next  time)  you  become  victim- 
ized by  it.  In  brief,  this  is  how  the  cycle — 
like  a  dog  chasing  its  tail  or  a  snake  cnling 
itself  inside  out — almost  invariably  works: 

A  person  experiencing  "psychosis"/ 
"madness"  is  labeled  "untouchable"  and 
"sick"  and  is  placed  on  anti-psychotic  drugs 
which  can  produce  mental  and  physical 
changes  in  the  individual  which  themselves 
are  labeled  untouchable  and  sick  which  pro- 
moles  "crazy"/"psycholie"  interactions 
between  the  labeled  and  the  labclers  which 
promotes  more  anti-psychotic  drugs  which 
causes  more  labeling  which  promotes 
continual  behavior  that  can  be  labeled 
"psycholic"/"mad"/"erazy"/"anli-social" 
which  reinforces  the  need  (a  created  need) 
for  anti-psychotic  drugs  which  creates  more 
"crazy"/"psycholic"  behavior  which  rein- 
forces the  untouchable  label  which  promotes 
even  more  "crazy  "/"psychotic"  interactions 
...  ad  nausaum. 

Too  light  to  walk. 

Too  tight  to  talk. 

My  muscles  seem  lost, 

My  mind' sail  a  balk. 

In  the  end  . . .  it's  up  to  you. 
Replace  pills  with  people. 

[Appendix] 

For  Schizophrenic  Patients,  a  Way  Out . . , 
Controlled  Drug  Delivery. 

Prolixin  is  the  1 984  mind-control  drug. 
It  is  an  anti-psychotic  mind-crusher  that  is 
given  as  an  injection  once  every  two  lo  three 
weeks.  Once  the  injection  is  given  the  person 
getting  this  mental  glue  has  absolutely  no  way 
of  doing  anything  about  this  drug;  there  is  no 
way  of  controlling  the  strength  of  the  drug 
once  the  shot  is  given.  Think  about  this: 
After  an  injection  of  Prolixin,  the  next  two 
weeks  of  your  life  will  be  controlled  by  other 
people  (psychiatrists,  conservators,  nurses, 
psychiatric  technicians,  etc.)  by  means  of 


"Today  Prolixin  injections  arc  being  ever 
more  widely  used.  This  drug  solves  the 
problem  of  getting  psychiatric  patients/ 
prisoners  to  take  their  pills." 


a  drug  which  has  been  deposited  in  your  ass 
and  which  will  slowly  seep  into  your  blood 
system  from  your  ass-muscle  day  . . .  after  day, 
after  day 

The  pictures  in  Prolixin  ads  arc  designed 
to  totally  invalidate  and  put  down  any 
"paticnlV'/person's  independent  thinking  or 
independent  action  in  ending  a  dependency 
on  drugs.  ( Most  Americans  say  they  are 
opposed  to  drug  dependency. )  They  sup- 
posedly portray  the  four  common  reasons  for 
rcadmission  to  mental  hospitals.  Of  course, 
these  arc  empty  advertising  lies. 

Within  the  system  a  person's  decision  to 
stop  taking  dangerous  drugs  is  seen  as  a 
problem.  Such  a  person  is  considered  misled 
or  weakened.  A  person  who  decides  to  stop 
taking  drugs  that  produce  strong  negative 
bodily  reactions,  including  permanent  brain 
damage  called  Tardive  Dyskinesia,  is  con- 
sidered "mentally  unhealthy." 

Today  Prolixin  injections  arc  being  ever 
more  widely  used.  This  drug  solves  the 
problem  of  getting  psychiatric  patients/ 
prisoners  to  take  their  pills,  it's  easy  to  give, 
saves  times,  and  insures  complete  control. 
More  and  more  community  mental-health 
centers  arc  starting  Prolixin  clinics.  Squibb  is 
making  a  fortune  off  this  drug  and  recently 
introduced  a  new  version  of  it  because  their 
patents  ran  out  on  the  old  form.  They  know 
they  have  got  a  money  winner  and  want  to 
get  all  they  can  from  it.  Prolixin  is  the  1 984 
mind-control  tool,  here  today!  (gone  tomor- 
row, I  hope!). 
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Mr.  Hudson.  One  thing  we  do  is  talk  to  a  lot  of  people  who  have  been 
locked  up  and  victimized,  and  collect  their  testimony  and  disseminate 
this  information  to  the  people  in  different  ways.  And  here  I  have  ap- 
proximately, I  believe  about  30  statements  of  people,  which  is  very 
powerful,  as  well  as  some  other  literature. 

We  publish  a  lot  of  literature,  as  I  mentioned,  the  Madness  Network 
News.  We  speak  anywhere  and  everywhere  that  we  can,  including  in- 
side psychiatric  institutions  and  halfway  houses,  on  radio  and  TV. 
We  conduct  demonstrations  now  and  then.  And  through  a  closely 
related  organization,  we  work  on  legislation  in  Sacramento,  though 
that  is  the  NAPA  Legal  Action  Committee,  and  not  NAPA. 

Senator  Bayh.  Thank  you  very  much.  We  appreciate  your  state- 
ments of  your  experiences.  We  would  appreciate,  frankly,  any  other 
examples  of  this  kind  of  abuse  that  you  might  find  from  pursuing  this 
particular  mission  that  you  are  now  on.  If  you  would  call  them  to 
our  attention,  we  would  appreciate  it. 

Mr.  Hudson.  I  will  be  sure  to  do  that. 

Senator  Bayh.  Ms.  Chamberlin,  we  appreciate  your  being  with  us 
this  morning. 

STATEMENT  OF  JUDI  CHAMBERLIN,  BELLINGHAM,  WASH. 

Ms.  Chamberlin.  Thank  you. 

My  name  is  J'tidi  Chamberlin.  I  am  an  ex-mental  patient,  and  I  am 
a  long  time  activist  in  the  mental  patients  liberation  movement. 

Mental  patients  are  an  oppressed  group,  who  are  powerless.  We  are 
alone,  and  we  are  discredited,  because  we  have  been  defined  as  mentally 
ill,  and  therefore,  anything  can  be  done  to  us  in  the  name  of  treatment. 

Our  individual  protests  are  used  by  our  psychiatrists- jailers  as 
justifications  for  further  so-called  treatment.  It  is  only  through  col- 
lective protest,  through  the  mental  patients  liberation  movement,  that 
we  are  bringing  to  public  awareness  the  abuses  that  go  on  in  the  name 
of  mental  health. 

My  own  personal  experiences  with  psychiatric  drugs  involved  Tho- 
razine, Stelazine,  Mellaril,  Elavil,  Cogentin,  Doriden,  and  Chloral 
Hydrate.  I  would  like  to  focus  on  the  experiences  I  had  with  Thora- 
zine, because  that  was  the  drug  I  took  the  most  of,  and  it  is  also  the 
most  commonly  used  psychiatric  drug. 

I  was  first  administered  Thorazine,  in  conjunction  with  Stelazine, 
on  an  outpatient  basis,  before  I  had  ever  been  hospitalized.  The  only 
information  I  was  given  was  the  name  of  the  drug.  I  was  not  told 
the  possible  side  effects  or  dangers,  or  asked  whether  I  wished  to  take 
the  risks  involved.  I  was,  at  that  time,  a  private  patient  of  a  psy- 
chiatrist, and  this  supposedly  is  the  situation  in  which  one  is  least 
subject  to  abuse.  I  was  not,  at  that  time,  institutionalized.  I  was  seeing 
this  psychiatrist  privately.  I  was  paying  for  him. 

He  was  expensive.  He  had  an  office  in  the  fancy  part  of  town,  and 
that  is  when  I  started  taking  Thorazine. 

Later  on,  when  I  was  hospitalized,  I  was  given  Thorazine  and 
Stelazine  again,  with  the  same  lack  of  information  as  to  possible  side 
effects.  When  I  was  initially  given  Thorazine  I  received  no  medical  ex- 
amination. In  the  hospital,  I  was  given  a  cursory  physical  examination. 

What  I  would  like  to  do  is  quote  some  of  the  information  listed 
under  the  side  effects  for  Thorazine  in  the  PDR,  the  Physicians'  Desk 
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Reference,  which  is  a  book  that  lists  all  of  the  drugs  manufactured  in 
the  United  States,  and  this  is  the  information  that  the  drug  companies 
themselves  put  out  about  the  drugs  that  they  give,  so  they  put  it  in 
the  most  favorable  light.  And  the  section  on  Thorazine  runs  for  about 
two  pages,  three  columns  on  a  page,  very  fine  print,  and  it  is  mostly 
various  side  effects. 

SIDE    EFFECTS    CITED    AS    "UNCOOPERATIVE    BEHAVIOR" 

I  would  like  to  describe  some  of  the  side  effects  as  I  actually  felt 
them.  According  to  the  PDR,  drowsiness,  usually  mild  to  moderate, 
may  occur.  My  experience  was  that  it  did  occur  with  such  intensity 
that  I  began  to  take  a  daily  midday  nap.  Despite  the  fact  that  this 
drowsiness  was  a  drug  side  effect,  I  was  forbidden  to  take  naps  by  the 
hospital  personnel.  Later,  the  fact  that  I  took  naps  rather  than  re- 
maining in  the  dayroom  was  cited  as  an  example  of  my  uncooperative 
behavior. 

Senator  Bayh.  How  did  they  treat  you?  What  did  they  do  to  you 
to  keep  you  from  taking  naps  ?  . 

Ms.  Chamberlin.  They  would  come  in  and  tell  me  to  go  sit  in  the 
dayroom. 

Senator  Bayh.  Let  me  understand  this.  The  normal  reaction  to  tak- 
ing this  drug  is  to  take  a  nap  ? 

Ms.  Chamberlin.  It  is  to  get  drowsy. 

Senator  Bayh.  To  become  drowsy,  all  right.  They  gave  it  to  you 
and  then  took  steps  to  keep  you  from  taking  a  nap ;  but,  then  wrote 
in  your  record  that  the  refusal  to  take  a  nap  was 

Ms.  Chamberlin.  That  my  wanting  to  take  naps  was  showing  I  was 
uncooperative,  because  supposedly  being  in  the  dayroom  would  be 
therapeutic.  The  dayroom  is  where  you  sit  around  and  watch  TV,  and 
things  like  that. 

Senator  Bayh.  Thank  you. 

Ms.  Chamberlin.  This  thing  about  uncooperative  behavior  came 
up  when  I  went  back  to  the  hospital  and  asked  to  be  readmitted.  And 
when  Janet  was  saying  about  how  they  managed  to  make  you  feel 
dependent  on  them,  that  you  have  all  of  these  very  devastating  effects, 
and  yet  you  feel  you  need  more  of  this  kind  of  treatment— it  was  not 
until  later  on,  when  my  mind  got  clearer  about  what  had  been  going 
on  that  I  stopped  thinking  that  way,  but  at  this  time,  I  went  back  to 
the  hospital,  and  I  said,  I  want  to  come  back,  and  they  said  they  could 
not  have  me  back.  And  one  of  the  things  they  said  was,  while  you 
were  here,  you  were  very  uncooperative,  And  I  had  thought  I  had  been 
extremely  cooperative.  This  really  surprised  me.  And  they  did  not 
take  me  back. 

This  was  in  a  psychiatric  ward  of  a  general  hospital.  They  did  not 
take  me  back.  But* they  said  I  was  too  sick  to  go  home,  so  they  sent 
me  to  Bellevue,  which  is  a  public  hospital  in  New  York  City.  Alto- 
gether, I  was  in  six  hospitals,  public  and  private.  ... 

Then  the  PDR  goes  on  to  say  about  drowsiness  that  if  it  is  trouble- 
some, lower  the  dosage  or  administer  small  amounts  of  dextroampheta- 
mine, and,  of  course,  the  brand  name  of  dextroamphetamine  is  Dexa- 
drine.  It  is  kind  of  speed,  so  they  give  you  Thorazine,  which  slows  you 
down,  and  they  give  you  something  else  to  speed  you  up.  And  ot 
course,  Dexadrine  is  addictive,  and  it  has  many  side  effects,  itseli. 
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DRUG   SIDE  EFFECTS   LEARNED  FROM   PATIENTS 

Then  the  PDR  lists,  under  central  nervous  system  effects,  neuro- 
muscular, or  extrapyramidal  reactions,  closely  resembling  Parkin- 
sonism and  motor  restlessness.  When  I  began  to  find  myself  trembling 
uncontrollably — not  knowing  it  was  a  drug  reaction— I  became  very 
frightened.  It  was  from  other  patients  that  I  learned  this  was  a  drug 
side  effect.  This  was  a  common  way  of  gaining  useful  information 
that  was  not  given  by  staff  members. 

The  use  of  Cogentin  to  control  the  tremor  brings  its  own  set  of 
side  effects,  including,  and  this  is  a  quote  from  the  PDR  listing  of 
Cogentin,  "intensification  of  mental  symptoms,  mental  confusion  and 
excitement,  visual  hallucinations,  and  dry  mouth."  The  PDR  states 
that  psychotic  symptoms  and  catatonic-like  states  can  be  caused  by 
Thorazine.  Since  the  drug  is  being  administered  supposedly  to  con- 
trol these  conditions,  a  vicious  circle  is  created. 

My  frequent  attempts  to  convince  my  doctors  that  while  taking 
Thorazine,  I  felt,  in  addition  to  my  original  depression,  intense  fear 
and  anxiety,  was  met  by  only  one  response,  increased  dosages  of  Thora- 
zine. During  the  periods  when  I  was  not  taking  Thorazine,  the  fear 
and  anxiety  decreased.  Since  I  took  the  drug  on  different  occasions 
several  months  apart,  it  became  clear  to  me,  although  I  was  unable 
to  convince  anyone  else,  that  these  feelings  were  drug  related.  The 
anxiety,  jitterness,  and  fear,  in  addition  to  all  of  the  other  drug- 
related  and  nondrug-related  sensations  that  I  was  experiencing  at  that 
period  in  my  life,  made  it  impossible  for  me  to  do  anything  to  im- 
prove my  life  situation. 

My  attempts  to  do  something  positive  for  my  life  did  not  happen 
until  a  year  later,  when  I  was  not  taking  any  drugs,  and  when  I 
was  voluntarily  seeing  a  nonmedical  therapist,  who  was  a  psychologist. 
And  we  did  not  use  any  drugs,  and  my  head  was  a  lot  clearer,  and  I 
began  to  be  able  to  make  some  decisions  relating  to  what  I  wanted 
to  do  with  my  life. 

During  the  period  that  I  was  hospitalized,  all  of  my  behavior  was 
attributed  by  staff  to  my  illness.  Since  I  was  then  in  a  highly  vul- 
nerable emotional  state,  I  half  believed  that  perhaps  I  was  as  crazy 
as  I  was  continually  being  told  I  was.  The  lack  of  information  as  to 
drug  side  effects  contributed  to  this  feeling,  since  I  was  discovering 
that  my  body  was  less  and  less  under  my  voluntary  control.  The  re- 
petitive pacing  which  I  found  myself  doing  and  saw  so  many  other 
people  doing  made  me  feel  at  least  some  of  the  time  that  we  all  be- 
longed in  a  mental  hospital. 

Thorazine's  side  effects  made  us  look  just  like  the  stereotypes  of 
mental  patients.  Now,  with  the  advantage  of  having  full  information 
about  drug  side  effects,  I  can  appreciate  that  manv  of  the  things  that 
I  experienced  were  caused  by  the  drugs  that  I  was  being  given,  as 
well  as  the  environment  of  the  mental  hospital. 

Mental  hospitals  are  very  frightening  and  boring  places,  and  when 
you  are  in  a  place  where  there  is  nothing  much  to  do,  I  think  anyone 
would  react  pretty  much  the  same  way.  That  is  used  to  convince  both 
you  and  other  people  that  you  are  nuts,  because  vou  are  doin<x  all  the 
things  that  people  think  of  nutty  people  doin.q:,  like  pacing  the  floors. 
And  if  you  are  locked  up  in  a  little  room,  I  think  most  people  would 
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react  to  it  by  pounding  on  the  door,  and  of  course,  that  is  also  con- 
sidered a  good  reason  why  you  are  locked  up  in  the  little  room.  This 
happens  pretty  often  to  people  in  mental  hospitals.  If  you  object  to 
something  that  is  being  clone,  if  you  do  not  want  to  take  your  medica- 
tion, or  you  have  had  an  argument  with  somebody,  they  take  you  and 
lock  you  in  a  little  bare  room,  and  I  think  that  the  normal  reaction  to 
being  locked  in  a  bare  room  is  to  ask  to  get  out  of  it. 


PREPARED    STATEMENT   OF   JUDI   CHAMBERLIX 

I  was  first  administered  Thorazine  (in  conjunction  with  Stelazine)  on  an 
out-patient  basis,  before  I  had  ever  been  hospitalized.  The  only  information  I 
was  given  was  the  name  of  the  drug ;  I  was  not  told  of  possible  side  effects  or 
dangers,  or  asked  whether  I  wished  to  take  the  risks  involved.  I  was  at  that 
time  the  private  patient  of  a  psychiatrist  (supposedly  the  situation  in  which 
one  is  least  subject  to  abuse).  Later,  when  I  was  hospitalized,  I  was  given 
Thorazine  (and  Stelazine)  again,  with  the  same  lack  of  information  as  to 
possible  side  effects.  When  I  was  initially  given  Thorazine,  I  received  no  medical 
examination;  in  the  hospital,  I  was  given  a  cursory  physical  exam.  I  would 
like  to  quote  some  of  the  information  listed  in  the  Physician's  Desk  Reference 
(PDR)  for  Thorazine,  and  describe  how  some  of  the  listed  side  effects  actu- 
ally felt. 

According  to  the  PDR,  "drowsiness,  usually  mild  to  moderate,  may  occur." 
My  experience  was  that  it  did  occur,  with  such  intensity  that  I  began  to  take  a 
daily  mid-day  nap.  Despite  the  fact  that  this  dowsiness  was  a  drug  side  effect, 
I  was  forbidden  to  take  naps  by  the  hospital  personnel.  Later,  the  fact  that  I 
took  naps  rather  than  remaining  in  the  day  room  was  cited  as  an  example  of 
my  "uncooperative  behavior."  The  PDR  continues  to  say  that  if  drowsiness 
"is  troublesome,  lower  dosage  or  administer  small  amounts  of  dextroamphet- 
amine." This  is  of  course.  Dexedrine.  an  addictive  drug  with  a  long  list  of  side 
effects  of  its  own. 

Under  CNS  (central  nervous  system)  effects,  the  PDR  goes  oh  to  discuss 
"neuromuscular  (extrapyramidal)  reactions,  closely  resembling  parkinsonism, 
and  motor  restlessness  .  .  ."  When  I  began  to  find  myself  trembling  uncontrol- 
lably, not  knowing  that  it  was  a  drug  reaction,  I  became  very  frightened.  It  was 
from  other  patients  that  I  learned  that,  this  was  a  drug  side  effect.  (This  was  a 
common  way  of  gaining  useful  information  that  was  not  given  by  staff  mem- 
bers. )  The  use  of  Cogentin  to  control  the  tremor  brings  its  own  set  of  side  effects 
(including  "intensification  of  mental  symptoms,  mental  confusion  and  excite- 
ment, visual  hallucinations,  and  dry  mouth"  according  to  the  PDR  listing). 

The  PDR  states  that  "psychotic  symptoms  and  catatonic-like  states"  can  be 
caused  by  Thorazine.  Since  the  drug  is  being  administered  supposedly  to  control 
these  conditions,  a  vicious  circle  is  created.  My  frequent  attempts  to  convince 
my  doctors  that,  while  taking  Thorazine,  I  felt,  in  addition  to  my  original 
depression,  intense  fear  and  anxiety,  was  met  by  only  one  response — increased 
doses  of  Thorazine.  During  the  periods  when  I  was  not  taking  Thorazine,  the 
fear  and  anxiety  decreased.  Since  I  took  the  drug  on  different  occasions  several 
months  apart,  it  became  clear  to  me  (although  I  was  unable  to  convince  anyone 
else)  that  these  feelings  were  drug  related.  The  anxiety,  jitteriness.  and  fear — 
in  addition  to  all  the  other  drug-related  and  non-drug-related  sensations  I  was 
experiencing  at  that  period  of  my  life — made  it  impossible  for  me  to  make  any 
attempts  to  improve  my  life  situation.  I  could  not  do  this  until  a  year  later, 
when  I  was  not  taking  any  drugs,  and  had  the  support  of  a  non-medical  thera- 
pist, a  psychologist. 

During  the  period  I  was  hospitalized,  all  of  my  behavior  was  attributed  by 
staff  to  my  "illness."  Since  I  was  then  in  a  highly  vulnerable  emotional  state, 
I  half-believed  that  perhaps  I  was  as  "crazy"  as  I  was  constantly  being  told  I 
was.  The  lack  of  information  as  to  drug  side  effects  contributed  to  this  feeling, 
since  I  was  discovering  that  my  body  was  less  and  less  under  my  voluntary 
control.  The  repetitive  pacing  which  I  found  myself  doing  and  saw  so  many  other 
people  doing  made  me  feel  (at  least  sometimes)  that  we  all  belonged  in  a  mental 
hospital.  Thorazine  side  effects  made  up  look  just  like  the  stereotype  of  mental 
patients.  Now,  with  the  advantage  of  having  full  information  about  drug  side 
effects,  I  can  appreciate  that  many  of  the  things  I  experienced  were  caused  by 
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the  drugs  I  was  being  given,  as  well  as  the  environment  of  the  mental  hospital 
itself. 

"Allergic  reactions  of  a  mild  urticarial  type  or  photosensitivity  are  seen." 
What  this  means  in  practice  is  that  on  summer  days,  when  there  was  an  oppor- 
tunity to  leave  the  ward  and  sit  in  the  warm  sunshine,  many  of  us  had  to  remain 
indoors.  I  discovered  this  side  effect  after  a  day  in  the  sunshine,  when  my  skin 
started  to  itch  painfully.  I  was  not  warned  in  advance  that  this  would  happen, 
but  left  to  discover  it  painfully  for  myself.  Nursing  personnel  are  forwarned  of 
allergic  skin  reaction  which  they  may  experience ;  the  PDR  states  "contact 
dermatitis  has  been  reported  .  .  .  ,  accordingly,  the  use  of  rubber  gloves  when 
administering  'Thorazine'  liquid  or  injectable  is  recommended." 

Thorazine  liquid  concentrate,  one  of  the  dosage  forms  in  which  Thorazine  is 
available,  not  only  causes  contact  dermatitis,  it  causes  an  intense  burning  sensa- 
tion on  anything  it  touches.  Although  concentrate  is  usually  administered 
diluted  in  juice,  my  one  experience  with  it  was  somewhat  different.  I  was  given 
a  small  paper  cup  filled  with  liquid,  and  told  to  drink  it.  When  I  asked  what  it 
was,  I  was  told  only  "it's  concentrate,  drink  it."  I  sipped  it  like  it  was  juice,  at 
which  point  my  lips,  tongue  and  throat  started  to  burn  so  intensely  I  thought 
they  were  being  dissolved  by  the  liquid.  About  half  a  dozen  attendants  stood 
by  watching,  knowing  looks  on  their  faces,  as  I  stumbled  about,  trying  to  catch 
my  breath  and  my  balance,  tears  running  from  my  eyes.  I  was  bent  over  nearly 
double.  After  five  minutes  or  so,  when  I  was  standing  more  or  less  normally,  the 
small  audience  melted  away.  This  took  place  on  my  first  day  in  a  state  hospital. 
After  this  one  occasion,  I  was  always  administered  Thorazine  in  pill  form. 

Another  listed  side  effect  is  "occasional  dry  mouth,"  an  understatement  for 
the  cottony  feeling  and  thick  tongue  that  made  talking  and  swallowing  diffi- 
cult. Everyone  I  knew  who  took  Thorazine  experienced  this  sensation.  Dry 
mouth  is  also  a  side  effect  of  Cogentin,  the  drug  administered  to  counter  the 
tremor  caused  by  Thorazine.  During  one  period  of  hospitalization,  I  was  kept  in 
a  locked  ward,  where  we  were  locked  into  the  dayroom  nearly  all  day,  except 
for  meals.  No  water  was  available  in  the  locked  dayroom. 

Constipation,  another  listed  side  effect,  together  with  the  starchy  hospital 
diet,  lacking  in  fresh  fruits  and  vegetables,  made  the  constant  administration  of 
laxatives  a  regular  part  of  hospital  routine.  Thorazine  is  also  said  to  cause 
"increases  in  appetite  and  weight"  and  "amenorrhea"  (cessation  of  menstrua- 
tion)— both  of  which  occurred  and  caused  me  a  great  deal  of  anxiety  and 
discomfort. 

I  have  excerpted  from  the  PDR  only  those  side  effects  which  I  know  I 
experienced.  Many  of  the  other  listed  side  effects  could  be  detected  only  by  skilled 
medical  examination :  "fine  particulate  matter  in  the  lens  and  cornea — star- 
shaped  opacities  in  the  lens  .  .  .  EKG  changes — jaundice — cerebral  edema  .  .  . 
abnormality  of  the  crebrospinal  fluid"  and  so  forth  for  several  pages  of  fine 
print.  Perhaps  the  most  devastating  side  effect  is  tardive  dyskinesia,  an  irreversi- 
ble syndrome  involving  "rhythmical  involuntary  movements  of  the  tongue,  face, 
mouth  or  jaw  (e.g.,  protrusion  of  tongue,  puffing  of  cheeks,  puckering  of  mouth, 
chewing  movements).  Sometimes  these  may  be  accompanied  by  involuntary 
movements  of  extremities.  There  is  no  known  effective  treatment  for  tardive 
dyskinesia."  This  syndrome  occurs  in  chronic  patients  (more  commonly  in 
women)  who  have  been  institutionalized  and  maintained  on  high  doses  of 
Thorazine  for  many  years — just  the  people  one  would  most  expect  to  be  "crazy 
looking."  These  repetitive,  unpleasant-looking  movements  are  not  "symptoms"  of 
"mental  illness,"  they  are  the  direct  result  of  long-term  administration  of 
Thorazine. 

Since  most  people  in  mental  hospitals  are  there  against  their  wills  (even  many 
so-called  voluntary  patients,  who  are  threatened  with  commitment  unless  they 
enter  "voluntarily"),  it  is  important  to  note  that  the  PDR  recommends  that 
dosage  levels  of  Thorazine  be  increased  "until  patient  becomes  calm  and  coopera- 
tive." What  this  means  in  practice  is  that  people  who  object  to  their  confinement 
and  make  their  objections  known  to  hospital  staff  are  drugged  to  the  point  that 
they  can  no  longer  protest  their  own  imprisonment.  Patients  who  ask  to  be 
released  and  who  state  that  they  are  not  sick  are  often  thought  to  be  displaying 
"symptoms"  of  "mental  illness."  The  PDR  states  that  Thorazine  dosage  should 
be  increased  "until  symptoms  are  controlled."  Since  everything  a  mental  patient 
does  while  hospitalized  can  be  called  a  symptom  (as  every  mental  patient  knows, 
and  as  was  shown  by  the  Rosenhan  study),  this  statement  is  a  license  to  admin- 
ister Thorazine  until  the  patient  becomes  a  walking  zombie. 
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Although  the  PDR  states  that  "Thorazine  is  not  known  to  cause  psychic 
dependence  and  does  not  produce  tolerance  or  addiction,"  it  goes  on  to  say  that 
"following  abrupt  withdrawal  of  high-dose  therapy,  some  symptoms  resembling 
those  of  physical  dependence  such  as  gastritis,  nausea  and  vomiting,  dizziness 
and  tremulousness"  can  occur.  Gradual  reduction  of  dosage  rather  than  abrupt 
withdrawal  is  suggested.  Common  sense  would  seem  to  dictate  that  when  a  drug 
causes  such  withdrawal  symptoms,  it  is  an  additive  drug,  no  matter  what  it  is 
called.  I  can  state  that,  following  abrupt  withdrawal  of  Thorazine  in  a  hospital, 
I  experienced  hot  and  cold  flashes,  nausea,  stomach  cramps,  and  the  excruciating 
feeling  of  something  crawling  under  the  flesh.  I  was  not  warned  by  staff  members 
that  I  would  experience  withdrawal  symptoms,  and  while  I  was  experiencing 
them,  I  was  not  told  what  they  were.  It  was  only  from  another  patient  that  I 
learned  what  was  happening,  and  that  knowledge,  although  it  did  nothing  to 
relieve  the  pain,  at  least  reassured  me  that  it  had  a  cause,  and  it  would  end. 

I  know  that  what  happened  to  me  is  not  an  isolated  incident.  I  know  many 
ex-mental  patients,  who  have  had  similar  (or  far  worse)  experiences.  While 
psychiatrists  may  speak  of  the  "revolution"  in  "mental  health  care"  that  the 
so-called  "tranquilizers"  have  brought  about,  it  is  no  less  dehumanizing  to  be 
controlled  by  a  chemical  than  by  a  straitjacket. 


Senator  Bayii.  May  I  ask  you  how  old  you  are  ? 

Ms.  Chamberlin.  I  am  30.  This  all  happened  when  I  was  21. 

Senator  Bayh.  You  do  not  look  30;  I  mean  that  in  a  complimentary 
way. 

Now  this  happened  when  you  were  21.  How  did  you  get  out  of  the 
grasp  of  the  mental  institution  syndrome  ? 

DECISION   TO   BECOME  RELEASED 

Ms.  Chamberlin.  I  was  in  six  different  hospitals  during  this  period. 
I  was  in  four  of  them  as  a  legally  voluntary  patient,  although  at 
least  one  of  them  I  went  into  under  extreme  duress,  even  though 
legally  I  wTas  considered  a  voluntary  patient.  And  I  was  in  two  of 
them  involuntarily.  And  the  last  hospital  I  was  in  was  a  State  hos- 
pital. I  was  in  there  involuntarily,  and  had  a  similar  experience  to 
Wade's,  just  deciding  that  if  I  wTas  ever  going  to  do  anything  about 
my  life,  step  No.  1  was  to  get  myself  out  of  this  place. 

So  I  made  a  decision,  and  it  was  a  very  conscious  decision,  in  spite 
of  the  fact  that  supposedly  I  was — I  am  trying  to  remember  what 
my  diagnosis  was  at  that  point,  chronic  or  catatonic  schizophrenic, 
I  think  I  wras  diagnosed  at  that  point.  Even  though  I  supposedly 
had  this  incapacitating  mental  illness,  I  made  a  very  conscious  deci- 
sion that  I  was  going  to  cooperate  with  everything  that  was  asked 
of  me,  and  I  was  not  going  to  give  them  any  cause  to  have  any  rea- 
son to  say  I  was  uncooperative,  because  I  had  already  had  this  experi- 
ence in  another  hospital  of  being  called  uncooperative  because  I  took 
naps. 

The  first  day  I  wras  in  the  State  hospital,  which  was  an  incredibly 
bleak  environment,  I  was  very  frightened,  I  was  very  upset.  I  did  not 
know  what  wTas  going  to  happen  to  me,  and  I  was  given  an  old,  shape- 
less dress  to  wear*  My  own  clothes  were  taken  away.  So  I  looked  just 
like  pictures  I  had  seen  of  people  in  mental  hospitals.  I  was  sitting 
on  a  wooden  bench  in  an  old,  shapeless  dress,  and  I  reacted  to  this 
fear  by  drawing  up  my  knees  and  putting  my  head  down,  and  I  started 
to  cry.  And  another  patient  leaned  over  and  whispered  to  me,  she  said, 
"do  not  do  that,  they  will  think  you  are  depressed."  And  I  realized 
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that  in  this  context,  being  thought  of  as  depressed  would  be  very 
bad,  so  after  that,  I  only  cried  very  quietly  in  my  own  room,  when 
the  lights  were  out,  when  I  was  supposed  to  be  sleeping. 

And  I  was  in  on  a  60-day  commitment,  and  after  about  most  of  that 
had  passed — I  guess  about  6  weeks  of  that  had  passed — I  was  handed 
a  paper  saying  I  was  no  longer  an  involuntary  patient;  I  was  now  a 
voluntary  patient.  At  that  point  I  sat  down  and  wrote  a  10-day  letter, 
which  the  law  required,  that  even  as  a  voluntary  patient,  the  law  re- 
quired you  had  to  give  10  days  notice  of  wanting  to  leave.  So  I  was 
discharged  on  my  own  request  after  that  10-day  period.  So  I  was  there 
in  the  State  hospital  about  7  weeks. 

Senator  Bayh.  You  were  21  then  ? 

Ms.  Chamberlin.  Yes. 

Senator  Bayh.  So  now,  9  years  later,  what  have  you  done  with  your 
life  ?  What  are  you  doing  ? 

Ms.  Chamberlin.  For  the  last  4  years,  I  have  spent  almost  all  of 
my  time  involved  in  the  mental  patients  liberation  movement.  I  have 
been  involved  in  it  in  many  different  parts  of  the  country.  I  helped 
to  organize  the  second  National  Conference  on  Human  Rights  and 
Psychiatric  Oppression,  which  was  held  in  Topeka,  Kans.  in  1974. 
I  fust  recently  attended  the  third  annual  conference  which  was  held 
in  San  Francisco  in  July. 

[Exhibit  No.  8] 

[From  the  State  Journal,  Jan.   15,  1976] 

MENTAL  CLAN  ANGRY— THEY  WANT  LIB,  TOO 

(By  Judi  Chamberlin) 

You  already  know  about  women's  lib,  gay  lib,  kid's  lib.  Now  let  me  introduce 
you  to  a  whole  new  lib. 

Past  and  present  mental  patients  are  angry  about  the  way  they  are  being 
treated — both  in  and  out  of  institutions.  We  are  tired  of  being  imprisoned  and 
drugged  against  our  will,  just  as  we  are  tired  of  being  tormented  by  the  ignorant 
once  we  return  to  our  homes.  So  some  of  us,  myself  included,  have  joined  to- 
gether to  form  what — for  lack  of  a  better  term — we  call  mental  patient's  libera- 
tion groups. 

The  message  of  "mental  patients'  lib"  is  a  simple  one:  Despite  the  assurances 
of  psychiatrists  to  the  contrary,  mental  institutions  in  this  country  do  not 
routinely  fulfill  their  assignment  :  to  deliver  legitimate  medical  assistance  to 
people  who  are  sick,  much  as  medical  hospitals  are  supposed  to  do. 

Instead,  mental  institutions  often  serve  as  repositories  for  the  unwanted  in  our 
society.  They  are  more  like  prisons  than  hospitals.  Of  all  those  detained  in  such 
institutions,  few  are  seriously  ill.  Most  are  individuals  who  society  has  deter- 
mined should  be  controlled,  usually  because  their  behavior  is,  for  one  reason  or 
another,  considered  different  from  "normal." 

The  prison  trappings  are  inescapable,  save  at  some  new  institutions  which  are 
run  on  an  "open"  basis.  Many  mental  hospitals  still  have  iron  doors  with  locks— 
which  are  used — as  well  as  windowless  cells  for  solitary  confinement. 

Beyond  enforced  incarceration,  there  is  another  and  perhaps  greater  evil.  This 
is  the  use  of  drugs — which  has  all  but  replaced  the  infamous  strait/jacket  as  a 
means  of  controlling  patients.  It  may  sound  like  a  step  forward,  but  in  practice 
is  not.  Indeed,  the  use  of  potent  mind-changing  drugs  has  become  so  indiscrimi- 
nate in  recent  years  as  to  be  almost  criminal.  It  is  unlawful  drilg  abuse. 

That  is  exactly  what  a  number  of  former  mental  patients  recently  told  a 
Senate  judicial  subcommittee  investigating  juvenile  and  adult  institutions.  I 
was  one  of  the  witnesses. 

We  told  of  horrifying  experiences  we  had  had  after  being  administered  mas- 
sive doses  of  phenothiazine  tranquilizers,  which,  in  some  forms,  linger  in  the 
brain  for  up  to  two  weeks  and  can  make  the  victim  a  virtual  zombie. 
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It  was  clear  from  subsequent  questioning  that  Sen.  Birch  Bayh,  D.,  Ind.,  chair- 
man of  the  subcommitte,  was  alarmed  by  our  reports,  and  so  were  his  colleagues. 
We  hope  their  shock  will  be  translated  into  remedial  legislation. 

But  the  American  mental-health  scandal  goes  beyond  the  use  of  mind-numbing 
chemicals.  Once  a  person  has  been  lebaled  '•mentally  ill,"  he  or  she  can  expect 
enormous  and  long-lasting  consequences — medical,  legal,  social  and  not  least  of 
all,  economic.  Nine  years  have  now  passed  since  I  was  last  released  from  a 
mental  institution,  and  various  forms  of  discrimination  still  haunt  me.  (I  am 
not,  for  instance,  allowed  legal  custody  of  my  daughter  from  a  former  marriage). 

I  believe  all  these  injustices — the  handling  of  patients  as  if  they  were  convicts, 
the  rampant  misuse  of  drugs,  the  plight  of  former  patients — have  their  genesis  in 
the  commitment  process  itself.  Normally,  when  Americans  need  medical  help, 
they  go  to  a  hospital — voluntarily.  But  someone  believed  to  be  mentally  ill  is 
usually  "hospitalized"  or  "committed'  because  another  party — the  police  or  the 
family  of  the  individual — finds  certain  behavior  alarming.  In  most  cases  it  is 
the  psychiatrist,  not  the  prospective  patient,  who  makes  the  ultimate  decision  to 
institutionalize. 

However,  the  psychiatrist  who  commits  does  not  act  as  an  agent  for  that  indi- 
vidual. Rather,  he  acts  on  behalf  of  those  who  seek  to  deprive  the  prospective 
patient  of  his  liberty. 

Ms.  Chamberlix.  I  am  writing  a  book  about  the  mental  patients 
liberation  movement,  and  I  am  trying  to  work  wherever  I  can.  Right 
now,  I  live  in  Washington  State,  where  I  am  working  with  other  ex- 
mental  patients.  Eight  now,  we  are  trying  to  set  up  a  f  reakout  center,  a 
place  where  people  can  come  when  they  feel  that  their  lives  are  in  a 
state  of  crisis,  which  will  not  be  run  by  medical  people,  but  which  will 
be  run  by  people  who  have  had  similar  experiences  themselves,  and 
which  will  provide  a  supportive  atmosphere  without  any  drugs  being 
given,  and  without  any  formal  psychotherapy  being  given,  but  just  a 
lot  of  warmth  and  emotional  support.  And  we  are  trying  to  get  fund- 
ing for  this. 

Senator  Bayh.  You  live  in  Washington  ? 

Ms.  Chamberlix.  Yes,  Washington  State. 

Senator  Bayh.  Do  you  have  a  family  ? 

PSYCHIATRIC  HISTORY  RECORDS  USED  IX  COURT  CASE 

Ms.  Chamberlix.  No;  I  lost  the  custody  of  my  child.  I  was  mar- 
ried at  the  time  I  was  in  the  mental  hospital.  I  am  divorced  now.  My 
husband  and  I  had  a  child  2  years  after  I  was  discharged  from  the 
hospital.  We  separated  2y2  years  after  that,  and  I  lost  custody  of  my 
child  on  the  grounds  that  I  was  too  mentally  ill  to  be  a  fit  mother,  in 
spite  of  the  fact  that  my  psychiatric  history  ended  2  years  before  my 
child  was  born.  All  my  hospital  records  were  brought  into  court.  The 
judge  could  see  them. 

My  ex-husband's  lawyer  could  see  them,  and  he  made  some  very 
vicious  comments  to  me,  when  he  was  cross-examining  me,  based  on 
things  that  he  read  but  that  I  was  not  allowed  to  see,  because  these 
wTere  my  psychiatric  records,  and  everybody  else,  it  seemed  like,  could 
look  at  them  and  say  terrible  things  about  me,  based  on  what  they 
contained. 

Senator  Bayh.  Did  you  not  have  a  lawyer  at  that  time? 

Ms.  Chamberlix.  Yes;  my  lawyer  saw  them,  and  I  saw  a  little  bit 
of  thorn.  We  were  able  to  look  at  them  for  about  a  half  an  hour,  and 
since  there  were  records  from  six  different  hospitals,  T  was  just  able 
to  kind  of  take  a  quick  glance  at  them.  That  is  the  only  time  I  have 
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ever  seen  them.  The  only  other  access  I  have  ever  had  to  any  part  of 
my  record  was  when  I  was  in  the  State  hospital.  I  was  in  the  nurse's 
office,  and  she  had  a  list  posted  of  all  patients,  and  I  glanced  at  mine, 
and  next  to  my  name  were  two  little  words  which  I  puzzled  over  for 
awhile  and  finally  figured  out  what  they  meant.  And  what  it  said  was 
sui/homi,  and  I  thought  about  that  for  a  little  while,  and  I  decided 
they  had  me  listed  as  suicidal  and  homicidal.  And  I  perhaps  made  a 
mild  suicide  attempt  at  one  point,  but  I  certainly  do  not  know  why 
they  had  me  listed  as  homicidal. 

Senator  Bayh.  I  assume  that  was  during  the  period  you  were 
institutionalized  ? 

Ms.  Chamberlin.  No;  it  was  in  one  of  the  periods  that  I  was  out 
that  I  made  this  suicidal  gesture,  I  guess  it  would  be  called. 
Senator  Bayh.  But  it  was  prior  to  your  final  release  ? 
Ms.  Chamberlin.  Yes;  but  I  still  do  not  know  why  they  had  me 
listed  as  homicidal,  and  I  presume  that  is  what  it  meant.  I  know 
I  was  in  a  very  high  security  ward,  where  we  were  kept  locked  in  a  day- 
room  from  about  6  o'clock  in  the  morning  until  8  o'clock  at  night,  ex- 
cept bathroom  breaks  and  meals. 

Senator  Bayh.  This  is  not  totally  related ;  but  I  must  say,  as  a  law- 
yer, I  wonder  about  the  lawyer  that  you  had  representing  you  in  your 
child  custody  case.  Did  he  ask  questions  about  how  this  notation  was  on 
your  record  ? 

Ms.  Chamberlin.  No,  that  did  not  come  up. 

Senator  Bayh.  Was  this  your  lawyer,  or  was  it  a  court-appointed 
lawyer? 

Ms.  Chamberlin.  No;  this  was  my  lawyer.  The  thing  about  the  sui- 
cidal-homicidal thing  was  not  mentioned  by  my  husband's  lawyer,  so  I 
guess  my  lawyer  decided  not  to  mention  it  either.  But  the  thing  was 
that  the  judge  decided  on  the  basis  of  the  fact  that  I  had  six  hospital 
records  I  was  one  of  those  crazy  mental  patients,  and  there  was  nothing 
that  could  be  said  to  dissuade  him  from  this.  And  in  his  opinion,  it 
was  written  in  such  a  way  that  he  never  quite  came  to  grips  witli  the 
fact  that  the  last  I  had  ever  been  hospitalized  was  2  years  before  my 
child  was  even  born,  because  he  said  things  about  my  illness  affected 
my  ability  to  care  for  her,  which  had  never  been  mentioned  in  any 
testimony,  which  was  totally  his  own  creation. 

I  will  return  to  my  statement.  There  are  some  more  of  these  physical 
reactions  that  I  experienced,  and  one  of  them  is  called  in  the  PDR, 
allergic  reactions  of  a  mild  urticarial  type — that  means  itching  of  the 
skin  or  photosensitivity — are  seen.  And  of  course,  mild — Janet  de- 
scribed the  sensation  of  feeling  like  things  were  crawling  all  over  her, 
and  that  is  certainly  not  a  mild  itching,  and  that  is  a  very  common 
experience. 

And  what  the  photosensitivity  means  is  that  on  summer  days,  when 
there  is  an  opportunity  to  leave  the  ward  and  sit  in  the  warm  sunshine, 
many  of  us  had  to  remain  indoors.  I  discovered  this  side  effect  after 
a  day  in  the  sunshine,  when  my  skin  started  to  itch  painfully.  I  was 
not  warned  in  advance  that  this  would  happen,  but  left  to  discover  it 
painfully  for  myself. 

STAFF   PERSONNEL   WARNED    OF   THORAZINE   CONTACT 

The  PDR  does  warn  nursing  personnel  who  handle  Thorazine  that 
contact  dermatitis  has  been  reported.  Accordingly,  the  use  of  rubber 
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gloves  when  administering  Thorazine  liquid  is  recommended.  If  you 
are  a  nurse,  you  are  warned  not  to  let  this  thing  touch  your  skin,  but  if 
you  are  a  patient,  you  are  not  warned  that  if  you  go  out  in  the  sunshine, 
you  are  going  to  have  the  same  skin  reaction. 

Thorazine  liquid  concentrate,  one  of  the  dosage  forms  of  Thorazine 
available,  not  only  causes  contact  dermatitis,  it  causes  an  intense  burn- 
ing sensation  on  anything  it  touches.  Although  the  concentrate  is 
usually  administered  diluted  in  juice,  my  one  experience  with  it  was 
somewhat  different.  This  occurred  on  my  first  day  in  the  State  hospital, 
and  I  was  given  a  small  paper  cup  filled  with  a  liquid,  and  I  was  told 
to  drink  it,  and  I  said,  what  is  it?  And  they  said,  it  is  concentrate; 
drink  it.  So  I  sipped  it.  I  just  picked  it  up  and  went  like  that.  And 
apparently,  if  you  throw  it  back  real  fast,  you  get  a  much  milder  reac- 
tion, but  nobody  told  me  to  do  that,  so  I  just  sipped  it,  and  it  began  to 
feel  that  my  lips,  and  my  tongue,  and  my  throat  were  burning  so  in- 
tensely that  it  felt  like  they  were  being  dissolved. 

There  were  about  half  a  dozen  aides  standing  there  watching.  They 
knew  exactly  what  was  happening  to  me.  I  could  tell  by  the  expressions 
on  their  faces,  and  I  was  kind  of  bent  over  double,  clutching  myself. 
Tears  were  running  down  my  face.  I  was  trying  to  catch  my  breath. 
I  was  trying  not  to  fall.  Xobody  stepped  forward  to  help  me.  They  just 
stood  there,  kind  of  in  a  circle  around  me,  watching  me.  And  after 
about  5  minutes,  it  began  to  wear  off,  and  I  began  to  straighten  up,  and 
then  this  little  audience  disappeared. 

And  after  that,  I  was  always  given  pills,  and  it  was  very  clear  to 
me  that  this  was  a  warning  that  if  you  do  not  take  your  pills,  if  you  try 
to  hold  the  pill  in  your  mouth,  or  hold  it  in  your  hand,  if  you  do  not 
take  your  pills,  you  are  going  to  be  given  this  liquid  again. 

Another  listed  side  effect  is  occasional  dry  mouth,  an  understate- 
ment for  the  cottony  feeling  and  thick  tongue  that  made  talking  and 
swallowing  difficult,  Everyone  I  knew  who  took  Thorazine  experi- 
enced this  sensation,  so  even  though  it  is  called  occasional  in  the  litera- 
ture, I  think  that  is  an  understatement. 

Dry  mouth  is  also  a  side  effect  of  Cogentin,  the  drug  administered 
to  counter  the  tremor  caused  by  Thorazine.  During  one  period  of 
hospitalization,  I  was  kept  in  a  locked  ward,  and  we  were  kept  in  a 
locked  dayroom  on  the  ward.  There  was  no  water  available  in  the 
dayroom,  so  even  if  the  dry  mouth  can  be  relieved  for  a  few  minutes 
anyway  by  sipping  some  water,  there  was  not  any  water  to  sip. 

Constipation  is  another  listed  side  effect,  and  this,  together  with 
the  starchy  hospital  diet,  with  no  fresh  fruits  or  vegetables,  made  the 
constant  administration  of  laxatives  a  regular  part  of  hospital  routine. 

Thorazine  is  also  said  to  cause  increases  in  appetite  and  weight,  and 
amenorrhea,  which  means  a  cessation  of  menstruation,  both  of  which 
occurred,  and  both  of  which  caused  me  a  great  deal  of  both  anxiety 
and  discomfort,  and  this  was  in  addition  to  all  of  the  other  things  I 
was  experiencing  at  this  time.  I  stopped  menstruating  for  about  6 
months,  altogether,  and  did  not  start  again  until  after  I  had  not  taken 
Thorazine  for  awhile. 

I  have  excerpted  from  the  PDR  only  those  side  effects  which  I  know 
I  experienced.  I  may  have  experienced  other  listed  side  effects  which 
could  only  be  detected  by  skilled  medical  examination.  Some  of  these 
are  fine,  particulate  matter  in  the  lenses  of  the  cornea,  star-shaped 
opacities  in  the  lens,  so  that  is  permanent  eye  damage;  changes  in 
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EKG;  jaundice;  cerebral  edema,  abnormality  of  the  cerebral  spinal 
fluid ;  and  this  goes  on  and  on.  That  is  just  a  few  of  them. 

TARDIVE   DYSKINESIA IRREVERSIBLE   SIDE   EFFECT 

And  the  most  devastating  side  effect  is  tardive  dyskinesia,  an  ir- 
reversible syndrome  involving  "rhythmical  involuntary  movements  of 
the  tongue,  face,  mouth  or  jaw,  protrusion  of  the  tongue,  puckering 
of  mouth,  chewing  movements.  Sometimes  these  may  be  accompanied 
by  involuntary  movements  of  extremities.  There  is  no  known  effective 
treatment  for  tardive  dyskinesia,"  That  whole  thing  is  a  quote  from 
the  PDR. 

This  syndrome  occurs  in  chronic  patients,  more  commonly  in  women, 
who  have  been  institutionalized  and  maintained  on  high  doses  of 
Thorazine  for  many  years,  just  the  people  one  would  most  expect 
to  be  crazy  looking.  These  repetitive,  unpleasant  looking  movements 
are  not  symptoms  of  so-called  mental  illness.  They  are  the  direct 
result  of  long-term  administration  of  Thorazine. 

Since  most  people  in  mental  hospitals  are  there  against  their  wills, 
even  many  so-called  voluntary  patients,  who  are  threatened  with 
commitment  unless  they  enter  voluntarily,  it  is  important  to  note 
that  the  PDR  recommends  that  dosage  levels  of  Thorazine  be  in- 
creased "until  patient  becomes  calm  and  cooperative."  What  this 
means  in  practice  is  that  people  who  object  to  their  confinement  and 
make  their  objections  known  to  hospital  staff  are  drugged  to  the  point 
that  they  can  no  longer  protest  their  own  imprisonment, 

Patients  who  ask  to  be  released  and  who  state  that  they  are  not  sick 
are  often  thought  to  be  displaying  symptoms  of  "mental  illness."  The 
PDR  states  that  Thorazine  dosage  should  be  increased  until  symp- 
toms are  controlled.  Since  every  thing  a  mental  patient  does  while 
hospitalized  can  be  called  a  symptom,  as  every  mental  patient  knows, 
as  was  shown  by  the  Rosenhan  study,  this  statement  is  a  license  to 
administer  Thorazine  until  the  patient  becomes  a  walking  zombie. 

And  I  saw  one  patient,  in  one  of  the  hospitals  I  was  in,  who  was 
literaly  a  walking  zombie.  Somebody  stood  behind  here  and  pushed 
her  shoulders  gently,  and  she  would  walk  in  the  direction  she  was 
pushed.  And  when  they  wanted  her  to  turn  a  corner  they  pushed 
harder  on  one  shoulder  than  the  other.  She  was  getting  2,000  mg  of 
Thorazine  a  day. 

Although  the  PDR  states  that  Thorazine  is  not  known  to  cause 
psychic  dependence  and  does  not  produce  tolerance  or  addiction,  it 
goes  on  to  say  that  following  abrupt  withdrawal  of  high-dose  therapy, 
some  symptoms  resembling  those  of  physical  denendence,  such  as 
gastritis,  nausea1,  and  vomiting,  dizziness  and  tremulousness  can  occur. 
Gradual  reduction  of  dosage,  rather  than  abrupt  withdrawal,  is 
suggested. 

Common  sense  would  seem  to  dictate  that  when  a  drug  causes  such 
withdrawal  symptoms,  it  is  an  addictive  drug,  no  matter  what  it  is 
called. 

I  can  state  that  following  abrnnt  withdrawal  of  Thorazine  in  a 
hospital,  T  experienced  hot  and  cold  flashes,  nausea,  stomach  cramps, 
and  the  excruciating  feeling  of  something  crawling  under  the  fl^sh. 
I  was  not  warned  by  staff  members  that  T  would  experience  with- 
drawal symptoms,  and  while  I  was  experiencing  them,  I  was  not 
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told  what  they  were.  It  was  only  from  another  patient  that  I  learned 
what  was  happening,  and  that  knowledge,  althought  it  did  nothing 
to  relieve  the  pain,  at  least  reassured  me  that  it  had  a  cause,  and  that 
it  would  end. 

I  know  that  what  happened  to  me  is  not  an  isolated  incident.  I 
know  many  ex-mental  patients  who  have  had  similar  or  far  worse 
experiences. 

While  psychiatrists  may  speak  of  the  revolution  in  mental  health 
care,  that  the  so-called  tranquilizers  have  brought  about,  it  is  no  less 
dehumanizing  to  be  controlled  by  a  chemical  than  by  a  strait  jacket. 

Senator  Bayh.  Thank  you  very  much.  I  appreciate  your  giving  us 
your  recapitulation  of  what  must  have  been  very  trying  experiences 
for  you.  I  am  glad  you  have  returned  to  what  most  of  us  would  call 
normal.  I  appreciate  your  sharing  your  experience  with  us. 

Tony,  why  do  you  not  give  us  your  thoughts,  and  your  background, 
and  what  happened  to  you. 

STATEMENT  OF  TONY  LAMERE,  GREAT  FALLS,  MONT. 

Mr.  Lamere.  You  mean  when  I  was  in  reform  school  ? 

Senator  Bayh.  Yes ;  tell  us,  where  is  your  home  ? 

Mr.  Lamere.  Great  Falls,  Mont. 

Senator  Bayh.  Are  your  mother  and  father  alive  ? 

Mr.  Lamere.  Just  my  mom. 

Senator  Bayh.  Are  you  living  with  her  now  ? 

Mr.  Lamere.  No. 

Senator  Bayh.  How  long  has  it  been  since  you  did  live  with  her? 

Mr.  Lamere.  I  do  not  know. 

Senator  Bayh.  You  cannot  remember  living  with  her  ? 

Mr.  Lamere.  I  remember,  but  only  for  a  few  days  at  a  time. 

Senator  Bayh.  Do  you  have  any  idea  how  old  you  were,  when  you 
stopped  living  with  her? 

Mr.  Lamere.  Yes ;  I  live  with  her  off  and  on,  man.  I  have  been  on  the 
streets. 

Senator  Bayh.  I  am  sorry.  We  are  having  trouble.  Could  you  pull 
that  mike  up  ?  We  just  cannot  hear  you.  I  do  not  want  to  inconvenience 
you,  but  I  surely  want  to  hear  you. 

Mr.  Lamere.  I  cannot  remember  the  last  time  I  lived  with  her, 
because  I  live  with  her  off  and  on  for  days  at  a  time. 

Senator  Bayh.  Do  you  remember  living  with  your  father? 

Mr.  Lamere.  No  ;  I  do  not  see  much  of  him.  I  remember  visiting  him 
or  something,  but  I  would  go  see  him. 

Senator  Bayh.  You  would  go  see  him  ? 

Mr.  Lamere.  He  would  be  down  in  Skid  Row,  in  the  bars. 

Senator  Bayh.  Your  father  is  on  Skid  Row  ? 

Mr.  Lamere.  Not  now.  He  is  dead.  Not  now,  but  then. 

Senator  Bayh.  Then  he  was  ? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  Tell  us.  It  is  my  understanding  that  were  you  taken 
from  living  with  your  mother,  and  put  in  an  orphanage  or  a  boys' 
home?  I  do  not  like  to  ask  all  these  personal  questions;  but  if  we  are 
trying  to  understand  the  background  of  the  things  that  happened  to 
you,  I  think  it  is  helpful  to  know  the  kind  of  life  you  were  living  before 
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you  went  to  the  boys'  school,  or  to  the  orphanage,  or  whatever  the 
situation  was. 

Mr.  Lamere.  The  reason  I  went  was  for  stealing. 

Senator  Bayh.  You  went  to  a  boys'  school  for  stealing? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  How  old  were  you  at  the  time  ? 

IN   REFORMATORY   AT   AGE    13 

Mr.  Lamere.  When  I  first  went,  I  was  about  13. 

Senator  Bayh.  Thirteen.  What  did  you  steal  ? 

Mr.  Lamere.  What  did  I  steal  ?  I  steal  a  lot  of  stuff,  man. 

Senator  Bayh.  Give  us  an  example  of  what  you  stole. 

Mr.  Lamere.  I  was  in  the  mental  institution  once,  too ;  and  I  have 
seen  people  come  in  there  that  were  pretty  normal,  and  when  they  left, 
they  did  not  know  nothing,  man. 

Senator  Bayh.  You  went  into  a  mental  institution  ? 

Mr.  Lamere.  I  was  in  one  of  those  for  45  days. 

Senator  Bayh.  Why  were  you  sent  there  ? 

Mr.  Lamere.  You  see,  I  kept  running  away  from  reform  school,  and 
they  kicked  me  out  of  that  one.  They  put  me  there,  and  I  got  out.  I 
got  out  of  there,  and  I  went  to  jail  for  armed  robbery,  and  they  let  me 
out.  When  I  was  in  the  institution,  the  mental  one,  I  saw  this  one  kid — 
we  called  him  helicopter — they  took  him — he  knew  me  and  this  other 
kid  pretty  good,  and  they  took  him  in  to  get  shock  treatments,  and 
after  he  came  out,  he  did  not  know  us.  He  did  not  know  who  we  were. 
He  did  not  know  where  he  was,  or  nothing. 

Senator  Bayh.  Were  you  living  with  your  mother  at  the  time  you 
were  sent  to  reform  school  ? 

Mr.  Lamere.  No. 

Senator  Bayh.  "Where  were  you  living  at  that  time? 

Mr.  Lamere.  I  was  living  all  over,  no  place,  really. 

Senator  Bayh.  You  were  just  living  out  in  the  streets  ? 

Mr.  Lamere.  Sometimes.  I  would  stay  at  my  grandmother's  for 
maybe  a  dav,  and  I  would  cut  out  for  somewhere  else. 

Senator  Bayh.  Was  any  effort  made  to  try  to  find  a  more  normal 
type  of  home  for  you  to  live  ? 

Mr.  Lamere.  No,  the  only  place  that  people  thought  was  normal  was 
reform  school. 

Senator  Bayh.  What  was  reform  school  like  ? 

CUSTODY  IN   REFORM    SCHOOL 

Mr.  Lamere.  If  vou  want  to  get  through  with  it,  vou  have  got  to 
get  in  trouble.  You  have  got  to  do  what  the  rest  of  the  kids  do. 
'  Senator  Bayh.  You  were  aged  13  when  you  went  to  reform  school? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  How  many  other  boys  were  in  reform  school  ? 

Mr.  Lamere.  About  150;'sometimes  80.  At  the  most,  there  were  150. 

Senator  Bayh.  What  tvpe  of  custody  was  this?  Did  you  live  in  one 
big  room,  or  cottages,  or  what  ? 

Mr.  Lamere.  They  had  cottages. 

Senator  Bayh.  How  many  boys  lived  in  each  cottage? 

Mr.  Lamere.  About  30. 
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Senator  Bayh.  Thirty  boys  in  each  cottage? 

Mr.  LAMERE.Yes. 

Senator  Bayh.  How  many  adult  supervisors  did  you  have  ?  Did  you 
have  a  mother  and  father  for  each  cottage,  or  what  ? 

Mr.  Lamere.  No,  they  had  a  man. 

Senator  Bayh.  How  many  men  for  each  cottage  ? 

Mr.  Lamere.  Two  or  three. 

Senator  Bayh.  Two  or  three  ? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  What  did  you  do  while  you  were  there  ?  Did  you  go 
to  school  ?  Did  you  run  machines  ?  Did  you  run  a  farm,  milk  cows  ? 
What  kind  of  a  reform  school  was  it  ? 

Mr.  Lamere.  They  had  all  kinds  of  stuff.  They  had  auto  shop,  dairy 
farm,  rented  farm  equipment  and  stuff  like  that. 

Senator  Bayh.  What  did  you  do,  at  age  13  ?  What  did  they  have  you 
do? 

Mr.  Lamere.  I  was  going  to  school  then.  I  was  in  Twin  Bridges,  it 
was  a  children's  center. 

Senator  Bayh.  Was  Twin  Bridges  a  public  school,  and  then  you 
lived  at  the  reform  school,  or  what? 

Mr.  Lamere.  No,  it  was  on  the  reform  school.  They  had  a  school  right 
there. 

Senator  Bayh.  Did  you  like  that  school  ? 

Mr.  Lamere.  No. 

Senator  Bayh.  Why  ? 

Mr.  Lamere.  Because  after  I  got  back  from  school,  I  had  to  get  in 
my  pajamas,  scrub  walls  all  day,  and  floors,  sweep  rocks  off  the  stairs. 

Senator  Bayh.  You  ran  away  from  there,  is  that  right  ? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  Why  did  you  run  away  ? 

Mr.  Lamere.  I  could  not  handle  it. 

Senator  Bayh.  You  could  not  handle  it  ? 

Mr.  Lamere.  No. 

Senator  Bayh.  Why  could  you  not  handle  it  ? 

Mr.  Lamere.  I  do  not  know.  Because  of  the  people. 

Senator  Bavh.  What  did  they  do  to  you  ? 

Mr.  Lamere.  They  messed  me  over. 

Senator  Bayh.  When  you  say  messed  you  over,  tell  me,  what  does 
that  mean?  What  did  they  do  to  you  when  they  messed  you  over? 

Mr.  Lamere.  Like,  for  any  little  thing,  man,  like  walking  past  the 
office  or  something,  you  have  got  to  wash  walls  or  something  like  that, 
just  for  little  things. 

Senator  Rath.  Where  did  you  run  to,  when  you  ran  away  from 
reform  school  ? 

LIVING    ON    THE    "STREETS" 

Mr.  Lamere.  Different  towns  like  Helena,  Great  Falls,  up  on  the 
reservation. 

Senator  Bayh.  How  did  you  live  there? 

Mr.  Lxmere.  Off  the  people,  man.  T  stole.  That  is  the  only  reason  I 
ever  stole,  was  to  eat  and  stuff,  maybe  to  get  things  I  never  have,  be- 
cause I  could  not  work. 

Senator  Bayh.  You  were  12  to  14  years  old  at  this  time  ? 
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Mr.  Lamere.  Yes ;  all  the  way  up  until  I  was  about  16,  or  15  years 
old,  I  was  in  reform  school. 

Senator  Bayh.  And  they  put  you  in  a  mental  institution  because  you 
ran  away  from  reform  school  ? 

Mr.  Lamere.  Yes ;  they  put  me  there  until  I  was— I  had  to  stay  there 
until  I  went  to  court.  I  stayed  there,  and  that  is  where  I  saw  all  the 
people  get  messed  up  on  Thorazine  and  stuff.  They  give  it  to  them 
when  they  did  not  want  to  take  it,  and  they  give  them  shock  treat- 
ments. And  a  lot  of  the  people  that  did  not  want  it. 

Senator  Bayh.  Did  they  give  it  to  you  ? 

Mr.  Lamere.  No;  the  judge  put  me  in  there.  They  could  not  touch 
me.  I  was  just  there,  staying  there,  until  I  went  to  court. 

Senator  Bayh.  Did  you  see  what  happened  to  other  people  while 
you  were  there  ? 

Mr.  Lamere.  I  saw  them — it  is  like  maximum  security  cells,  and  I 
saw  them  put  this  one  guy  in  there,  and  they  beat  him  up,  and  they 
strapped  him  down,  and  spiked  him  up  with  some  stuff.  I  do  not  know 
what  is  was.  And  they  left  him  in  there. 

Senator  Bayh.  They  gave  him  a  shot — is  that  what  you  mean  when 
you  say  "spike"? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  What  happened  to  him  when  he  got  spiked  ? 

Mr.  Lamere.  He  laid  there.  That  was  it,  for  about  a  day  and  a  half 
or  so. 

Senator  Bayh.  Were  you  living  in  the  same  room,  or  the  same 
dormitory  together? 

Mr.  Lamere.  Yes ;  I  was  living  in  the  same,  like,  ward,  or  whatever 
it  is. 

Senator  Bayh.  But  you  had  no  personal  experience  with  this 
yourself  ? 

Mr.  Lamere.  No;  I  saw  it  happen.  I  talked  to  people.  They  would 
come  out,  you  know,  they  would  come  out,  and  they  did  not  know  me 
or  anything.  Before  they  drugged  them,  or  before  they  took  them  to 
get  drug  treatment,  they  knew  who  I  was. 

Senator  Bayh.  Was  this  a  normal  kind  of  treatment  ? 

Mr.  Lamere.  It  was  to  stop  them  from  trying  to  cut  out. 

Senator  Bayh.  Punishments?  They  thought  someone  might  try  to 
run  away,  and  they  would  give  them  a  shot? 

Mr.  Lamere.  Yes ;  just  to  have  control  over  them,  so  they  could  not 
do  anything  violent.  They  would  be  too  lazy,  and  stuff. 

Senator  Bayh.  Is  this  the  kind  of  treatment  where  one  shot  follows 
another  and  followed  by  another  shot? 

Mr.  Lamere.  Yes;  if  "somebody  says  that  you  are  going  to  run  away 
or  something,  even  if  you  did  not  say  it,  they  will  drag  you,  just  so  you 
do  not  do  anything. 

Senator  Bayh.  What  happened  to  you  after  you  got  out  of  there? 

Mr.  Lamere.  I  went  to  court,  and  they  let  me  go ;  -1  days  later,  I  went 
back  to  jail. 

Senator  Bayh.  Did  you  do  something  4  days  later? 

Mr.  Lamere.  Yes;  I  robbed  a  taxicab,  and  I  was  in  jail  for  armed 
robbery.  I  got  out  about  30  days  later,  and  after  that,  I  stole  a  beer 
truck  and  stuff. 

Senator  Bayh.  You  stole  a  beer  truck  ? 
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Mr.  Lamere.  Yes ;  I  went  to  Pine  Hills  School. 

Senator  Bayh.  And  what  did  yon  do  in  Pine  Hills  ? 

Mr.  Lamere.  I  got  locked  up.  I  knew  a  lot  of  kids  in  maximum 
security.  There  are  three  different  jails,  and  they  drug  you  down  there, 
so  you  do  not  try  to  jump  some  people  down  in  there,  their  housepar- 
ents,  or  security  guards. 

Senator  Bayh.  Did  they  drug  you  there? 

Mr.  Lamere.  No;  I  did  not^go  in  there.  But  I  knew  the  kids  that 
went  in  there.  There  was  one  kid  in  there,  after  I  got  out.  He  was  in 
there  for  maybe  3  months,  and  after  I  got  out,  this  one  kid  I  saw— I 
asked  him  about  this  other  kid  who  was  still  in  there.  That  was  about 
9  months  later,  and  he  did  not  get  out,  He  was  probably  in  phase  1  for 
9  months. 

Senator  Bayh.  How  old  was  he  ? 

Mr.  Lamere.  About,  about,  16.  His  name  was  Lloyd  Baker. 

Senator  Bayh.  How  old  were  you  when  you  were  there  at  the  time? 

Mr.  Lamere.  About  16  or  15. 

Senator  Bayh.  How  long  did  you  stay  there? 

Mr.  Lamere.  I  only  stayed  there  for  45  days.  I  got  valuated. 

Senator  Bayh.  You  got  what  ? 

Mr.  Lamere.  I  got  valuated. 

Senator  Bayh.  What  happened  when  you  got  valuated  ? 

Mr.  Lamere.  Nothing.  I  just  had  to  stay  there  until  I  went  back  to 
court.  I  never  went  back  to  court. 

Senator  Bayh.  Where  did  you  go  ? 

Mr.  Lamere.  I  went  back  to  Great  Falls  to  stay,  and  waited  around 
for  court,  and  it  never  did  come  along.  I  never  did  have  to  go  to  court. 

Senator  Bayh.  What  are  you  doing  now  ? 

STILL    LIVING   OFF   THE    STREET 

Mr.  Lamere.  What  am  I  doing  now?  Nothing,  man;  just  trying  to 
make  a  living  off  the  streets. 

Senator  Bayh.  Trying  to  make  a  living  off  the  street  ? 

Mr.  Lamere.  Yes;  I  cannot  get  a  job  down  there.  All  the  people  tell 
me  if  I  work  for  them,  everything  they  had,  they  would  have  to  nail 
down,  so  I  cannot  get  a  job.  They  do  not  trust  me. 

Senator  Bayh.  Well,  you  were  in  the  institutions.  You  talk  about 
people  who  were  injected  with  drugs,  or  given  drugs,  for  running 
away.  Did  you  have  a  chance  to  observe  the  patients  or  inmates  in  the 
institutions  get  various  kinds  of  street  drugs,  marihuana,  heroin,  barbs, 
speed  ? 

Mr.  Lamere.  I  knew  a  kid  who  was  getting  some  joints  off  the  street ; 

yes- 

Senator  Bayh.  While  he  was  in  the  institution  ? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  What  institution  was  that  ? 

Mr.  Lamere.  It  was  Warm  Springs  Mental  Hospital. 

Senator  Bayh.  How  was  he  getting  them  ? 

Mr.  Lamere.  He  was  getting  them  through  the  visitors. 

Senator  Bayh.  Through  the  visitors? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  What  kind  of  drug  was  it? 
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Mr.  Lamere.  I  do  not  know  what  kind,  but  he  told  me — he  offered 
me  some  that  day.  And  I  was  not  around,  so  he  took  it  all.  I  think  it 
was  downers,  or  something  like  that. 

Senator  Bayh.  You  are  how  old  now  ? 

Mr.  Lamere.  Eighteen. 

Senator  Bayh.  What  would  you  like  to  do  with  your  life  ?  You  say 
you  are  living  off  the  streets.  What  would  you  like  to  do  ? 

Mr.  Lamere.  I  would  like  to  help  people,  like  work  in  a  mental  in- 
stitution, where  I  could  find  out  what  is  going  on,  and  help  the  people, 
man. 

Senator  Bayh.  Do  you  ever  see  your  mother  now  ? 

Mr.  Lamere.  Yes;  I  go  out  and  see  her  every  now  and  then. 

Senator  Bayh.  Where  does  she  live? 

Mr.  Lamere.  She  lives  in  the  same  town  that  I  do.  She  is  married  to 
a  fellow  who  don't  like  me,  so  I  cannot  go  out  there. 

Senator  Bayh.  Could  you  tell  us  why  you  have  that  arrow  ? 

Mr.  Lamere.  Yes,  because  I  like  it,  man. 

Senator  Bayh.  Does  that  symbolize  something  to  you  ? 

Mr.  Lamere.  Yes,  my  people. 

Senator  Bayh.  You  are  of  Indian  background  ? 

Mr.  Lamere.  Yes. 

Senator  Bayh.  Did  your  parents  live  on  the  reservation  ?  Did  you 
ever  live  on  the  reservation  ? 

Mr.  Lamere.  No;  but  my  grandma  did.  I  got  cousins  who  live  on 
reservations  too.  My  sister  lived  on  one  for  a  while,  my  nephew,  a  lot 
of  people  live  on  reservations. 

Senator  Bayh.  What  are  they  doing  now,  your  sister  and  nephew  ? 

Mr.  Lamere.  She  is  married.  My  nephew  is  her  son.  They  live  in 
Portland,  Oreg.  I  do  not  know  her  husband.  I  did  not  see  him. 

Senator  Bayh.  Are  you  really  making  an  effort  to  get  a  job? 

Mr.  Lamere.  Yes,  but  I  cannot  get  one  because  of  my  record.  I  could 
not  even  get  into  the  public  schools. 

Senator  Bayh.  Would  you  like  to  go  to  school  ? 

Mr.  Lamere.  Yes ;  I  tried  to  get  into  public  school  about  a  year  or  2 
ago,  and  I  could  not  get  in  there. 

Senator  Bayh.  Now,  you  have  been  in  schools,  I  suppose.  You  men- 
tioned, a  moment  ago,  that  when  you  were  in  the  reformatory  they  had 
a  school  there. 

Mr.  Lamere.  Yes ;  I  did  not  like  being  in  the  reform  school.  I  was 
not  in  school  very  much.  I  was  always  gone  until  I  would  get  caught, 

Senator  Bayh.  Tony,  thank  you  very  much  for  being  with  us. 
Thanks  to  all  of  you  for  taking  the  time  and  letting  us  have  your  per- 
sonal experience.  I  know  it  is  a  difficult  thing  to  bare  your  soul  like 
this.  I  appreciate  your  helping  us  get  a  better  feel  for  what  has  actually 
happened,  so  we  will  know  better  what  to  do. 

Thank  you  for  being  with  us,  and  I  appreciate  it  very  much.  You  are 
all  excused. 

Our  next  panel  is  a  panel  of  medical  experts  who  will  give  us  their 
experience  and  insights  on  these  problems.  Dr.  James  Clements,  direc- 
tor of  the  Georgia  Retardation  Center  at  Atlanta  and  immediate  past 
president  of  the  American  Association  of  Mental  Defeciency;  Dr. 
Herbert  A.  Wendel,  Division  of  Clinical  Pharmacology,  University  of 
Oregon  Medical  School;  Dr.  Edward  Kaufman,  medical  director  of 
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the  Lower  Eastside  Service  Center  in  New  York,  former  director  of 
Psychiatric  Health  Services  of  New  York  City  Prison  System,  and 
chief  of  Psychiatric  Service  in  Lewisburg  Federal  Penitentiary. 

Am  I  accurate  that  it  is  Dr.  Clements,  Dr.  Kaufman,  and  Dr.  Wen- 
del  ?  Is  that  the  proper  order  ? 

We  appreciate  you  gentlemen  being  here.  Why  do  we  not  just  start 
with  you  Dr.  Kaufman,  and  we  will  go  from  left  to  right,  if  there  is  no 
other  reason  for  doing  otherwise. 

PANEL  OF  MEDICAL  EXPERTS 

STATEMENT  OF  DR.  EDWARD  KAUFMAN,  MEDICAL  DIRECTOR, 
LOWER  EASTSIDE  SERVICE  CENTER 

Dr.  Kaufman.  I  am  Dr.  Edward  Kaufman.  I  am  psychiatrist.  I  am 
presently  working  as  the  medical  director  of  the  Lower  Eastside  Serv- 
ice Center  which  is  a  multimodality  drug  treatment  program  in  New 
York  City,  and  I  am  also  on  the  faculty  of  Mount  Sinai  College  of 
Medicine  and  Columbia  Psychoanalytic  Institute. 

Senator  Bayh.  When  you  say,  "multimodality  treatment  center," 
exactly  what  do  you  mean,  Dr.  Kaufman  ? 

Dr.  Kaufman.  It  means  that  we  have  six  different  programs  that  are 
tied  to  the  needs  of  the  different  patients,  so  that  some  of  our  programs 
are  drug  free,  involving  classic  psychotherapy,  and  some  are  full  day 
programs.  In  some  of  our  programs  we  use  methadone.  In  one  of  our 
programs,  we  are  dedicated  to  getting  people  off  of  methadone.  It  is 
called  a  methadone-to-abstinence  program. 

Senator  Bayh.  To  a  drug- free  existence  then  ? 

Dr.  Kaufman.  Yes. 

Senator  Bayh.  That  particular  program  is  to  deal  with  those  who 
are  drug  addicts  right  now  ? 

Dr.  Kaufman.  Right. 

Senator  Bayh.  Do  you  still  have  the  responsibility,  that  I  referred 
to  earlier,  at  Lewisburg  ? 

Dr.  Kaufman.  No;  I  was  the  director  of  psychiatric  services  at 
Lewisburg  Federal  Penitentiary  from  1964  to  1966,  and  then  more 
recently  until  early  1973,  I  was  director  of  psychiatric  services  for  the 
New  York  City  prisons,  but  I  do  not  have  that  responsibility  now. 

Senator  Bayh.  All  right,  please  proceed. 

Dr.  Kaufman.  Well,  I  think  I  was  asked  to  come  here  mainly  to  talk 
about  my  experiences  at  some  of  the  prisons  I  have  been  in  and  some  of 
the  prisons  I  have  evaluated. 

AREAS    OF    COMMITTEE'S    CONCERN 

Senator  Bayh.  Just  so  we  can  focus  in  on  this.  None  of  your  testi- 
mony needs  to  be  exclusively  confined  to  this  aspect,  You  are  all  very 
busy  men. 

One  primary  interest,  today,  is  to  the  extent  drugs — that  have  a 
medical  purpose  in  treating  mental  illness  or  abnormalities — are 
abused  and  used  for  other  purposes,  such  as  making  easy  custodial  care. 
We  are  also  concerned  about  the  availability  of  street  drugs  in  some  of 
our  institutions. 
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And,  I  must  say  after  listening  to  Tony  testify,  it  goes  back  to  the 
broader  concern  that  I  have  had  for  a  long  period  of  time,  which  led 
to  the  enactment  of  the  Juvenile  Justice  Act.  This  act  was  designed  to 
get  away  from  some  of  the  stereotype  responses  to  children  or  juvenile 
problems,  which  compound  and  make  those  problems  worse. 

And  it  has  been  the  judgment  of  this  committee,  Congress,  and  some 
50  youth  organizations — we  have  been  able  to  get  everybody  but  the 
President  of  the  United  States  to  concur,  because  so  far  he  has  not 
implemented  this  legislation — if  we  are  going  to  deal  with  the  prob- 
lems of  crime  and  perhaps  even  cases  of  mental  illness,  that  it  is  a  lot 
easier  to  deal  with  them  at  a  time  of  life  when  habits  have  not  been 
formed,  to  try  to  deal  with  the  problems  that  exist  in  the  home,  or  in 
the  school,  or  in  the  general  community  at  an  earlier  age  in  a  child's 
life.  Thus,  you  do  not  ultimately  end  lip  with  someone  who  has  been 
through  three,  four,  or  five  institutions — many  of  which  compound 
the  problem  and  ensure  that  it  is  going  to  be  more  severe  in  its  next 
manifestation. 

Now,  that  gives  you  a  background  of  where  I  am  concerned ;  but  it 
does  not  mean  that  you  need  to  respond  specifically  to  those  concerns. 

Dr.  Kaufman.  Well,  I  wanted  to  start  off  then  with  some  comments 
about  the  six  panelists  that  preceded  me.  I  think  in  a  lot  of  ways  I 
agree  with  everything  that  they  say,  and  I  am  sure  that  there  are 
many,  many  people  who  go  through  a  lot  of  the  kinds  of  experiences 
that  they  described,  but  I  think  that  maybe  some  point  has  to  be  made 
for  the  other  side  about  some  of  these  drugs  too,  and  I  would  like  to 
start  off  briefly 

Senator  Bayh.  Well,  let  me  say  as  chairman  of  this  committee,  we 
are  not  here  with  any  preconceived  notions. 

I,  personally  as  a  layman,  feel  there  is  a  place  for  psychiatry,  and 
in  addressing  ourselves  to  the  problems  of  the  mind.  Psychiatric  treat- 
ment, and  those  individuals  who  bear  that  title  of  psychiatrists,  are 
like  all  other  professional  people  and  all  the  citizens,  including  public 
officials — there  are  some  good,  and  I  am  sure  there  are  some  bad.  So 
your  opinion  and  your  expertise  will  certainly  be  respected. 

Dr.  Kaufman.  That  is  certainly  true  with  a  drug  like  Thorazine.  It 
has  some  good  uses,  and  it  has  some  bad  uses,  and  in  a  little  while  I  will 
talk  about  some  of  the  bad  uses  in  institutions. 

But  clinically  it  has  been  a  very,  very  valuable  drug.  I  have  always 
been  dedicated  to  getting  people  off  of  Thorazine  or  other  drugs  as 
rapidly  as  possible,  but  there  are  some  people  who,  were  it  not  for 
Thorazine  at  some  point  in  the  past  or  were  it  not  for  Thorazine  in 
the  present,  would  be  unable  to  function,  and  a  lot  of  patients  that  I 
have  treated  have  been  helped  by  Thorazine. 

All  of  the  side  effects  are  certainly  ones  that  you  worry  about,  but 
it  certainly  can  be  an  extremely  beneficial  drug. 

Senator  Bayh.  Give  us  an  example  of  the  beneficial  treatment,  the 
kind  of  patient,  and  the  normal  kind  of  reaction  that  a  doctor  would 
like  to  see  by  utilizing  Thorazine — applied  in  the  right  place  at  the 


right  time. 


BENEFICIAL  USAGE  OF  THORAZINE 


Dr.  Kaufman.  There  are  two  patients  in  particular  that  come  to  my 
mind.  One  of  them  was  a  young  man  in  his  early  twenties  who  was  in 
the  hospital  and  under  treatment  with  Thorazine,  and  he  was  trans- 
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ferred  to  my  care.  This  was  about  2V2  years  ago.  He  was  able  to  get 
out  of  the  hospital  in  about  1  month,  and  following  that  time  he  went 
back  to  school,  and  he  stayed  on  Thorazine  for  about  \y2  years  after 
coming  out  of  the  hospital. 

Now,  he  has  had  no  Thorazine  at  all  for  over  6  months,  and  he  has 
no  need  for  it.  We  still  continue  to  work  in  treatment.  He  is  leading  a 
very  creative  life  as  a  student. 

Another  patient  is  a  college  professor  who  has  had  two  very  brief 
nervous  breakdowns  of  about  2  weeks  in  duration.  Each  of  these  times 
he  was  in  mental  hospitals.  It  has  now  been  about  4  years  since  his  last 
breakdown.  During  that  time  he  has  continued  to  take  Thorazine.  He 
is  out  of  the  country  now,  and  he  is  totally  capable  of  monitoring  his 
own  medication.  If  he  gets  into  trouble  with  it,  he  will  write  me 
a  letter,  and  I  will  answer  with  some  instructions  as  to  how  to  take  it, 
but  over  the  past  4  years  this  individual  has  been  functioning  as  a 
highly  renowned  scholar  and  college  professor,  and  he  still  takes  Thor- 
azine. 

And  I  expect  when  he  returns  to  this  country  very  shortly,  he  will 
drop  in  and  see  me  again,  and  we  will  continue  this  5-  or  6-year  rela- 
tionship we  have  had  in  which  psychotherapy  is  a  very  important  part, 
but  so  is  Thorazine. 

Senator  Bayh.  What  is  the  clinical  diagnosis?  What  is  the  type  of 
problem  that  someone  would  have  for  which  you  would  prescribe 
Thorazine  ? 

Dr.  Kaufman.  To  speak  generally,  Thorazine  is  used  for  schizo- 
phrenia as  a  rule,  and  generally  I  am  somewhat  specific  on  my  diag- 
nosis of  what  constitutes  schizophrenia. 

Senator  Bayh.  Tell  us  what  that  is  and  the  way  you  describe  it. 

Dr.  Kaufman.  Well,  something  we  teach  medical  students  is  that 
there  are  primary  symptoms  of  schizophrenia  and  there  are  secondary 
symptoms  of  schizophrenia,  and  the  primary  symptoms  are  the  four 
A's:  affect,  association,  ambivalence,  and  autism,  and  what  that  means 
in  terms  of  affect,  that  is  emotionality.  That  means  if  a  person's  emo- 
tionality is  flattened  or  maybe  very  labile — which  means  fly  off  the 
handle  rapidly  or  switch  rapidly  from  one  mood  to  the  other. 

Autism  refers  to  preoccupation  with  a  fantasy  world,  a  withdrawal 
from  reality. 

Ambivalence  refers  to  the  simultaneous  experience  of  very  different 
kinds  of  emotions  and  actions  so  that  although  all  of  us  have  some  am- 
bivalence, somebody  who  is  schizophrenic  and  is  ambivalent  simulta- 
neously feels  enormous  hostility  and  enormous  love  for  the  same  hu- 
man being. 

And  association  has  to  do  with  the  person's  thought  linkages,  that 
there  is  a  loosening  of  the  thought  processes. 

And  the  secondary  symptoms  are  things  like  delusions,  that  is,  false 
beliefs,  like  we  heard  of  the  FBI  following  people,  although  in  some 
cases  it  can  be  reality. 

And  the  other  secondary  symptoms  are  hallucinations,  which  are 
seeing  or  hearing  or  smelling  things  that  are  not  really  there. 

Now,  Thorazine  seems  to  have  a  specific  effect  on  this  symptom  pic- 
ture, particularly  in  an  acute  break.  If  somebody  has  an  illness  that  is 
only  a  few  days  old,  and  you  intervene  in  a  very  deep  personal  way 
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with  them  and  you  give  them  Thorazine,  you  can  frequently  get  them 
over  it  in  a  week  or  two. 

There  is  another  aspect  of  Thorazine  too,  and  that  is  that  some 
researchers  have  found  that  statistically  if  someone  has  had  significant 
mental  illness,  that  if  you  maintain  them  on  Thorazine,  the  chances  of 
their  having  another  such  episode  are  decreased  enormously,  so  that 
a  lot  of  times,  almost  like  digitalis  for  heart  disease,  some  of  us  will 
keep  people  on  Thorazine  after  there  are  no  symptoms,  with  the  idea 
behind  it  that  it  will  r>  re  vent  a  recurrence  of  such  a  break. 

Senator  Bayh.  What  would  be  the  normal  amounts  of  Thorazine 
maintenance  dosage? 

THORAZINE   MAINTENANCE    TREATMENT   DOSAGE 

Dr.  Kaufman.  Well,  most  of  my  patients,  when  they  are  outpatients, 
are  on  100  to  200  milligrams  of  Thorazine.  The  PDR,  which  was 
quoted  before,  talks  about  closes  of  around  1,000  milligrams  and  says 
that  2,000  milligrams  is  also  acceptable  under  certain  circumstances, 
and  I  personally  have  prescribed  very  high  doses  of  Thorazine  to  peo- 
ple. It  has  been  a  long  time  since  I  have  clone  it,  and  it  has  been  more 
associated  with  my  work  in  hospitals.  I  work  more  with  outpatients 
now,  so  it  is  less  necessary. 

So  that  a  dose  of  100,  200,  300  milligrams  of  Thorazine  is  not  really 
unusual.  I  think  a  lot  of  people  have  been  misdiagnosed,  as  the  pre- 
vious panel  described.  There  agitation  as  a  result  of  a  side  effect  of  the 
drug  has  been  mistaken  for  psychosis,  and  the  drug  has  unfortunately 
been  increased.  I  hope  that  now  we  get  more  in  tune  with  that  kind  of 
picture,  so  that  we  give  the  appropriate  antidotes,  rather  than  giving 
more  Thorazine. 

Senator  Bayh.  Well,  is  a  2,000-milligram  dose  of  Thorazine  a  com- 
mon kind  of  practice  institutionally  ? 

Dr.  Kaufman.  I  would  say  if  you  walked  into  most  of  the  psychiat- 
ric hospitals  in  this  country,  you  would  find  some  people  on  a  dose 
of  Thorazine  that  high,  the  minority  certainly,  but  in  general  it  is 
not  that  shocking  to  hear  about  a  dose  of  Thorazine  that  high. 

Senator  Bayh.  It  may  not  be  that  shocking,  but  is  it  wise  ? 

Dr.  Kaufman.  In  some  cases,  it  is.  I  would  be  very  critical  of  this 
kind  of  dose,  and  I  would  want  to  review  the  case  very  carefully,  but  in 
some  cases  it  is  the  only  way  people  can  be  helped. 

Senator  Bayh.  A  response  was  relayed  to  us  from  a  witness  of  a 
doctor  who  was  supposed  to  have  said,  "Well,  those  precautions  that 
are  listed  on  the  package  by  the  drug  firm,  they  are  always  overly  cau- 
tious." Is  that  a  normal  reaction? 

Dr.  Kaufman.  Well,  there  are  some  people  who  have  had  experience 
in  using  higher  closes  than  those  dictated  by  the  packaging.  I  think  the 
packaging  in  this  case  says  that  a  dose  up  to  2,000  can  be  used  so  that 
for  this  doctor  to  use  2,000  does  not  even  exceed  the  packaging 
instructions. 

I  think  for  most  drugs,  it  is  very  safe  guidelines  to  not  exceed  the 
packaging  directions,  so  that  I  generally  avoid  exceeding  what  the 
usual  instructions  are. 

Senator  Bayh.  From  your  professional  experience — working  with 
patients  or  inmates  in  an  institutional  setting — have  you  experienced 


107 

or  do  you  have  reason  to  believe  that  the  practice  of  using  pheno- 
thiazines for  a  sedative  purpose,  not  for  therapeutic  purposes,  is  that 
which  is  being  followed? 

Dr.  Kaufman.  I  think  there  are  a  lot  of  institutions  where  pheno- 
thiazines  are  being  used  to  keep  people  quiet.  I  think  that  prisons 
particularly  are  an  example  where  phenothiazines  are  used  to  keep 
people  quiet,  and  I  like  to  think  that  in  the  prisons  in  which  I  have 
worked  or  in  which  I  have  supervised  that  this  has  not  been  the  case, 
although  it  is  sometimes  a  very  difficult  picture. 

But  the  situation  where  I  wras  very  clearly  exposed  to  this  was  at 
the  Goshen  State  Training  School  in  Goshen,  N.Y.,  recently.  About 
a  year  ago  Legal  Aid  Prisoners'  Rights  Project  asked  me  to  go  up 
there  and  take  a  look  at  the  situation,  and  I  was  really  appalled  at  the 
way  phenothiazines  were  used  there. 

Senator  Bath.  Could  you  tell  us  how  they  were  used? 

Dr.  Kaufman.  First  of  all,  there  is  a  word  "prhw  in  medicine,  which 
means  "as  needed,"  and  every  individual  that  entered  the  Goshen 
State  Training  School  at  that  time — that  was  in  April  1974.  had  a 
telephone  order  taken  by  the  nurse  from  the  doctor,  without  the  doctor 
examining  the  patient,  which  stated:  "Thorazine,  25  milligrams, 
intramuscularly,  prn,"  so  that  without  any  kind  of  medical  or  psychi- 
atric evaluation  whatsoever,  the  nurse  wdio  was  very  frequently  in- 
fluenced by  the  custodial  staff  was  given  license  to  administer 
Thorazine. 

Senator  Bath.  What  would  be  the  normal  reaction  to  that  dosage 
of  Thorazine  ? 

DANGERS    OF   THORAZINE    INTRAMUSCULAR    INJECTIONS 

Dr.  Kaufman.  I  think  there  is  an  important  point  about  intra- 
muscular Thorazine.  When  we  talk  about  dosages  here,  and  I  talk 
about  giving  fairly  high  doses  of  oral  medication  if  necessary,  but 
I  am  much  more  conservative  about  intramuscular  medication,  so  that 
I  never  give  more  than  25  mg  intramuscularly. 

One  of  the  reasons  for  this  is  that  you  get  much  higher  peaks  in 
the  blood  of  Thorazine  when  given  intramuscularly.  The  peak  of 
intramuscular  Thorazine  is  about  10  times  as  high  as  that  of  oral 
Thorazine,  so  that  the  risk  of  some  side  effects  is  10  times  as  great 
when  you  give  it  by  injection,  so  if  you  are  giving  somebody  in  injec- 
tion of  25  mg  of  Thorazine — or  in  a  couple  of  cases,  50  mg  of  Thorazine, 
which  was  given  here  without  an  order — you  run  a  very  high  risk 
of  certain  side  effects. 

One  of  the  individuals  that  got  such  an  injection  of  Thorazine  had 
epilepsy,  and  Thorazine  can  precipitate  an  epileptic  attack,  particu- 
larly in  someone  who  is  vulnerable. 

Senator  Bath.  Can  it  precipitate  a  heart  attack?  Heart  arrest? 

Dr.  Kaufman.  Conceivably,  it  can.  I  saw  a  man  once  who  got  25  mg 
of  Thorazine  orally  and  whose  heart  actually  stopped  beating  in  the 
hospital  directly  as  a  result  of  that.  That  is  highly  unusual.  Most 
people  have  never  seen  that.  This  was  15  years  ago,  and  I  will  never 
forget  it.  Fortunately,  he  was  in  a  medical  facility,  and  there  seemed 
to  be  no  permanent  difficulties. 
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Thorazine  can  cause  electrocardiographic  changes  with  some  fre- 
quency, and  although  I  have  never  seen  a  heart  attack  from  it,  I  did 
see  somebody's  heart  stop  from  it.  It  causes  a  lowering  of  blood  pres- 
sure and  in  somebody  whose  heart  is  vulnerable,  it  certainly  could 
conceivably  cause  a  heart  attack. 

Senator  Bayh.  Then  the  prescription  of  25  nig  intramuscularly 
administered — without  a  doctor  having  examined  the  patient — would 
then  have  the  effect  of  immediate  sedation.  Would  that  not  be  the 
reaction  ? 

Dr.  Kaufman.  Right.  That  would  be  the  main  reason  to  give  it,  and 
most  of  the  time  that  would  work  and  would  sedate  the  individual. 
Frequently,  there  would  he  the  kinds  of  experiences  that  were  described 
earlier  here.  There  would  be  some  mental  confusion,  a  feeling  of  not 
being  real.  The  tiredness  is  a  very  alien  kind  of  tiredness,  and  although 
it  sedates,  it  can  also  be  a  very  frightening  experience. 

Senator  Bayh.  Did  you  have  knowledge,  in  your  investigation  at 
Goshen,  of  children  who  were  given  that  kind  of  treatment  for  very 
minimal  kinds  of  abuse  such  as  not  washing  or  using  the  wrong  kind 
of  words,  or  this  kind  of  misconduct  ? 

THORAZINE    USE    AS    COERCIVE   PUNISHMENT 

Dr.  Kaufman.  Well,  what  happened  was,  very  frequently  conflicts 
started  that  way.  There  was  one  specific  individual  where  the  fight  with 
the  custodial  force  started  because  he  was  told  to  wash  his  hands,  and 
he  said  he  had  washed  them  half  an  hour  before,  and  this  fight  esca- 
lated into  a  physical  struggle,  and  it  ended  up  that  he  was  given  on 
this  occasion  either  25  or  50  mg  of  Thorazine  intramuscularly  and 
put  in  seclusion  for  a  rather  long  period  of  time. 

But  this  same  individual  was  also  threatened  frequently,  if  you  do 
not  go  to  work  now,  we  will  put  you  in  seclusion  and  give  you  a  shot 
of  Thorazine,  so  it  was  certainly  used  in  a  very  coercive  and  punitive 
way. 

Senator  Bayh.  I  just  wanted  to  nail  that  down.  In  other  words,  the 
experiences  that  have  been  described  by  earlier  witnesses  are  not  what 
you  would  call  isolated  examples? 

Dr.  Kaufman.  Right,  they  certainly  happen,  and  as  of  last  year 
at  the  Goshen  State  Training  School,  there  was  an  order  written  so 
that  every  young  person  in  that  school  could  be  given  a  shot  of  Thora- 
zine without  any  medical  evaluation  to  decide  whether  he  should  have 
it  or  not.  Also  the  order  was  rewritten  about  every  month  or  so,  and  in 
none  of  the  charts  that  I  read  was  there  the  slightest  mention  of  intra- 
muscular Thorazine,  as  to  how  it  was  to  be  used  for  the  individual's 
benefit  or  how  it  was  a  part  of  the  treatment  plan. 

Senator  Bayh.  We  are  not  talking  about  the  experience  you  had  with 
the  use  of  Thorazine  as  a  treatment  to  mental  disability  \ 

Dr.  Kaufman.  Right. 

Senator  Bayh.  That  is  what  you  discussed  earlier  as  the  use  of 
Thorazine  to  have  a  salutary  effect, 

You  are  now  relating  to  an  institution  for  juvenile  delinquents. 
There  instead  of  Thorazine  being  used  for  treatment  of  mental  dis- 
ability, it  was  being  used  as  a  mental  handcuff.  Here,  if  you  are  not 
good,  they  are  going  to  slap  you  down,  stick  a  needle  of  Thorazine 
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in  you,  so  you  will  go  to  sleep,  then  they  will  not  have  to  worry  about 
you.  Is  that  what  you  are  talking  about  ? 

Dr.  Kaufman.  Right.  My  feeling  about  it  was  that  it  was  very  much 
like  how  wild  animals  are  captured  in  the  jungle.  It  was  not  much 
above  that,  where  the  doctors  order  over  the  phone ;  with  the  nurses' 
permission  essentially,  the  guards  were  shooting  a  Thorazine  gun  at 
these  unfortunate  people  to  control  their  violent  behavior,  which  they 
had  indeed  done  a  great  deal  to  provoke. 

Senator  Bayh.  Did  these  security  guards — who  had  the  initial  re- 
sponsibility for  ordering  this  treatment — have  much  experience  in  the 
medical  aspect  of  this  % 

Dr.  Kaufman.  Their  medical  training,  of  course,  was  quite  limited. 
I  did  talk  to  the  security  guards,  and  I  did  not  find  them  to  be  par- 
ticularly knowledgeable  in  anything  psychiatric  or  medical. 

Senator  Bayh.  That  is  not  unusual,  is  it?  A  normal  security  guard 
would  not  be  expected  to  have  a  Ph.  D.  or  an  M.D.  ? 

Dr.  Kaufman.  Eight. 

Senator  Bayh.  I  say  that  without  being  derogatory  toward  security 
guards.  I  do  not  think  that  is  a  prerequisite  for  hiring  a  security 
guard. 

Please  proceed. 

DRUG   ABUSE   PROBLEMS   IN   PRISONS 

Dr.  Kaufman.  I  think  that  is  basically  the  summation  of  my  expe- 
rience at  Goshen.  I  think  to  very  briefly  discuss  my  experience  on  the 
other  side  when  I  was  the  director  of  Prison  Psychiatric  Services  in 
New  York  City,  I  came  in  and  I  found  that  intramuscular  Thorazine 
was  being  abused  there,  and  so  I  changed  the  guidelines  for  the  use  of 
intramuscular  Thorazine. 

I  also  tried  to  change  the  guidelines  for  the  use  of  all  psychotropic 
drugs,  and  I  felt  that  even  minor  tranquilizers,  such  as  Valium  or 
Librium,  should  be  avoided  in  a  prison  setting,  unless  the  person  has 
a  genuine  kind  of  psychiatric  syndrome. 

Now,  prisoners  get  very  bored.  One  way  to  deal  with  boredom  is  to 
take  drugs.  A  lot  of  the  prisoners  are  drug  addicts  or  were  drug  ad- 
dicts, and  they  are  used  to  having  a  chemical  to  alter  their  state  of 
mind,  and  despite  the  fact  that  I  issued  strict  guidelines  against  the 
mass  prescribing  of  these  drugs,  there  were  certain  doctors  who  found 
it  very  difficult  not  to  do  so.  These  people  were  very  desperate,  and 
had  a  lot  of  anxiety  and  a  lot  of  depression,  and  some  of  the  doctors 
that  worked  for  me  felt  it  was  their  obligation  to  relieve  this  anxiety. 

So  that  one  of  the  prison  psychiatric  services  which  I  was  in  charge 
of — and  there  were  nine  others — the  doctor  put  maybe  50  or  75  of  the 
people  on  Valium  or  Librium,  so  in  a  sense  he  was  really  creating  a 
drug  problem.  Now,  none  of  these  people  were  on  seriously  high  doses, 
but  nevertheless  it  has  the  problem  of  perpetuating  the  use  of  a  drug 
for  a  solution,  and  it  also  provides  pills  around  the  institutions,  and 
no  matter  what  you  do,  no  matter  what  kind  of  flashlight  you  shove 
down  somebody's  mouth  when  they  take  pills,  if  you  have  pills  in  the 
institution,  people  are  going  to  save  them,  and  if  people  are  going  to 
save  pills,  they  are  going  to  abuse  them. 
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So  that  in  a  lot  of  institutions,  you  hear  that  you  can  get  a  Valium 
for  a  pack  of  cigarettes.  Thorazine  is  generally  not  an  abused  drug, 
and  maybe  you  could  get  four  or  five  Thorazine  for  a  pack  of  cigarettes 
if  you  could  find  a  customer,  so  that  institutions  frequently  create  their 
own  drug  problems  through  well-meaning  doctors  prescribing  mod- 
erate doses  of  medication,  and  there  is  very  little  to  do  about  some- 
thing like  that.  You  can  threaten  a  doctor  that  he  will  lose  his  job  if 
he  continues  to  prescribe  the  drugs,  or  you  can  ban  the  drugs  totally, 
which  I  was  very  tempted  to  do,  but  did  not,  so  that  even  in  some  of  my 
own  institutions  where  I  have  been  ultimately  responsible,  we  have 
had  a  drug  problem. 

Senator  Bath.  Do  you  have  institutions  where  people  with  no  pro- 
fessional training,  whatsoever,  are  in  a  position  of  being  custodians  of 
the  medicine  cabinet  ? 

Dr.  Kaufman.  I  have  heard  of  that  in  the  past.  I  think  Goshen  prior 
to  my  coming  there,  the  officers  had  a  lot  more  direct  input  into  giving 
medication.  Also,  in  the  New  York  City  system  before  I  came  into  the 
system,  the  correction  officers  would  dispense  the  pills.  They  would  be 
written  by  the  doctors,  and  theoretically  they  could  only  dispense  them 
as  the  doctor  wrote  the  directions. 

This  was  a  situation  that  we  very  rapidly  moved  into  to  do  away 
with  although  it  took  the  hiring  of  about  50  nurses  to  be  able  to  do  so. 
so  there  are  a  lot  of  situations  where  custodial  people  have  a  great  deal 
of  control  over  medication. 

Senator  Bayh.  When  you  have  "prn"  notification  the  correction 
officer,  theoretically,  then  could  regularly  rely  on  that  and  their  divert 
the  drugs  to  other  destinations  ? 

Dr.  Kaufman.  I  think  the  prn  should  be  used  with  the  nurse  dispens- 
ing only  in  the  direst  of  circumstances,  and  I  think  the  prn  should  never 
be  used  with  anybody  other  than  a  professional  person  so  that  custodial 
officers  dispensing  on  a  prn  basis  is  a  very  dangerous  and  disruptive 
situation. 

Senator  Bath.  Thank  you.  I  interrupted  you  with  questions,  but  I 
appreciate  your  contribution  here  very  much. 

Dr.  Kaufman.  Thank  you. 

Is  it  possible  for  me  to  leave  at  this  point  ?  I  would  greatly  appreci- 
ate that. 

Senator  Bath.  You  may  be  excused  now.  Again,  I  appreciate 
very  much,  Dr.  Kaufman,  your  letting  us  have  the  benefit  of  your 
experiences. 

Dr.  Clements,  will  you  proceed. 

Dr.  Clements.  Would  you  like  me  to  read  the  prepared  statement,  or 
how  would  you  like  me  to  proceed  ? 

Senator  Bayh.  I  would  like  you  to  give  us  the  main  thrust  of  your 
thinking,  and  of  course  you  have  had  significant  amounts  of  profes- 
sional experience  here.  I  might  add,  that  we  will  put  your  entire  state- 
ment x  in  the  record  as  if  you  have  read  it.  I  am  sure  you  gave  it  a  great 
deal  of  thought. 

1  See  p.  119. 
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STATEMENT  OF  DR.  JAMES  CLEMENTS,  DIRECTOR,  GEORGIA 
RETARDATION  CENTER,  ATLANTA,  GA. 

Dr.  Clements.  I  would  like  to  say  that  some  of  my  professional  cre- 
dentials are  not  very  meaningful,  relating  to  this  issue.  I  am  assist- 
ant professor  of  psychiatry  at  Emory  University.  I  am  assistant  pro- 
fessor of  pediatrics  at  Emory  and  associate  professor  of  neurology  and 
assistant  professor  of  pediatrics  at  the  Medical  College  of  Georgia. 

My  major  job  is  as  director  of  an  institution  for  the  mentally  re- 
tarded, and  my  experience  and  interest  in  this  field  comes  out  of  doing 
evaluations  of  a  number  of  institutions  for  the  mentally  retarded  in 
this  country.  I  have  evaluated  over  15  institutions  which  house  more 
than  20,000  mentally  retarded  people. 

It  is  the  direct  observations  that  I  have  made  in  these  institutions 
that  cause  me  to  be  concerned  about  the  abuse  and  misuse  of  psyco- 
pharmacologic  agents,  the  group  of  drugs  we  generally  refer  to  as 
tranquilizers  within  these  institutions. 

Another  very  large  area  of  my  concern  about  the  drug  problem 
relates  back  to  why  do  we  do  this,  and  who  does  it?  The  basic  respon- 
sibility has  to  go  back  to  the  physician,  but  I  think  one  is  rather 
appalled  when  one  takes  a  look  at  what  physicians  do  know  and  do 
not  know  about,  for  example,  mental  retardation  and  psychopharma- 
cology. 

The  principal  textbook  used  in  medical  schools  in  this  country  for 
training  of  pediatricians  and  other  physicians  about  problems  of 
children  is  "Nelson's  Textbook  of  Pediatrics."  This  book  has  approx- 
imately 1,589  pages :  roughly  12  of  these  pages  is  about  mental  retarda- 
tion, and  contains  a  statement  that  mental  retardation  is  probably 
the  most  handicapping  of  all  conditions  of  childhood. 

Out  of  that  1,589  pages,  we  get  this  very  small  encapsulation  of  this 
devastating  condition  of  childhood. 

Senator  Bath.  When  was  "Nelson"  published  ? 

Dr.  Clements.  "Nelson"  is  published  every  4  years. 

Senator  Bath.  Every  4  years  ? 

Dr.  Clements  That  is  correct. 

The  other  major  source  of  information,  of  course,  is  scientific  jour- 
nals^ which  relate  basically  to  clinical  reports  and  research.  For  exam- 
ple, in  our  library  at  the  Georgia  Retardation  Center,  we  have  some 
200  of  these  journals  published  monthly  and  bimonthly.  Now,  how 
can  a  physician  even  peruse  the  information  from  all  of  these  journals  ? 

PDR  AND  DRUG  SALESMEN  INFLUENCE 

The  basic  information  about  drugs  for  practicing  physicians  comes 
from  the  PDR,  and  the  PDR  descriptions  of  the  drugs  are  basically 
prepared  by  the  manufacturers,  so  we  have  three  basic  sources  here 
that  we  are  dealing  with.  We  have  what  we  are  taught  in  medical 
school;  we  have  what  we  read  following  medical  school;  but  our 
primary  source  of  postgraduate  education  in  drugs  is  by  the  PDR  and 
drug  salesmen. 
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Granted  this  drug  salesman  knows  his  product.  He  frequently  is 
quite  an  authority  on  the  products  prepared  by  his  company,  but  what 
does  he  know  about  diagnosis?  What  does  he  know  about  mental 
retardation?  What  does  he  know  about  behavior  disorders  for  which 
these  drugs  are  being  prescribed?  tot 

And  let  us  face  it,  sir,  his  primary  job  is  to  sell  the  product,  bo  1 
think  we  have  a  multif  aceted  problem  here  in  that  we  have  not  enough 
information  about  the  drugs,  and  I  would  like  to  say  a  little  more 
about  those  people  who  prescribe  these  drugs  in  institutions  for  the 
mentally  retarded.  %  „ 

In  the  institutions  that  I  have  seen,  the  drugs  are  prescribed  officially 
by  a  physician.  Actually,  the  order  for  that  drug  usually  originates 
with  basically  untrained  attendants  in  these  hospitals.  What  are  these 
drugs  prescribed  for,  and  why  are  the  attendants  wanting  mentally 
retarded  people  placed  on  these  drugs  ? 

They  are  prescribed  for  head-banging,  agitation,  feces-smeanng, 
masturbation,  and  so  forth.  These  are  all  situational  disorders,  basi- 
cally due  to  the  environment  that  a  person  finds  himself  in.  They  are 
caused  by  the  very  environments  in  which  these  people  live,  and  yet 
here  we  are  prescribing  pills  to  eradicate  the  behavior  due  to  the  very 
environment  creating  these  behaviors. 

Senator  Bayh.  Let  me,  as  a  layman,  make  certain  that  I  understand 
what  you  are  saying.  Is  this  sort  of  a  Catch  22-type  situation  where 
a  child  is  placed  in  an  environment  which  causes  certain  disorders  or 
abnormalities,  and  then  drugs  are  prescribed  to  stop  the  reaction  to  the 
environment  in  which  the  child  has  been  placed  ? 

Dr.  Clements.  That  is  correct,  sir.  In  essence  the  drugs  are  pre- 
scribed to  stop  the  behavior  caused  wholly  or  in  part  by  the  environ- 
ment in  which  the  person  has  been  placed. 

Now,  if  you  have  not  been  in  an  institution  for  the  mentally  re- 
tarded, let  me  describe  for  you  briefly  what  the  living  setting  is.  You 
have  a  large  clayroom.  You  have  a  large  sleeping  area  m  which  there 
are  usually  not  dividers  between  beds  and  certainly  no  appropriate 
dividers.  Anywhere  from  30  to  60  to  90  people  may  sleep  in  this  large 
room.  Disturbances  during  sleep  become  a  way  of  life.  People  do 
things  in  large  groups.  They  eat  in  large  groups.  They  sit  in  large 
groups.  They  sleep  in  large  groups.  They  go  to  the  toilet  in  large 
groups,  and  "everything  they  do  is  in  large  groups. 

Because  of  the  tile  walls  and  the  tile  floors  that  are  very  common  in 
these  situations,  it  is  impossible  to  carry  on  an  ordinary  conversation. 
There  is  very  little  or  any  organized  activity.  Frequently,  one  will  find 
one  untrained  and  unskilled  attendant  trying  to  care  for  all  of  the 
needs  of  30  to  60  of  these  retarded  people,  and  there  is  no  way  possi- 
ble this  person  can  do  it,  so  in  essence  you  go  into  a  dayroom — and  this 
is  unfortunately  a  typical  thing  that  I  am  describing  to  you—  and  you 
see  30  to  60  people  milling  about,  sitting,  rocking,  head-banging,  muti- 
lating themselves,  masturbating — this  is  a  typical  picture  that  you  see, 
and  this  is  what  we  are  prescribing  the  pills  for. 

Senator  Bath.  May  I  ask  you,  is  this  true  also  for  young  people  ? 

Dr.  Clements.  Yes ;  I  would  say  that  the  average  population  age- 
wise  in  institutions  for  the  mentally  retarded  would  be  probably  50 
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percent  of  these  individuals  would  be  between  the  age  of  10  and  20,  and 
about  an  equal  distribution  on  each  side. 

Senator  Bath.  Is  it  a  typical  setting.  Doctor,  to  find  a  10-year-old 
child  who  is  mentally  retarded  commingled  in  this  group  setting  with 
someone  who  is  50,  60,  or  TO  ? 

Dr.  Clements.  Ordinarily,  there  is  a  little  more  close  grouping  by 
age  groups  in  institutions  for  the  mentally  retarded  than  what  I  have 
heard  about  institutions  for  the  mentally  ill.  The  ages  may  be  indeed 
broad,  from  10  years  of  age  to  20  or  30,  or  20  years  of  age  to  80. 

It  is  also  quite  different  in  the  physical  size  of  people,  and  when  you 
have  a  lot  of  very  agitated  people  around  who  have  no  direction  and 
nothing  to  do,  size  does  become  important,  particularly  for  the  smaller 
person,  and  the  smaller  person  is  frequently  injured  in  this  situation, 
perhaps  not  intentionally,  but  again  the  person  doing  the  injuring 
most  likely  would  be  called  abusive,  destructive,  and  would  almost  in- 
evitably be  placed  on  a  tranquilizing  drug. 

UNTRAINED  PERSONNEL  "PRESCRIBE"  MEDICATION 

I  think  one  thing  that  is  so  frightening  about  all  of  this  is  that  we 
assume — I  would  say  those  of  us  who  have  not  been  in  these  institu- 
tions— that  drugs  are  given  in  a  very  scientific  fashion.  This  indeed  is 
not  the  case.  They  are  simply  given  basically  from  reports  described 
by  untrained  ward  attendants.  The  untrained  ward  attendant  will  go 
to  a  doctor  and  say,  Johnny  did  such  and  such.  He  needs  a  pill,  and 
Johnny  gets  a  pill. 

How  does  a  doctor  get  information  back  about  how  the  pill  is  af- 
fecting Johnny?  The  untrained  ward  attendant  says,  Johny  is  bet- 
ter now  that  he  has  gotten  the  pill.  That  is  about  as  scientific  as  it  ever 
gets. 

You  would  assume,  not  having  been  there,  that  people  who  are  dis- 
pensing controlled  drugs  are  people  that  are  trained  and  indeed  licensed 
to  do  so.  At  all  of  the  institutions  I  have  ever  been  in,  not  in  a  single 
one  did  they  require  a  licensed  nurse  to  dispense  these  medications. 

Senator  Bath.  Not  in  a  single  one  ? 

Dr.  Clements.  Not  in  a  single  one. 

Senator  Bath.  Is  that  legal  ?  You  cannot  get  this  drug  out  on  the 
street,  in  that  kind  of  setting. 

Dr.  Clements.  The  Nurse  Practice  Act  and  the  Pharmacy  Act 
varies  tremendously  from  State  to  State  and  is,  I  am  afraid,  often 
ignored  in  State  institutions. 

Senator  Bath.  So  in  essence  you  are  saying,  in  many  cases,  that 
drugs  are  administered  in  this  fashion  despite  the  fact  that  the  law  pro- 
hibits this  type  of  practice. 

Dr.  Clements.  That  is  correct,  and  again  I  can  cite  many  instances 
of  "prn"  orders  being  given  for  controlled  drugs  and  left  totally  up  to 
the  discretion  of  untrained  ward  attendants  to  give  this  drug  and  to 
decide  in  fact  when  it  shall  be  given.  And  what  is  even  worse,  this 
attendant  may  not  have  been  on  that  ward  ever  before  in  his  life  and 
may  not  have  ever  even  seen  his  child  before  in  his  life,  but  the  child 
does  something  that  the  attendant  does  not  like  or  is  not  easily  toler- 
ated by  the  attendant,  and  he  gets  the  pill. 
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Senator  Bath.  Let  us  explore  exactly  how  these  circumstances  hap- 
pen. We  are  not  trying  to  point  the  finger  of  blame  at  anybody,  or  any 
class  of  people,  except  perhaps  on  society,  generally,  for  tolerating  these 
conditions. 

Let  us  assume  the  kind  of  environment  you  described  earlier  Doctor, 
where  you  have  30  to  90  retarded  persons  in  an  environment  that  pro- 
vokes certain  kinds  of  what  might  be  called,  outside  of  that  environ- 
ment, an  abnormal  reaction,  However  inside  of  that  environment  it 
could  be  an  environment-inducted  reaction.  Let  us  further  presmne 
that  the  personnel  assigned  to  maintain  this  number  of  individuals  is 
totally  inadequate — where  you  have  one  person  assigned  to  shepherd 
and  maintain  60  to  90  people.  I  think  that  is  asking  something  that  is 
almost  impossible. 

Thus,  when  that  person  observes  a  reaction  that  is  causing  him  or 
her  some  trouble,  they  ask  that  the  prn  prescription  be  f  ulfillled  to  still 
that  person.  Then  the  attendant's  normal  reaction  would  be  to  say, 
"Well,  I  did  not  have  any  trouble  with  that  person  again,  so  it  did, 
indeed,  accomplish  its  purpose." 

This  hypothetical  situation  is  not  very  much  removed  from  the 
kind  of  horror  stories  that  we  heard  emanating  from  some  of  our 
juvenile  institutions  for  mentally  retarded?  There,  to  keep  a  child 
from  bothering  the  custodian,  he  or  she  was  physically  tied  or  hand- 
cuffed to  the  bed. 

INSTITUTIONAL  MENTALLY  RETARDED  "CARE" 

Dr.  Clements.  This  happens  every  day  in  the  institutions  for  the 
mentally  retarded.  I  was  just  talking  about  pills  earlier.  I  have  seen 
individuals  tied  in  bed  for  as  long  as  2  years,  22  out  of  24  hours  every 
day.  That  for  one  episode  of  head-banging.  I  have  seen  individuals 
locked  in  seclusion  for  as  long  as  7  years  with  the  only  furnishing  in 
that  room  a  can  in  which  the  individual  could  take  care  of  his  toileting 
needs,  if  he  was  able  to  manage  it. 

Senator  Bayh.  Were  those  individuals,  who  were  put  in  that  kind 
of  confinement,  likely  to  do  damage  to  themselves  or  their  fellow 
inmates  ? 

Dr.  Clements.  Oh,  they  could  have  been,  or  they  could  have  been 
exhibiting  some  kind  of  behavior  that  was  not  liked  by  the  keepers. 

Senator  Bayh.  Lock  them  up,  tie  them  up,  handcuff  them,  or  drug 
them? 

Dr.  Clements.  Yes. 

Senator  Bayh.  That  is  hardly  civilized  treatment,  particularly  with 
mental  retardation. 

Dr.  Clements.  Well,  many  institutions  unfortunately  in  the  United 
States  are  hardly  civilized.  This  is  well  documented.  There  are  many, 
many  cases  filed  in  court  at  the  present  time  and  all  of  this  has  been 
very  clearly  documented. 

There  is  not  enough  space,  not  enough  clothing,  not  enough  person- 
nel, not  enough  of  anything  to  properly  treat.  You  cannot  even  care 
for  the  individuals  in  the  United  States  today,  much  less  habilitate 
them. 

Senator  Bayh.  We  had  a  representative  of  one  of  Washington's 
most  prestigious  law  firms  testify  earlier.  In  a  study  they  conducted, 
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they  pointed  out  that  phenothiazines  are  widely  administered  to  non- 
psychotic  retarded  persons — half  of  whom  are  children.  Also,  that  the 
scientific  data  did  not  support  the  need  for  this  particular  type  of 
drug. 

Is  that  a  common  assessment,  would  you  say,  from  your  experience  ? 

Dr.  Clements.  It  is  common.  Would  you  like  to  see  some  of  the 
figures  I  have  taken  from  actual  records  in  institutions  ? 

Senator  Bath.  Yes,  I  would,  Doctor. 

Dr.  Clements.  All  right,  some  of  these  figures  I  am  giving  you  I 
just  list  as  units  I,  II,  III,  IV,  V,  rather  than  to  identify  the  place 
where  I  collected  this  information. 

Now,  these  are  from  units  of  different  institutions  all  over  the  coun- 
try, and  I  do  not  wish  to  identify  in  most  cases  the  institution  because 
many  of  these  are  cases  awaiting  litigation,  and  I  do  not  think  it 
would  be  quite  right  to  identify  them. 

In  one,  42  percent  of  the  residents  were  on  tranquilizers.  In  another, 
64  percent  of  residents  were  on  tranquilizers;  another  78  percent, 
another  80  percent. 

Senator  Bath.  Eighty  percent  ? 

Dr.  Clements.  Eighty  percent ;  another  27  percent  of  residents  on 
tranquilizers.  Now,  interestingly,  this  was  a  nonambulatory  unit — 
that  is,  the  individual  was  not  able  to  get  up  and  run  about  or  cause 
any  problem. 

Sixty- four  percent  of  residents  on  tranquilizers  in  another;  65  per- 
cent in  another ;  54  percent  in  another.  Here  is  another  one :  25  per- 
cent, and  again  that  was  a  nonambulatory  unit,  where  people  could  not 
get  up  and  move  about. 

Senator  Bath.  Why  would  you  put  25  percent  of  a  nonambulatory 
ward  on  tranquilizers? 

Dr.  Clements.  Well,  I  would  have  to  come  back  and  say,  why  put 
70  percent  of  the  ambulatory,  but  25  percent  were  probably  placed  be- 
cause they  were  "not  sleeping  well  at  night,  or  crying,  or  thrashing 
about  in  bed."  Again,  why  do  they  not  sleep  well  at  night?  They  are  in 
bed  24  hours  a  day.  They  are  lying  there  in  bed,  and  that  is  the  reason. 

SIX   TRANQUILIZERS   AS   SINGLE   DOSAGE 

I  saw  one  institution — and  this  is  well  documented  in  a  court 
order — that  70  percent  of  all  of  the  residents  out  of  a  total  of  750  in 
that  institution  were  on  tranquilizers,  and  generally  multiple  types  of 
tranquilizers,  and  it  was  not  uncommon  for  me  to  find  a  drug  order  for 
as  many  as  six  tranquilizers  given  simultaneously  to  the  residents  in 
that  institution. 

Senator  Bath.  Were  children  involved  ? 

Dr.  Clements.  Most  of  these  were  children,  yes. 

Senator  Bath.  Most  of  them  children ! 

Dr.  Clements.  Yes. 

I  saw  another  institution  where  the  most  common  order  on  any  of 
the  charts  in  this  entire  institution  was  15  milligrams  of  phenobarbitol 
three  times  a  day  for  masturbation. 

Senator  Bath.  In  addition  to  stopping  masturbation,  what  other 
impact  would  that  have  on  a  child  ? 
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Dr.  Clements.  Fifteen  milligrams  of  phenobarbitol  three  times  a 
day  would  have  little  impact  on  anyone  for  anything. 

Senator  Bath.  No  other  impact? 

Dr.  Clements.  No,  sir.  It  is  too  small  a  dose.  They  were  not  even 
able  to  give  a  proper  dose,  even  if  they  were  going  to  give  it  without 
good  reason. 

Senator  Bath.  In  other  words,  you  would  not  accomplish  the  pur- 
pose you  are  trying  to  accomplish.  You  just  are  giving  sort  of  a  rote 
reaction  ? 

Dr.  Clements.  That  is  correct. 

Senator  Bath.  If  in  doubt,  sedate  ? 

Dr.  Clements.  You  see,  there  is  a  major  problem  of  education  and 
communication  with  physicians  in  institutions  for  the  mentally  re- 
tarded. Many  institutions  do  not  have  fully  licensed  physicians.  Some 
of  the  physicians  are  not  licensed  to  practice  medicine  anywhere.  Even 
if  they  have  an  institutional  license,  this  means  they  cannot  practice 
outside  of  that  institution.  By  implication  they  are  not  worthy  to  prac- 
tice on  regular  citizens.  This  is  not  an  uncommon  thing. 

language  and  lack  of  education  confuse  communication 

The  other  problem  I  have  seen — horrible  communication  problems 
in  institutions.  I  know  of  one  very  large  institution  where  a  large 
number  of  the  nurses  speak  one  foreign  language,  a  large  number  of 
the  physicians  speak  another  foreign  language,  and  unfortunately 
it  is  not  the  same  foreign  language,  so  they  cannot  even  communicate 
together  in  a  foreign  language  in  the  United  States. 

The  attendants  who  have  to  take  orders  and  give  instructions  to 
both  have  on  the  average,  generously,  a  ninth  grade  academic  level, 
and  there  is  an  absolutely  fantastic  system  of  sign  language  in  this 
institution  of  a  physician  communicating  to  a  nurse  or  to  an  attend- 
ant, and  they  in  turn  communicating  back  with  sign  language  because 
none  of  these  people  understand  the  other's  verbal  language.  Can  you 
imagine  taking  a  telephone  order  in  a  situation  like  this?  And  tele- 
phone orders  are  given. 

And  again  this  is  not  an  ucommon  situation,  unfortunately. 

Senator  Bath.  Let  me  ask  you  a  little  broader  general  question. 
The  science  of  coping  with  mental  retardation  has  accomplished  sig- 
nificant progress,  I  think,  over  the  last  several  years.  Or,  perhaps,  a 
better  thought  is  that  we  have  risen  above  the  idea  of  total  futility 
that  once  a  mentally  retarded  child  was  born,  that  child  could  never 
serve  any  useful  purpose. 

Is  it  fair  to  say  that — in  this  one  institution  where  you  had  many 
children,  70  percent  of  whom  were  sedated — if  they  had  been  treated 
with  the  best  that  medical  science  and  psychiatry  could  have  pre- 
scribed, those  children  could  have  escaped  their  chains  of  mental 
retardation  and  lived  a  useful  life? 

Dr.  Clements.  If  the  individuals  in  that  institution  had  not  been 
oversedated  by  tranquilizing  drugs,  I  have  no  doubt  but  what  every 
individual  in  that  institution  with  proper  treatment  could  have  made 
substantial  progress. 

Senator  Bath.  Every  ? 
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Dr.  Clements.  Every  individual. 

Senator  Bayii.  That  is  very  disheartening. 

Dr.  Clements.  Another  very  disheartening  thing — when  one  is 
trying  to  find  out  what  is  going  on  in  these  institutions — is  when  one 
examines  the  records.  Almost  inevitably  there  is  no  documented  reason 
given  for  the  placement  of  individuals  on  tranquil izing  drugs.  Now, 
I  am  speaking  only  for  institutions  for  the  mentally  retarded. 

Again,  a  situation  that  is  not  this  uncommon,  but  I  would  like  to 
relate  to  you  goes  back  to  an  experience  I  had  in  an  institution  in 
this  country  not  long  ago.  I  went  over  to  a  unit  and  asked  to  see  the 
records.  In  looking  at  physicians'  orders,  according  to  the  physician's 
order  sheet,  every  individual  on  that  unit  was  on  tranquilizing  drugs. 
In  talking  to  the  ward  staff,  they  said  this  was  not  true,  that  the  real 
orders  were  two  floors  below  on  another  unit. 

So  I  went  two  floors  below  on  the  other  unit  to  take  a  look,  and 
there  were  two  sets  of  records  there.  So,  in  essence,  what  I  ended  up 
dealing  with  was  three  sets  of  records  for  the  same  people. 

Now,  I  could  not  understand  what  was  going  on,  but  think  of  the 
poor  ward  attendant  who  every  time  it  came  time  to  pass  out  pills, 
this  poor  guy  had  to  make  a  decision  about  which  one  of  these  records 
shall  I  use.  Of  course,  it  did  give  him  considerable  leeway,  and  the 
attendants  on  this  same  unit  told  me  that  they  brought  in  drugs  from 
outside  of  the  institution  to  give  to  the  patients  when  they  could  not 
control  them  otherwise,  and  I  know  for  a  fact  that  there  were  drugs 
on  that  unit  that  were  not  from  that  institution  because  certain  of  the 
drugs  that  I  saw  on  the  unit  were  not  even  carried  by  the  pharmacy 
that  was  operated  by  that  institution. 

Senator  Bayii.  How  did  they  get  those  pills  ? 

Dr.  Clements.  The  attendants  brought  them  in. 

Senator  Bayh.  How  did  the  attendants  get  them  ? 

Dr.  Clements.  I  assume  they  are  quite  easy  to  get.  I  do  not  know 
how  they  got  them,  but  they  showed  me  where  they  kept  them,  behind 
a  radiator  cover  on  the  unit. 

Senator  Bayh.  Let  me  ask  you  another  question  at  this  time,  Doctor. 
I  understand  that  you  have  had  a  project  called  Cottage  17.  Could 
you  give  us  a  picture  of  what  can  happen  when  drugs  are  reduced  or 
eliminated  as  far  as  a  response  to  patients  is  concerned  ? 

COTTAGE    17   PROJECT 

Dr.  Clements.  All  right;  Cottage  17  is  a  cottage  of  the  Georgia 
Retardation  Center,  and  most  of  these  individuals  on  admission  to  this 
cottage  I  would  say  are  early  teenage  or  young  adult,  in  that  age  range. 
Many  of  them  come  from  homes  where  they  have  never  had  any  formal 
training  of  any  kind.  They  have  been  excluded  from  the  public  schools 
and  other  public  programs.  Generally,  they  are  severely  to  profoundly 
retarded.  Most  of  them  have  no  self-help  skills — that  is,  they  cannot 
bathe  themselves,  feed  themselves,  dress  themselves,  or  in  essence 
cannot  take  care  of  their  own  bodily  needs. 

A  very  high  percentage  of  these  individuals  come  in  on  drugs,  and 
at  times  unfortunately  physicians  who  work  there  placed  additional 
ones  on  drugs.  I  have  been  so  concerned  about  this  in  that  I  am  requir- 
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ing  a  myriad  of  information  now  before  I  will  allow  physicians  to 
place  individuals  on  drugs  in  this  unit. 

What  we  were  seeing  when  these  individuals  came  in  was,  they  were 
lying  about  on  the  floor  doing  nothing.  There  was  no  way  to  approach 
many  individuals  to  give  them  assistance  in  learning  self-help  skills 
because  many  were  groggy.  You  could  not  get  their  attention,  so 
what  we  are  doing  now  is  gradually  reducing  these  drugs,  noting 
prior  to  the  time  we  reduce  them  what  their  behavior  was  like,  the 
incidence  of  these  behaviors  then  and  while  we  are  reducing  the  drugs, 
the  dosage;  that  is,  we  are  carefully  noting  the  incidence  of  these 
behaviors,  and  after  the  drug  is  discontinued,  we  are  noticing  the 
incidence  of  these  behaviors. 

What  we  are  finding,  of  course,  is  that  many  were  oversedated. 
Often  now,  where  the  drugs  are  being  reduced  or  discontinued,  we  are 
able  to  in  fact  get  them  off  the  floor,  teach  feeding  skills,  dressing 
skills,  social  skills.  Individuals  that  did  not  even  relate  to  one  another 
or  to  any  persons  are  now  learning  to  sit  at  tables  and  do  simple  tasks. 

This,  I  think,  is  what  3tou  were  asking  me  about  relating  to  Cottage 
17. 

Senator  Bayh.  Are  we  finding  out  that  administered  drugs  have 
created  greater  problems  than  they  have  cured  ? 

Dr.  Clements.  Well,  I  am  not  meaning  to  say  that  there  is  no  occa- 
sion where  drug  therapy  should  be  used.  That  is  not  the  case.  But  the 
fault  of  all  of  this  lies  with  the  fact  that  we  are  using  drug  therapy 
and  little  else.  Drug  therapy  alone  is  not  going  to  assist  the  patient  in 
recovery.  You  have  got  to  have  a  comprehensive  program,  and  drug 
therapy  may  assist  the  person  to  control  themselves  long  enough  to 
get  into  this  program,  but  drug  therapy  should  only  be  used,  at  least 
in  the  nonpsychotic  retarded  for  a  short  period  ol  time  until  a  less 
restrictive  type  of  program  can  be  provided. 

DRUG   THERAPY   PROGRAMS   ONLY   FOR   CONTROL 

The  places  that  have  very  high  percentages  of  drug  usage  are  places 
essentially  where  there  is  no  program  except  drug  therapy,  and  drug 
therapy  in  that  case  does  not  become  a  program  of  assisting  the  indi- 
vidual toward  habilitation,  but  is  used  simply  to  control  the  behavior 
of  the  individuals  in  those  facilities,  and  that  is  the  basis  of  my  concern 
about  the  problem. 

I  am  further  concerned — you  know,  it  seems  that  we  all  recognize 
this,  the  national  accrediting  bodies,  such  as  JCAH,  the  Joint  Com- 
mission on  Accrediting  of  Hospitals,  has  elaborate  standards  now 
which  state,  you  shall  not  use  drugs  as  a  punishment.  You  shall  not 
use  drugs  as  simply  control.  The  court  orders  all  state  this. 

Why  is  it  that  the  courts  and  accrediting  bodies  have  to  tell  physi- 
cians how  to  practice  medicine?  I  would  assume  because  there  has 
been  substantial  abuse  in  this  practice. 

Senator  Bayh.  Just  as  a  generalization  then,  it  appears  there  is 
remarkable  similarity  between  reaction,  response,  and  indeed  the  abuse 
when  dealing  with  retarded  children,  as  we  found  dealing  with  delin- 
quent children.  Sometimes  there  is  a  close  correlation.  But,  if  you  are 
going  to  get  a  major  response  from  those  who  are  retarded,  or  in  need 
of  supervision  or  clelinquent,  you  cannot  just  have  a  cavalier  approach 
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which  treats  everybody  alike — whether  it  is  drugs  or  whatever.  You 
have  to  zero  in  on  the  individual  child,  whether  they  are  retarded  or 
delinquent,  if  you  are  going  to  get  a  positive  response. 

Dr.  Clements.  You  have  to  have  a  program  tailored  to  the  needs  of 
that  individual.  I  think  we  would  all  know  it  would  be  foolish  to 
assume  we  can  go  on  the  ward,  in  a  general  medical  hospital,  for 
example,  and  say,  in  this  ward  I  am  going  to  give  everyone  penicillin, 
and  in  this  ward  we  are  going  to  give  everyone  Stelazine,  and  that  is 
exactly  what  we  are  doing  here.  It  is  that  general. 


PREPARED  STATEMENT  OF  DR.  JAMES  CLEMENTS 

I.  Introduction 

It  should  be  noted  at  the  onset  of  these  remarks  that  I  am  neither  a  phyehia- 
trist  nor  a  psychopharmacologist.  My  initial  formal  training  is  in  pediatrics,  child 
development  and  mental  retardation.  Later  training  and  experience  is  in  the  field 
of  management.  My  occupation  is  director  of  a  State  operated  residential  facility 
for  the  mentally  retarded  which  is  also  a  university  affiliated  training  center. 
Additionally,  since  1964,  I  have  been  involved,  rather  extensively,  in  evaluation 
of  institutional  programs  for  the  American  Association  on  Mental  Deficiency,  the 
American  Civil  Liberties  Union,  the  Legal  Aid  Society,  the  Children's  Defense 
Fund,  and  the  U.S.  Department  of  Justice.  My  interest  in  and  concern  about  the 
use  and  abuse  of  psychopharmacologic  agents,  which  is  limited  to  the  so-called 
tranquilizers  for  this  discussion,  stems  from  direct  observations,  findings,  and 
conclusions  [from]  of  evaluations  of  some  15  or  more  institutions  housing  approx- 
imately 20,000  mentally  retarded  people.  It  would  be  difficult  for  me  to  impart  to 
you  the  degree  of  concern  that  what  I  have  observed  may,  in  fact,  be  representa- 
tive of  conditions  of  more  than  150,000  mentally  retarded  people  in  institutions  in 
the  United  States  today.  Indeed  if  what  I  have  seen  is  an  accurate  representation 
of  institutional  conditions,  it  might  only  represent  the  "tip  of  the  iceberg"  phe- 
nomena as  it  does  not  take  into  account  the  millions  of  retarded  people  living  out- 
side the  large  institutional  settings  in  natural  homes,  group  homes,  foster  homes, 
nursing  homes  and  other  living  arrangements.  Brief  observations  on  my  part  lead 
me  to  suspect  that  the  same  problem  does  exist  in  these  other  settings. 

II.  Background  Information 

Before  relating  to  you  my  observations  on  the  use  and  misuse  of  tranquilizers 
in  institutions  for  the  mentally  retarded,  let  me  briefly  present  to  you  a  back- 
ground on  the  use  of  and  definition  of  the  group  of  drugs  generally  referred  to  as 
tranquilizers.  Goodman  and  Gilman,  in  The  Pharmacologic  Basis  of  Therapeutics 
[4th  Ed.]  state  the  "although  interest  in  the  psychological  effects  of  pharmaco- 
logical agents  is  almost  as  old  as  mankind,  the  use  of  drugs  for  treatment  of  psy- 
chiatric disorders  has  become  widespread  only  since  the  mid-1950's.  Drags  have 
found  their  way  into  the  most  analytically  oriented  practices  of  psychiatry  and, 
in  the  general  practice  of  medicine,  they  are  used  on  a  grand  scale  to  change  atti- 
tudes and  emotions  of  patients.  In  this  latter  connection  they  are  often  misused. 
Nobody  would  deny  that  the  overt  psychotic  or  the  severely  depressed  individual 
is  in  urgent  need  of  therapy,  and  drugs  now  play  a  major  role  in  the  treatment  of 
these  severe  disorders.  Such  factors  as  heredity,  personality,  social  class,  atti- 
tudes, and  expectations,  of  both  the  patient  and  therapist,  as  well  as  the  patient's 
environment,  all  contribute  to  the  treatment  outcome.  Sympathy  and  understand- 
ing may  be  more  important  than  drugs  in  certain  types  of  psychiatric  disorders, 
although  the  reverse  is  clearly  the  case  in  others." 

Dr.  Lawrence  Kolb,  distinguished  professor  and  chairman,  Department  of  Psy- 
chiatry, College  of  Physicians  and  Surgeons,  Columbia  University,  in  his  textbook 
entitled  Modern  Clinical  Psychiatry  [8th  Ed.]  states,  "It  is  generally  agreed  that 
most  of  the  mental  disorders  that  afflict  persons  of  normal  intelligence  may  also 
afflict  the  mentally  [retarded].  Sometimes,  also  [retarded  people]  suffer  from 
psychoses  of  an  acute  transitory  nature,  presenting  episodes  of  excitement  with 
depression,  paranoid  trends,  or  hallucinatory  experiences.  The  psychoses  are  often 
situational  in  origin." 
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III.  The  Pill 
The  pills!  What  are  they? 

Grollmau  and  Grollman  in  their  Pharmacology  and  Therapeutics — A  Textbook 
for  Students  and  Practitioners  of  Medicine  and  Its  Allied  Professions  [7th  Ed.] 
define  the  tranquilizing  drugs  "which  comprise  the  major  tranquilizers  [are] 
used  in  the  management  of  disturbed,  particularly  schizophrenic,  patients  and 
the  minor  tranquilizers  [are]  used  to  quiet  agitated  and  neurotic  individuals." 
In  describing  the  major  tranquilizers  they  state  that  ''the  peace  of  mind"  induced 
by  these  drugs  *  *  *  described  is  a  psychological  state  which  may  also  be  elicited 
by  any  drug  which  alleviates  pain,  discomfort,  or  anxiety.  The  term  "tranquilizer" 
accordingly  lacks  any  specific  pharmacological  connotation  and  is  applicable  to 
almost  every  drug  used  in  disease  but  by  general  use  it  has  come  to  denote  the 
group  of  psychotherapeutic  agents  which  exert  a  central  sympathetic  suppresent 
action.  They  have  found  wide  application  in  the  care  of  psychotic  patients  and 
the  medical  management  of  milder  forms  of  neuroses  *  *  *  in  nervous  or  anxious 
patients,  the  tranquilizing  drugs  often  produce  "a  detached  serenity  without 
clouding  the  consciousness  or  depressing  the  mental  faculties."  As  for  the  so-called 
minor  tranquilizers,  "they  are  used  for  suppressing  the  less  severe  manifestations 
of  anxiety  and  tension,  for  controlling  mild  degrees  of  emotional  upset  in  psycho- 
neurosis  *  *  *  none  of  the  minor  tranquilizers  is  effective  in  patients  with  neu- 
roses. All  tend  to  induce  drowsiness  and  their  use  is  accompanied  at  times,  with 
other  side  effects.  Physical  or  psychic  dependence  may  follow  their  use  *  *  *" 

IV.  Who  Prescribes  the  Pills? 

So  much  for  defining  the  parameters  of  the  types  of  medication  relating  to 
my  concern.  Of  greater  concern  to  me  is  the  initiator  of  the  prescription  for  these 
medications — the  physicians.  Without  question  some  practitioners  in  institutions 
for  the  mentally  retarded  today  are  not  licensed  physicians  or  have  only  an 
institutional  license — that  is,  they  cannot  practice  outside  the  institution  itself. 
Of  still  greater  concern  is  the  lack  of  knowledge  of  the  effects  and  hazards  of 
these  medications  on  the  part  of  the  best  trained  physicians  practicing  in  these 
facilities,  or  those  practicing  elsewhere  for  that  matter.  Many  physicians  were 
trained  prior  to  the  general  use  of  these  drugs.  Less  than  half  of  the  physicians 
trained  in  the  United  States  today  get  an  adequate  foundation  in  the  use  of 
psychopharmacologic  drugs.  Let  us  consider  for  a  moment  the  sources  of  in- 
formation provided  a  physician  in  training  about  mental  retardation,  behavioral 
disorders,  and  drug  therapy  related  to  these  conditions.  The  Textbook  of  Pedi- 
atrics (9th  edition)  by  Nelson,  Vaughan,  and  McKay  is  probably  the  most  widely 
used  source  of  medical  information  concerning  children  in  the  United  States.  In 
this  textbook  of  1,589  pages,  9  pages  are  devoted  to  mental  retardation.  May  I 
quote  from  one  of  the  introductory  paragraphs  from  the  chapter  on  Mental  Re- 
tardation :  "Mental  retardation  may  well  be  the  most  handicapping  of  all  child- 
hood disorders.  There  are  only  four  other  significantly  disabling  conditions — 
mental  illness,  cancer,  heart  disease  and  arthritis — that  have  a  higher  prevalence, 
but  each  of  these  is  in  greatest  measure  a  problem  of  adult  life.  It  is  estimated 
that  3  percent  of  the  population  may  be  identified  as  mentally  retarded  at  some 
point  in  their  lives."  Eight  pages  of  this  previously  referenced  text  are  devoted 
to  emotional  and  behavioral  disorders.  Much  of  the  information  on  treatment 
of  emotional  and  behavioral  disorders  is  appropriately  devoted  to  discussion  of 
alteration  of  the  environment.  The  one  paragraph  concerning  drugs  states  "the 
prescription  of  drugs  to  lessen  anxiety  will  help  most  when  they  are  a  part  of  a 
comprehensive  approach  *  *  *  it  is  probably  best  for  the  physician  to  become 
acquainted  with  one  or  two  of  the  tranquilizers  and  use  those  exclusively." 

What  about  the  physician  already  practicing,  outside  of  a  medical  school 
complex?  Where  does  he  get  his  information?  Some  comes  from  the  myriad  of 
medical  journals  reporting  results  of  research  and  experience — the  volume 
of  these  journals  is  formidable  and  there  is  no  way  a  busy  physician  can  even 
peruse  the  majority  of  these.  In  our  library  at  the  Georgia  Retardation  Center 
we  have  available  over  200  journals  most  printed  monthly  or  bimonthly.  This 
represents  a  small  percentage  of  the  total  number  of  such  journals  published. 

The  Physicians'  Desk  Reference.  (Medical  Economics  Company,  29th  Ed.)  is 
probably  the  most  widely  tised  drug  reference  by  practicing  physicians.  This  vol- 
ume contains  information  on  approximately  2,500  drug  products.  Generally  for 
each  drug  or  product  listed  there  would  be  a  description,  action,  indications, 
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contraindications,  precautions,  adverse  reactions,  dosage  and  administrations, 
and  the  available  form  of  each  product  listed.  The  description  of  each  product 
listed  that  has  official  package  circulars,  is  described  by  the  manufacturer  of 
the  product,  in  accord  with  FDA  regulations.  Some  products  listed  do  not  have 
official  package  circulars.  Thorazine,  one  of  the  more  widely  used  major  tran- 
quilizers, is  said  to  be,  "indicated  for  the  control  of  moderate  to  severe  agitation, 
hyperactivity  or  aggressiveness  in  disturbed  children."  It  goes  further  to  state 
that  "Thorazine  may  impair  mental  and/or  physical  abilities  *  *  *  therefore  cau- 
tion patients  about  activities  requiring  alertness  *  *  *."  Following  this  there  is 
a  formidable  array  of  warnings,  precautions,  adverse  reactions  including  per- 
sistant tardative  dyskinesis.  Valium,  one  of  the  minor  tranquilizers  is  said  to  be 
useful  "in  the  symptomatic  relief  of  tension  and  anxiety  states  resulting  from 
stressful  circumstances  *  *  *  (and)  spasticity  caused  by  upper  motor  neuron  dis- 
orders (such  as  cerebral  palsy)  *  *  *  etc."  Again  an  impressive  listing  of  con- 
traindications, warnings,  precautions  and  adverse  reactions  are  noted.  While 
aspirin  is  not  listed,  one  can  reliably  assume  that,  if  it  were,  a  similar  array  of 
indications,  contraindications,  warnings,  precautions,  and  adverse  reactions 
would  be  duly  noted. 

The  point  is  that  the  ultimate  responsibility  is  thrown  back  onto  the  physician 
who  may  not  have  the  time,  energy,  inclination,  understanding  or  language 
comprehension  to  properly  utilize  this  pill-sized  encapsulation  of  pharmacological 
data.  Factually,  many  physicians  in  institutions  for  the  retarded  are  foreign 
born  and  trained,  and  have  gravely  limiting  communication  problems.  One  in- 
stitution with  which  I  am  quite  familiar  had  a  number  of  physicians  who  spoke 
only  one  foreign  language,  a  number  of  nurses  who  spoke  only  one  foreign 
language  [unfortunately  not  the  same  foreign  language  as  the  doctors],  and  ward 
attendants  whose  average  academic  background  was  said  to  be  the  9th  grade 
level.  A  complex,  informal  system  of  sign  language  conveyed  medication  orders 
as  well  as  the  procedure  for  administration  of  drugs. 

One  of  the  most  effective  systems  of  postgraduate  drug  education  is  supplied 
by  drug  salesmen,  each  representing  a  specific  pharmaceutical  house  and  each  con- 
cerned with  certain  products  manufactured  by  his  particular  firm.  These  salesmen 
are  often  quite  well  informed  as  to  their  specific  products.  How  well  are  they  in- 
formed about  adequate  diagnosis,  behavioral  reactions  to  environment,  or  mental 
retardation?  Their  primary  mission  is,  and  has  to  be,  the  sale  of  their  product. 

V.  Who  Actually  Administers  the  Pill 

One  would  assume  that  controlled  drugs  are  administered  to  retarded  people  in 
institutions  by  personnel  trained  in  administration  of  these  drugs  and  by  per- 
sonnel licensed  to  administer  them.  This  is  not  the  case.  In  all  of  the  institutions 
that  I  have  evaluated,  not  a  single  one  required  controlled  drugs  to  be  adminis- 
tered by  a  registered  nurse.  Untrained  ward  attendants  generally  do  this.  And 
remember,  a  large  number  of  these  ward  attendants  do  not  have  even  the  equiv- 
alent of  a  hisrh  school  diploma.  Some  are  in  fact  illiterate.  Some  are  not  proficient 
in  the  English  language. 

VI.  Under  What  Conditions  Are  These  Drugs  Given 

For  those  of  you  who  have  not  visited  a  residential  facility  for  the  mentally 
retarded,  let  me  briefly  describe  a  typical  living  unit.  This  usually  consists  of  a 
large  dayroom,  a  large  ward-type  sleeping  area,  and  a  so-called  gang  bath.  Pri- 
vacy is  nonexistent.  Due  to  the  prevalence  of  terrazzo  floors  and  tile  walls  the 
noise  level  is  extremely  high,  making  even  normal  (ordinary)  conversation  im- 
possible. Baths  contain  5-6  unscreened  toilets,  frequently  with  no  toilet  seats 
and  no  toilet  tissue.  Sleeping  areas  have  no  effective  dividers  between  beds — 
if  any  divider  at  all— disturbance  during  sleep  becomes  a  way  of  life.  People 
live  day  in  and  day  out  in  large  groups.  They  eat  in  groups,  sleep  in  groups,  mill 
about  in  dayrooms  in  groups,  and  attend  to  toileting  in  groups — all  in  an  en- 
vironment of  harsh  surfaces,  loud  noises,  and  areas  often  permeated  with  the 
odors  of  urine  and  feces.  Furniture  is  sparce  or  nonexistent.  To  compound  this 
tragic  situation,  there  is  often  no  organized  activity.  A  television  set  blares 
loudly  day  and  night.  Activity  is  left  up  to  the  individual  resident's  choice  and 
consists  of  rocking,  head-banging,  self-mutilation,  feces  smearing,  masturbation, 
etc.  Furthermore,  there  are  not  sufficient  personnel  to  attend  to  even  the  bodily 


122 

needs  of  the  residents.  Even  if  there  were  adequate  and  sufficient  space  to  or- 
ganize therapeutic  programs  for  small  groups  of  residents,  there  are  not  suffi- 
cient personnel  in  quality  and  quantity  to  do  the  job.  It  is  not  unusual  in  these 
situations  for  one  untrained  and  unskilled  employee  to  have  to  attend  to  the 
bathing,  feeding,  toileting,  and  all  needs  of  as  many  as  30  residents  in  addition 
to  administering  medications  to  them.  Not  only  are  regularly  scheduled  drugs 
given  by  people  who  may  be  totally  unknowledgeable  of  dosages,  contraindica- 
tions, side  effects,  etc.,  but  it  is  not  unusual  for  PRN  orders  to  be  left  to  their  dis- 
cretion. In  one  unit  I  visited  recently,  which  housed  approximately  30  severely 
retarded  nonambulatory  residents,  eight  of  these  residents  had  standing  PRN 
orders  for  drugs  like  Compazine,  Mellaril,  Valium  and  VistariL 

It  is  not  uncommon  to  witness  medications  being  administered  to  residents 
[who  were]  being  forcefully  restrained  on  the  floor,  or  to  nonambulatory  residents 
lying  flat  on  their  backs  in  bed.  The  extremely  depriving,  nonstimulating  envi- 
ronments described  above  do  in  fact  foster  the  very  behaviors  that  drugs  are 
given  to  alleviate  such  situational  disorders  as  sleep  disorders,  head-rolling, 
head-rocking,  head-banging,  picking,  pulling  and  rubbing  habits,  teeth  grind- 
ing, masturbation  and  disruptive  behavior — frequently  the  target  for  drug  con- 
trol— are  due  in  part  to  the  general  environment  in  which  drug  therapy  is  being 
utilized.  Nelson's  Textbook  of  Pediatrics,  previously  referred  to,  describes  the 
treatment  of  choice  for  these  conditions  as  correcting  the  environmental  situa- 
tion. It  does  appear  therefore,  that  a  condition  is  being  altered  by  medication 
inappropriately  when  the  condition  is  caused  and/or  accentuated  by  an  alterable 
environmental  situation. 

VII.  Is  the  Use  of  Tranquilizers  in  Institutions  for  the  Mentat.lt  Retarded 
a  Problem  of  Sufficient  Magnitude  to  Warrant  Concern 

Of  the  institutions  that  I  have  surveyed,  the  following  figures  were  taken  from 
actual  records  on  residential  units.  For  simplicity  purposes  I  will  denote  these 
units  by  a  simple  arabic  number  rather  than  by  the  actual  name  or  number. 

Unit  1 — 42  percent  of  residents  on  tranquilizers. 

Unit  2 — 64  percent  of  residents  on  tranquilizers. 

Unit  3 — 78  percent  of  residents  on  tranquilizers. 

Unit  4 — 80  percent  of  residents  on  tranquilizers. 

Unit  £5 — 27  percent  of  residents  on  tranquilizers  [interestingly  this  was  a  non- 
ambulatory unit]. 

Unit  6 — 64  percent  of  residents  on  tranquilizers. 

Unit  7 — 65  percent  of  residents  on  tranquilizers. 

Unit  8 — 54  percent  of  residents  on  tranquilizers. 

Unit  9 — 25  percent  of  residents  on  tranquilizers  [another  nonambulatory  unit]. 

Unit  10 — 50  percent  of  residents  on  tranquilizers. 

In  one  institution  70  percent  of  all  residents  [of  750  total]  were  taking  tran- 
quilizers. 

In  another  institution  53.9  percent  of  all  residents  were  regularly  receiving 
tranquilizing  drugs.  In  one  institution  the  most  common  drug  order  encountered 
was  Phenobarbital  5  mgm  tf.d.  for  masturbation. 

Inadequate  and  inaccurate  records  in  many  institutions  make  an  accurate 
assessment  difficult  if  not  impossible.  I  will  recall  one  unit  I  visited  which  housed 
10  retarded  people.  In  reviewing  the  physicians  orders,  I  noted  that  all  10  resi- 
dents were  on  tranquilizers.  Upon  questioning  the  ward  personnel,  I  was  told 
that  these  were  not  "the  real  records,"  that  "the  real  records  are  kept  two 
floors  below  on  another  unit."  After  going  the  two  floors  below  I  discovered  two 
additional  sets  of  drug  orders,  none  of  which  were  the  same.  In  essence  there  were 
three  sets  of  different  orders.  Each  ward  attendant,  assigned  to  administering 
drugs  had  to  decide  which  set  of  orders  to  use.  The  problem  was  further  com- 
pounded, I  am  told,  by  the  ward  attendants  bringing  in  drugs  from  outside  the 
facility  to  administer  to  difficult  to  manage  residents. 

VIII.  A  Problem  of  National  Concern 

During  the  last  3  years  numerous  right  to  treatment  cases  have  been  filed  in 
Federal  court.  I  personally  have  been  involved  in  eight  of  these.  The  excessive 
use  of  tranquilizing  drugs  has  been  a  portion  of  the  complaint  of  all  the  cases 
about  which  I  have  had  a  personal  involvement,  in  each  case  so  far  litigated  the 
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court  has  set  standards  for  drug  administration.  The  order  in  Wyatt  v.  Stlckney 
[Partlow  State  School  and  Hospital]  states : 

A.  No  medication  shall  be  administered  unless  at  the  written  order  of  a 
physician. 

B.  Notation  of  each  individual's  medication  shall  be  kept  in  his  medical 
records  [standard  14 (i)  supra].  At  least  weekly  the  attending  physician 
shall  review  the  drug  regimen  of  each  resident  under  his  care.  All  prescrip- 
tions shall  be  written  with  a  termination  date,  which  shall  not  exceed  30 
days. 

C.  Residents  shall  have  a  right  to  be  free  from  unnecessary  or  excessive 
medication.  The  resident's  records  shall  state  the  effects  of  psychoactive 
medication  on  the  patient.  When  dosages  of  such  are  changed  or  other  psycho- 
active medications  are  prescribed,  notation  shall  be  made  in  the  resident's 
record  concerning  the  effect  of  the  new  medication  or  new  dosages  and  the 
behavior  changes,  if  any,  which  occur. 

D.  Medication  shall  not  be  used  as  punishment,  for  the  convenience  of 
staff,  as  a  substitute  for  a  habilitation  program,  or  in  quantities  that  inter- 
fere with  the  resident's  habilitation  program. 

E.  Pharmacy  services  at  the  institution  shall  be  directed  by  a  profes- 
sionally competent  pharmacist  licensed  to  practice  in  the  State  of  Alabama. 
Such  pharmacist  shall  be  a  graduate  of  a  school  of  pharmacy  accredited  by 
the  American  Council  on  Pharmaceutical  Education.  Appropriate  officials  of 
the  institution,  at  their  option,  may  hire  such  a  pharmacist  or  pharmacists 
full  time  or,  in  lieu  thereof,  contract  with  outside  pharmacists. 

F.  Whether  employed  full  time  or  on  a  contract  basis,  the  pharmacist  shall 
perform  duties  which  include  but  are  not  limited  to  the  following : 

1.  Receiving  the  original,  or  direct  copy,  of  the  physician's  drug  treat- 
ment orders; 

2.  Reviewing  the  drug  regimen,  and  any  changes,  for  potentially 
adverse  reactions,  allergies,  interactions,  contraindications,  rationality, 
and  laboratory  test  modifications  and  advising  the  physician  of  any 
recommended  changes,  with  reasons  and  with  an  alternate  drug  regimen  ; 

3.  Maintaining  for  each  resident  an  individual  record  of  all  medica- 
tions [prescription  and  nonprescription]  dispensed,  including  quantities 
and  frequency  of  refills ; 

4.  Participating,  as  appropriate,  in  the  continuing  interdisciplinary 
evaluation  of  individual  residents  for  the  purpose  of  initiation,  monitor- 
ing, and  followup  of  individualized  habilitation  programs. 

G.  Only  appropriately  trained  staff  shall  be  allowed  to  administer  drugs. 
In  the  consent  judgment  [Parisi  v.  Carey]  standards  for  medication  prescrip- 
tion, pharmacy  services,  drug  administration,  and  drug  storage  included  the 

following : 

1.  No  prescription  medication  shall  be  administered  except  upon  order 
of  a  physician.  Such  orders  shall  be  confirmed  in  writing  by  a  physician 
as  promptly  as  possible,  within  24  hours. 

2.  Notation  of  each  individual's  medication  shall  be  kept  in  his  medi- 
cal records.  At  least  weekly  the  attending  physician  shall  review  the 
drug  regimen  of  each  resident  under  his  care.  All  prescriptions  shall  be 
written  with  a  termination  date,  which  shall  not  exceed  30  days.  The 
chief  medical  or  pharmacological  professional  shall  provide  an  annual 
statement  of  the  volume  and  frequency  of  drugs  administered,  by  type 
and  condition  of  resident, 

3.  Residents  shall  have  a  right  to  be  free  from  unnecessary  or  exces- 
sive medication.  The  resident's  records  shall  state  the  effects  of  psycho- 
active medication  on  the  resident.  When  dosages  of  psychoactive  medi- 
cations are  changed  or  other  psychoactive  medications  are  prescribed, 
a  notation  shall  be  made  in  the  resident's  record  concerning  the  effect 
of  the  new  medication  or  new  dosages  and  the  behavior  changes,  if  any, 
which  occur. 

4.  Medication  shall  not  be  used  as  punishment,  for  the  convenience 
of  staff,  as  a  substitute  for  program,  or  in  quantities  that  interfere  with 
the  resident's  program. 

5.  Pharmacy  services  at  the  institution  shall  be  directed  by  a  profes- 
sionally competent  and  licensed  pharmacist.  Such  pharmacist  shall  be 
a  graduate  of  a  school  of  pharmacy  accredited  by  the  American  Council 
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on  Pharmaceutical  Education.  Appropriate  officials  of  the  institution, 
at  their  option,  may  hire  such  a  pharmacist  or  pharmacists  full  time  or, 
in  lieu  thereof,  contract  with  outside  pharmacists. 

6.  Whether  employed  full  time  or  on  a  contract  basis,  the  pharmacist 
shall  perform  duties  which  include  but  are  not  limited  to  the  following : 

a.  Receiving  the  original,  or  direct  copy,  of  the  physician's  drug 
treatment  order ; 

b.  Reviewing  the  drug  regimen,  and  any  changes,  for  potentially 
adverse  reactions,  allergies,  interactions,  contraindications,  ration- 
ality, and  laboratory  test  modifications,  and  advising  the  physician 
of  any  recommended  changes,  with  reasons  and  with  an  alternate 
drug  regimen; 

c.  Maintaining  for  each  resident  an  individual  record  of  all  medi- 
cations [prescription  and  nonprescription]  dispensed,  including 
quantities  and  frequency  of  refills. 

7.  Only  appropriately  trained  staff  shall  be  allowed  to  administer 
drugs.  Persons  administering  oral  medications  shall  ensure  that  they  are 
swallowed  by  the  resident. 

8.  Written  policies  and  procedures  that  govern  the  safe  administration 
and  handling  of  all  drugs  shall  be  developed  by  the  responsible  phar- 
macist, physician,  nurse,  and  other  professional  staff. 

a.  The  compounding,  packaging,  labeling,  and  dispensing  of  drugs, 
including  samples  and  investigational  drugs,  shall  be  done  by  the 
pharmacist,  or  under  his  direct  supervision,  with  proper  controls 
and  records.  Each  drug  shall  be  identified  up  to  the  point  of  admin- 
istration. Procedures  shall  be  established  for  obtaining  drugs  when 
the  pharmacy  is  closed. 

b.  There  shall  be  a  written  policy  regarding  the  administration 
of  all  drugs  used  by  the  residents,  including  those  not  specifically 
prescribed  by  the  attending  practitioner.  There  shall  be  a  written 
policy  regarding  the  routine  of  drug  administration,  including 
standardization  of  abbreviations  indicating  dose  schedules.  Medica- 
tions shall  not  be  used  by  any  resident  other  than  the  one  for  whom 
they  were  issued. 

9.  Drugs  shall  be  stored  under  proper  conditions  of  sanitation,  temper- 
ature, light,  moisture,  ventilation,  segregation  and  security. 

a.  All  drugs  shall  be  kept  under  lock  and  key  except  when  author- 
ized personnel  are  in  attendance. 

b.  The  security  requirements  of  Federal  and  State  laws  shall  be 
satisfied  in  storerooms,  pharmacies,  and  living  units. 

c.  Poisons,  drugs  used  externally,  and  drugs  taken  internally  shall 
be  stored  on  separate  shelves  or  in  separate  cabinets,  at  all  locations. 

d.  Medications  that  are  stored  in  a  refrigerator  containing  things 
other  than  drugs  shall  be  kept  in  a  separate  compartment  with 
proper  security. 

e.  A  perpetual  inventory  shall  be  maintained  of  each  narcotic 
drug  in  the  pharmacy,  and  each  unit  in  which  such  drugs  are  kept, 
and  inventory  records  shall  show  the  quantities  of  receipts  and 
issues  and  the  person  to  whom  issued  or  administered. 

f .  If  there  is  a  drug  storeroom  separate  from  the  pharmacy,  there 
shall  be  a  perpetual  inventory  of  receipts  and  issues  of  all  drugs  by 
such  storeroom.  . 

10.  Discontinued  and  outdated  drugs,  and  containers  with  worn,  illegi- 
ble, or  missing  labels,  shall  be  returned  to  the  pharmacy  for  proper 
disposition.  ' 

11.  Medication  errors  and  drug  reactions  shall  be  recorded  and  reported 
immediately  to  the  practitioner  who  ordered  the  drug. 

It  is  alarming  and  distressing  when  it  becomes  necessary  for  a  court  to  explain 
the  proper  practice  of  medicine  to  the  medical  professor. 

[Certain]  Nationally  recognized  standards  now  make  mention  of  the  proper 
and/or  improper  uses  of  psychopharmacologic  agents.  I  interpret  this  again,  as 
a  growing  national  concern  about  the  misuse  of  these  agents.  In  its  Standard  for 
Residential  Facilities  for  the  Mentally  Retarded  [5th  printing,  April,  197o]  the 
Joint  Commission  on  Accreditation  of  Hospitals,  accreditation  council  for  facili- 
ties for  the  mentally  retarded  states : 
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"2.1.8.8  Medication  shall  not  be  used  excessively,  as  punishment,  for  the  con- 
venience of  staff,  as  a  substitute  for  programs,  or  in  quantities  that  interfere 
with  a  resident's  habilitation  program. 

"2.1.8.8.1  Psychotropic  or  behavior  modifying  drugs  shall  be  used  only  as 
an  integral  part  of  an  individual  program  plan  that  is  designed  by  an  interdis- 
ciplinary team  to  lead  to  a  less  restrictive  way  of  managing,  and  ultimately  to 
the  elimination  of,  the  behaviors  for  which  the  drugs  are  employed. 

"2.1.8.8.1.1  The  program  plan  must  specify  the  behavior  to  be  modified,  a  time- 
limited  prescription  by  a  licensed  physician,  and  the  data  that  are  to  be  collected 
in  order  to  assess  progress  toward  the  treatment  objective." 

Written  in  the  regulations  to  be  followed  by  intermediate  care  facilities  for 
the  mentally  retarded  licensed  to  receive  title  XIX  funds  there  is  also  a  standard 
relating  to  the  use  of  psychotropic  medication  : 

"Chemical  restraints  shall  not  be  used  excessively,  as  punishment,  for  con- 
venience of  staff,  as  a  substitute  for  program,  or  in  quantities  that  interfere 
with  a  resident's  habilitation  program." 

Recently  I  wrote  to  a  number  of  professional  colleagues — both  physicians  and 
nonphysicians — in  the  field  of  mental  retardation  asking  their  opinion  on  the 
use  of  psychopharmacologic  drugs  in  institutions  for  the  mentally  retarded.  Of 
the  25  replies,  only  one  felt  there  was  no  need  for  concern.  You  might  be  interested 
in  some  of  their  replies : 

'"I  am  aware  of  the  gross  misuse  of  such  drugs  which  has  existed  in  many 
institutions  for  many   years." — A   State  commissioner  for  mental  retardation. 

"As  a  member  of  the  board  of  one  of  our  State  institutions,  I  seem  to  be  up 
against  a  stonewall  in  persuading  administrators  to  get  on  top  of  the  drug 
situation.  It  is  a  terrible  situation,  I  am  shocked  at  the  irresponsibility  of  my 
professional  colleagues." — from  a  past  president  of  the  American  Association  on 
Mental  Deficiency. 

"In  all  too  many  instances  drugs  are  being  used  as  a  last  resort  to  compen- 
sate for  inadequate  programing.  Abuse  is  not  in  using  tranquilizers  [per  se]  but 
in  permitting  the  environment  without  sufficient  staff  and  programing." — from 
a  former  president  of  the  National  Association  of  Superintendents  of  Public 
Residential  Facilities  for  the  Mentally  Retarded. 

"Without  a  doubt,  wholesale  and  indiscriminate  use  of  major  tranquilizers  has 
been  used  to  control  institutionalized  mentally  retarded  persons,  and,  all  too 
often,  because  insufficient  staff  made  this  means  of  management  necessary." — A 
staff  physician  in  an  institution  for  the  mentally  retarded. 

"It  is  apparent  that  too  often  these  drugs  are  overused  and  abuses  occur.  Fur- 
ther, all  too  often  these  drugs  are  used  without  proper  review." — The  super- 
intendent of  an  institution  for  the  mentally  retarded. 

"We  become  increasingly  concerned  about  the  misuse  of  tranquilizing  drugs  in 
the  way  it  interferes  with  our  teaching  programs." — A  university  professor. 

"People  just  don't  realize  how  flagrantly  abusive  drug  treatment  has  become  in 
State  schools." — A  former  State  Commissioner  of  Mental  Retardation. 

"There  is  no  dobut  that  these  drugs  are  misused  and  very  often  because  of  in- 
adequate staffiing  and  programing." — From  a  medical  consultant  to  a  State  De- 
partment of  Mental  Health  and  Mental  Retardation. 

One  last  personal  comment. — Recently  I  spoke  with  the  National  Association  of 
Superintendents  of  Public  Residential  Facilities  for  the  Mentally  Retarded  at  it's 
annual  meeting  about  drug  problems  in  institutions.  Following  my  presentation 
one  nonmedical  superintendent  told  me  how  grateful  he  was  for  a  staff  of  ex- 
cellent physicians  and  because  he  had  such  an  excellent  staff  he  knew  he  had  no 
abuses  of  drugs  in  the  institution  he  directed. 

I  suggested  to  him  that  he  look  at  a  few  records  himself  before  he  became 
overly  confident.  He  called  me  later  to  report  that  the  first  30  records  he  examined 
accounted  for  3,000  tablets  of  Thorazine  in  the  last  30  days. 

IX.  Beginning  a  Small  Attack  on  a  Large  Problem 

It  would  be  naive  to  assume  that  a  few  regulations  relating  to  proper  use  of 
drugs  would  give  adequate  relief  to  so  large  a  problem.  Ultimate  solutions  in- 
volve better  medical  education  relations  to  mental  retardation,  improvement  of 
institutional  environments,  adequate  quality  and  quantity  of  staff,  development 
of  proper  individualized  programs  for  people  in  institutions,  providing  adequate 
procedural  safeguards,  as  well  as  providing  massive  systems  of  community  pro- 
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grams  and  community  living  arrangements  for  mentally  retarded  people  in  the 
least  restrictive  environment  possible. 

(But  what  can  be  done  for  those  individuals  residing  [appropriately  and  inappro- 
priately] in  institutional  settings?  I  would  suggest,  as  a  beginning,  the  following: 

1.  Before  any  psychopharmacologic  agent  is  prescribed  : 

A.  The  behavior  or  behaviors  that  are  preventing  a  person  from  taking 
advantage  of  therapeutic  programs  available  should  be  clearly  targeted  and 
documented  by  the  attending  physician  ; 

B.  The  frequency  of  these  behaviors  should  be  carefully  observed  and  accu- 
rately recorded  [for  example  destructive  behaviors  occurring  only  rarely 
and  intermittantly  should  not  be  treated  with  drugs]  ; 

C.  Potential  harmful  effects  of  any  drug  should  be  carefully  weighed 
against  harmful  effects  of  the  target  behavior,  and  drugs  should  be  used 
ouly  when  harmful  effect  of  the  target  behavior  clearly  outweigh  potential 
harm  of  the  drug  [such  information  should  be  clearly  documented]. 

2.  A  time-limited  prescription  should  be  written,  and  reviewed; 

3.  During  the  course  of  drug  treatment : 

A.  The  incidence  of  the  target  behaviors  should  be  documented ; 

B.  If  the  incidence  of  the  occurrence  of  the  target  behavior  does  not  de- 
crease to  a  tolerable  degree,  allowing  the  individual  to  participate  in  a  less 
restrictive  form  of  management,  the  drug  should  be  discontinued. 

4.  The  program  plan,  of  which  the  drug  treatment  is  but  one  part,  should  spec- 
ify the  time  in  which  the  problem  condition  is  to  be  ameliorated. 

5.  So  called  drug  holidays,  described  as  the  gradual  diminishing  of  dosage  and 
ultimate  discontinuation  of  the  drug,  should  be  part  of  every  program  plan  for 
use  of  psychotropic  medication. 

6.  Psychotropic  drugs  should  be  prescribed  only  by  fully  licensed  physicians  : 

7.  Psychotropic  drugs  should  be  administered  only  by  registered  and  licensed 
nurses ; 

8.  Residents  of  legal  age  who  are  mentally  competent  to  understand  the  pur- 
pose and  nature  of  the  treatment  should  participate  in  the  plan  for  drug  therapy, 
give  their  permission  for  such  treatment,  and  be  allowed  to  discontinue  the  treat- 
ment under  medical  supervision  at  any  time ; 

9.  Parents  and/or  legal  guardians  should  be  informed,  in  writing,  of  drugs  pre- 
scribed, their  expected  benefits,  and  possible  hazards  and  if  the  resident  is  under 
legal  age  and/or  incompetent,  they  should  be  allowed  to  refuse  treatment  on  his 
behalf. 

X.  Summary 

Mr.  Chairman,  I  recognize  that  my  remarks  have  been  somewhat  disjointed  and 
sketchy.  In  conclusion  let  me  say  that  there  is  a  massive  problem  of  drug  misuse 
and  abuse  in  institutions  for  the  retarded  throughout  this  Nation.  The  problem 
is  multifaceted.  It  is  due  to  many  interrelating  factors.  Among  those  are : 

1.  Inadequate  knowledge  of  the  effects  of  psychotropic  medication  as  an  ad- 
junct to  the  comprehensive  treatment  of  mentally  retarded  people ; 

2.  Physicians  generally  are  not  properly  prepared,  during  their  training,  con- 
cerning mental  retardation  in  general  and  specifically  about  psychopharmacology  ; 

3.  Medical  staffing  in  institutions  for  the  mentally  retarded  is  inadequate  both 
in  quality  and  quantity ; 

4.  Environments  in  most  institutions  for  the  mentally  retarded,  are  counter- 
therapeutic  ; 

5.  Psychotropic  drugs  are  being  used  in  lieu  of  adequate  staff  and  programs  ; 

6.  Existing  national  standards  used  by  accrediting  bodies  are  inadequate  for 
proper  drug  control ;  and, 

7.  Certain  procedural  steps,  if  utilized,  will  assist  in  controlling  abuse  of  these 
drugs  but  will  not,  unless  used  in  concert  with  other  habilitative  measures, 
eliminate  this  problem. 


Senator  Bayi-i.  Thank  you  Doctor,  very  much.  I  really  appreciate 
your  contribution.  You  obviously  have  studied  this  problem  in  some 
detail. 

Dr.  Wendel,  you  have  been  very  patient.  Thank  you  for  your  pres- 
ence here. 


127 

STATEMENT  OF  DR.  HERBERT  A.  WENDELL,  ASSOCIATE  PROFES- 
SOR OF  PHARMACOLOGY,  AND  HEAD,  DIVISION  OF  CLINICAL 
PHARMACOLOGY,  UNIVERSITY  OF  OREGON,  PORTLAND,  OREG. 

Dr.  Wendel.  Senator,  I  have  prepared  several  pages  of  notes,  but  I 
do  not  think  it  would  make  sense  to  read  them  because  much  of  what  I 
have  to  say  would  be  repetitive,  and  I  would  prefer  primarily  to  com- 
ment on  some  of  the  issues  and  questions  which  have  come  up  this 
morning  in  the  testimony  of  these  former  patients,  as  well  as  Dr.  Kauf- 
man and  Dr.  Clements,  and  submit  a  prepared  statement  for  the 
record.1 

Briefly  about  my  background,  I  am  a  medical  doctor  and  phar- 
macologist. I  should  like  to  emphasize  that  I  do  not  call  myself  or  con- 
sider myself  a  psychopharmacologist  as  I  read  in  your  news  releases. 
I  am  a  clinical  pharmacologist  with  primary  interest  in  adverse  or 
toxicologic  effects. 

I  am  holding  a  position  of  associate  professor  of  pharmacology  and 
head  of  the  Division  of  Clinical  Pharmacology  at  the  Health  Sciences 
Center  of  the  University  of  Oregon  in  Portland,  Oregon. 

I  have  been  certified  as  an  internist  in  Germany  and  have  been  active 
in  drug  research.  I  have  been  teaching  pharmacology  and  been  close 
to  the  pharmaceutical  industry  for  12  years,  where  I  worked  for  4  years 
with  a  major  manufacturer  of  antipsychotic  drugs,  Smith,  Kline  and 
French  Laboratories,  and  in  academic  insttiutions  for  17  years. 

Now,  I  made  some  notes  on  the  questions  and  previous  testimony,  so 
I  am  going  to  pick  some  up  and  would  like  to  comment  on  them  as  I 
see  them  from  a  pharmacological  viewpoint. 

CENTRAL    PROBLEM — MISPRESCRIBING    OP    DRUGS 

The  central  problem  here,  as  I  see  it^Js  misprescribing  ofjihese 
drugs.  1  woiua  like  to  repeat  what  Dr.  Kaufman  said.  These  antipsy- 
chotic drugs  or  major  tranquilizers  are  extremely  valuable  drugs  if 
prescribed  properly,  and  properly  means,  if  they  are  used  in  those  sit- 
uations which  have  a  scientifically  proven  basis,  and  this  would  be 
primarily  schizophrenia — actually,  the  proper  name  for  these  drugs 
"tranquilizer"  is  a  very  unfortunate  term  because  it  is  confusing.  It 
does  not  say  anything  about  the  specific  effects  of  these  drugs,  and  it 
infers  that  they  are  similar  to  another  group  of  drugs  which  are  also 
called  tranquilizers.  That  is  the  Librium- Valium  type. 

Both  of  these  are  pharmacologically  and  clinically  entirely  differ- 
ent drugs.  Both  act  on  the  brain,  but  in  their  pharmacological  prop- 
erties, they  are  quite  distinct.  The  best  name  of  these  drugs,  the  Thora- 
zine type,  would  be  antischizophrenic  drugs,  because  that  would  clearly 
indicate  a  certain  disease  or  group  of  diseases  where  they  are  really 
effective  and  have  extreme  value. 

Senator  Bath.  In  other  words,  you  would  say  that  barbiturates 
would  not,  in  any  way,  be  used  to  deal  with  those  problems  ? 

Dr.  Wendel.  No,  not  at  all.  In  pharmacology  we  call  the  major  tran- 
quilizers antipsychotic  or  antischizophrenic  drugs.  These  comprise  the 

1  See  p.  130. 
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phenothiazines  whose  prototype  is  Thorazine,  and  several  other  groups 
which  pharmacologically  are  similar.  These  drugs,  when  they  appeared 
about  20  years  ago,  superseded  the  barbiturates.  Until  then — Dr.  Cle- 
ments may  be  able  to  confirm  this — in  psychiatry  or  mental  institu- 
tions, barbiturates  were  the  predominant  medicines.  They  had  the  dis- 
advantage of  putting  patients  to  sleep,  and  if  a  person  is  asleep,  he 
still  needs  custodial  care.  He  has  to  be  watched  and  has  to  be  cared  for. 

There  is  a  tremendous  advantage  of  the  antischizophrenic  drugs; 
they  have  some  degree  of  selective  suppression  of  the  symptoms  of 
psychosis,  that  is,  schizophrenia,  toxic  psychosis,  senile  and  involu- 
tional psychosis,  and  the  manic  phase  of  manic-depressive  disease, 
without  causing  sleep.  The  patients  stay  awake. 

Senator  Bayh.  Do  you  have  the  addictive  problem,  Doctor,  in 
phenothiazine  ? 

Dr.  Wendel.  The  antipsychotic  drugs  do  not  cause  addiction  in  the 
sense  we  talk  about  addiction  with  narcotics,  with  morphine,  heroin, 
barbiturates,  or  even  amphetamines.  They  do  not  cause  this  compulsive 
psychic  dependence,  nor  are  there  symptoms  of  physical  dependence 
when  the  drugs  are  withdrawn  after  prolonged  intake. 

In  this  context  it  is  interesting  that  the  antipsychotic  drugs  as  cen- 
tral nervous  system  depressants  do  not  cause  euphoria  as  the  other  ad- 
dicting central  nervous  system  depressants  do,  such  as  the  narcotics, 
barbiturates,  minor  tranquilizers,  and  alcohol. 

Euphoria  gives  the  person  a  feeling  of  heightened,  increased  well- 
being.  If  anything,  these  drugs  cause  dysphoria.  Schizophrenics 
treated  with  these  drugs  get  better,  strikingly  better,  but  they  do  not 
feel  well,  and  nonpsychotic  patients  who  get  these  drugs  just  for  plain 
sedation  or  to  put  them  to  sleep  feel  their  effect  to  be  extremely  un- 
pleasant. They  feel  terrible.  This,  I  think,  probably  is  associated  with 
the  fact  that  these  drugs  do  not  have  addicting  potential. 

To  use  these  drugs  as  antianxiety  drugs,  just  to  relieve  anxiety,  is 
irrational  from  a  pharmacological  viewpoint.  They  may  relieve  anx- 
iety, but  this  is  like  using  a  cannon  to  shoot  after  sparrows.  We  have 
other  quite  effective  antianxiety  drugs  the  sedative-hypnotics  and 
minor  tranquilizers,  whose  toxic  effects  are  much  less  severe  and  much 
less  numerous.  Therefore,  the  risk-benefit  ratio  of  the  antipsychotic 
drugs,  if  used  just  to  relieve  anxiety  and  tension,  is  highly  unfavorable, 
and  actually  their  use  in  this  situation  is  irrational. 

These  drugs  are  poor  hypnotics.  They  do  not  work  well  in  just 
putting  people  to  sleep  even  though  they  are  often  prescribed  for  this 
reason.  For  inducing  sleep  we  have  a  large  number  of  well  established 
hypnotic  drugs,  barbiturates  and  nonbarbiturates,  available. 

SIGNIFICANCE   OF   CARDIOTOXIC   EFFECTS 

You  asked  about  whether  phenothiazines  cause  heart  attacks.  They 
do.  Fortunately,  it  is  very  rare,  but  it  is  one  of  these  insidious,  rare, 
toxic  effects  which  took  a  long  time  before  it  was  recognized  at 
all,  and  today  I  have  the  impression  that  medical  doctors  and  even 
pharmacologists  are  not  fully  aware  of  the  significance  of  these  cardio- 
toxic  effects.  It  is  a  direct  toxic  effect  on  the  heart.  As  I  said  it  is  rare, 
but  the  term  "infarct-like"  has  been  used  to  describe  the  sudden  deaths 
of  patients  who  receive,  usually  over  a  long  term,  phenothiazines. 
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I  would  like  to  comment  on  what  Dr.  Clements  here  said  is  his  treat- 
ment in  groups  in  institutions  for  the  mentally  retarded,  that  every- 
thing happens  in  groups,  30,  40,  60  people.  There  is  experimental 
animal  evidence  and  human  evidence  that  the  psychotropic  drug,  and 
probably  more  so  the  minor  tranquilizers,  the  Librium- Valium  type, 
have  what  is  called  paradoxical  effects,  depending  upon  the  environ- 
ment of  the  patient.  When  patients  are  grouped  together  and  have  a 
lot  of  physical  interaction,  these  drugs  are  likely  to  do  the  opposite 
of  what  they  ordinarily  do — they  cause  excitement,  aggressiveness,  and 
hostility.  It  can  be  demonstrated  on  mice  and  rats  that  their  aggressive- 
ness increases  when  they  are  treated  with  Librium  and  Valium  in 
groups  in  the  same  cage,  whereas  a  single  animal  treated  with  a  dose 
gets  calm  and  sedated  and  has  decreased  activity. 

I  would  like  to  mention  one  other  group  of  drugs,  which  has  hardly 
been  mentioned  at  all  today,  and  these  are  the  tricyclic  antidepressants, 
such  as  Tofranil,  Aocutil  and  Elavil.  Their  legitimate  use  is  in  the 
treatment  of  psychiatric  depression,  and  here,  at  least  in  some  patients, 
they  increase  the  mood  of  these  patients  and  alleviate  the  symptoms 
of  depression. 

But  they  are  often  combined  with  phenothiazine  type  drugs.  Actu- 
ally, it  happens  that  a  patient  gets  two  phenothiazines,  even  though 
pharmacologically  they  are  undistinguishable.  There  is  no  evidence 
that  one  could  not  do  the  job  without  the  other.  Then  in  addition,  one 
of  the  tricyclic  antidepressants  is  given.  Apparently,  the  prescribers 
think  that,  because  these  drugs  have  some  effect  in  lifting  the  mood  of 
depressed  patients,  they  are  stimulants,  that  they  stimulate  the  brain. 

But  here  is  a  confusion  between  alleviating  psychotic  depression  and 
stimulating  the  brain,  as  it  is  done  by  amphetamines.  These  two  effects 
have  nothing  to  do  with  each  other. 

Senator  Bath.  We  have  had  some  description  of  phenothiazines, 
particularly  their  excessive  utilization  in  some  of  our  institutions.  We 
have  had  that  particular  class  of  drugs  described  as  zombie  juice. 

Dr.  Wendel.  Zombie  juice? 

Senator  Bath.  Zombie  juice,  from  the  propensity  that  these  drugs 
might  have. 

Do  you  think  that  is  a  good  name  for  them  if  they  are  prescribed  to 
a  general  class  without  specific  prescription  ?  With  regard  to  the  pro- 
pensity, they  might  have,  to  cause  a  person  to  lose  control  of  his  or  her 
mental  capacity. 

Dr.  Wendel.  I  could  not  quite  follow  that. 

INDISCRIMINATE  USE  OF  PHENOTHIAZINES  .    .    .  ZOMBIES 

Senator  Bath.  Would  the  indiscriminate  application  of  these 
drugs — absent  any  specific  doctor-related  prescription — tend  to  cause 
people  to  lose  control  of  their  faculties,  and  thus  tend  to  create  the 
mental  mind-set  of  a  zombie? 

Dr.  Wendel.  I  would  think  so,  yes.  I  think  it  is  possible  based  on 
their  pharmacological  properties. 

Senator  Bath.  Does  this  particular  kind  of  drug  inhibit  or  impair 
learning  capacity  ? 

Dr.  Wendel.  Yes.  Everything  is  inhibited,  slowed  down.  If  a  nor- 
mal, healthy  person  takes  a  phenothiazine,  and  you  systematically 
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increase  the  dose,  you  will  see  a  decrease  in  spontaneity,  both  physi- 
cally and  mentally — that  is,  physical  movements,  the  play  of  his 
facial  muscles  disappear,  and  intellectually  and  emotionally  he  be- 
comes flat.  His  responses  are  absent  or  extremely  slow — he  still  is  able 
to  respond  to  his  environment,  but  it  is  extremely  slow,  and  with 
high  doses  a  state  of  catatonia  is  produced,  which  in  itself  is  a 
particular  manifestation  of  schizophrenia.  These  people  seem  to  be 
asleep,  but  respond  on  slight  stimulation,  just  spoken  to,  they  are 
awake.  They  are  oriented,  but  there  is  no  spontaneity  whatsoever. 
They  may  listen,  and  they  may  even  be  able  to  answer  very  slowly 
if  spoken  to,  but  they  will  immediately  fall  back  into  sleep.  That 
happens  to  a  normal  subject  under  experimental  conditions. 

It  has  been  said — and  I  think  rightly  so — that  if  these  drugs,  the 
phenothiazines  and  other  antipsychotic  drugs,  would  have  been  intro- 
duced for  any  disease  which  is  less  catastrophic  than  schizophrenia, 
they  would  never  have  been  approved  by  the  FDA  and  they  probably 
would  never  have  found  acceptance  because  they  are  very  potent 
drugs  with  a  large  number  and  great  variety  of  serious  toxic 
effects. 

Senator  Bayh.  Do  you  agree  with  the  previous  testimony  that  when 
specifically  and  accurately  prescribed,  and  used  according  to  close 
supervision,  by  a  doctor  who  knows  what  he  is  doing,  then  these  drugs 
can  have  a  benefit  for  those  patients  diagnosed  as  having 
schizophrenia  ? 

Dr.  Wendel.  Oh,  definitely. 

MISUSE    MAY   CAUSE    SYMPTOMS    OF   SCHIZOPHRENIA 

Senator  Bayh.  But,  indeed,  if  they  are  administered  en  masse  to 
those  who  are  not  schizophrenic,  they  may  bring  on  the  very  symptoms 
of  schizophrenia  ? 

Dr.  Wendel.  Right,  or  other  mental  disturbances.  I  surely  agree. 
These  drugs  are  irreplaceable  in  the  treatment  of  schizophrenia  and 
some  other  psychoses.  They  started  a  revolution  in  psychiatry  and 
the  treatment  of  psychoses.  Here,  they  are  of  great  benefit.  The  prob- 
lem^ actually,  is  not  the  drugs.  It  is  the  misuse  of  the  drugs,  the  mis- 
use in  indications  even  where  they  are  effective,  but  where  we  have 
other  less  hazardous  drugs  which  do  the  same  job,  and  may  be  better, 
and  misuse  for  indications  where  effectiveness  has  no  basis,  no 
pharmacological  or  scientifically  valid  basis. 

Senator  Bayh.  You  mean,  they  are  being  used  as  a  crutch,  instead 
of  as  a  treatment? 

Dr.  Wendel.  Right ;  and  actually,  they  are  used  for  nonmedical 
reasons,  as  we  have  heard  this  morning.  These  drugs  are  often  pre- 
scribed in  institutions,  not  for  the  benefit  of  the  patient,  but  for  the 
benefit  of  the  family,  of  the  institution,  for  the  benefit  of  the  doctors, 
of  nurses,  administrators.  It  means  they  are  used  not  for  medical  but 
for  psychosocial  reasons,  or  economic  reasons.  And  again,  that  is  not 
the  fault  of  the  drugs. 


PREPARED  STATEMENT  OF  DR.  HERBERT  A.  WENDEL 

Mr.  Chairman,  members  of  the  committee :  My  name  is  Herbert  Wendel.  I  am 
a  medical  doctor  and  pharmacologist  holding  the  position  of  Associate  Professor 
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of  Pharmacology  and  bead  of  the  Division  of  Clinical  Pharmacology  at  the 
University  of  Oregon  Health  Science  Center  in  Portland,  Oregon.  I  have  been 
certified  as  an  internist  in  Germany  and  have  been  active  in  drug  research  and 
the  teaching  of  pharmacology  in  both  pharmaceutical  industry  for  12  years  and 
academic  institutions  for  17  years.  At  the  University  of  Oregon  Medical  School, 
I  am  chairman  of  the  Committee  on  Pharmacy  and  Therapeutics  and  a  member 
of  the  Committee  on  Human  Research. 

I  have  been  asked  to  present  to  you  the  pharmacological  basis  of  the  use  in- 
dications of  psychotropic  or  psychotherapeutic  drugs,  their  adverse  effects,  and 
their  contraindications. 

Psychotropic  or  psychotherapeutic  drugs  mean  drugs  that  act  on  the  "mind" 
and  are  used  to  ameliorate  the  principal  symptoms  of  mentally  disturbed  persons, 
such  as  tension,  anxiety,  depression,  and  the  manifestation  of  psychosis.  [Psy- 
chosis :  the  most  severe  form  of  mental  disorders  characterized  by  a  high  degree 
of  eccentricity  in  behavior  often  associated  with  incapacity  to  perform  the 
ordinary  functions  of  life,  complete  absence  of  insight  and  failure  to  grasp 
external  reality,  and  extreme  inability  to  organize  sustained  socially  adequate 
responses.] 

The  principal  site  of  action  of  psychotherapeutic  drugs  is  the  brain,  although, 
as  I  will  describe  later,  some  of  these  drugs  exert  quite  pronounced  effects  also 
outside  the  brain. 

Most  psychotherapeutic  drugs  are  central  nervous  system  (CNS)  depressants, 
i.e.  they  suppress,  reduce,  interfere  with,  or  modify  and  distort  brain  functions. 

Among  the  CNS  depressants  we  distinguish  those  that  suppress  brain  func- 
tions indiscriminately  or  nonselective^.  What  looks  like  a  preferential  action  on 
some  brain  functions  is  merely  a  matter  of  dose,  not  an  intrinsic  pharmacologic 
property.  Increasing  amounts  of  these  drugs  depress  more  and  more  parts  of  the 
brain,  until  ultimately  all  brain  functions  cease. 

These  drugs  are  called  General  CNS  Depressants.  The  principal  members  of 
this  group  are:  alcohol,  general  anesthetics  (e.g.  ether,  cyclopropane,  halothane), 
and  the  sedative-hypnotics  (sleep-inducing  drugs)  (barbiturates  and  nonbarbi- 
turates).  I  should  like  to  emphasize  that  the  subgroup  of  sedative-hypnotics  in- 
cludes also  what  is  usually  called  the  anxiety-relieving  drugs  or  "minor  tran- 
quilizers" (meprobamate  [Miltown],  chlordiazepoxide  [Librium],  diazepam 
[Valium]  and  some  others). 

The  other  division  of  the  CNS  depressant  drugs  comprises  the  Selective  CNS 
Depressants.  They  act  selectively  on  the  brain  in  the  sense  that  the  usual 
therapeutic  doses  depress  particular  functions  of  the  brain  while  other  func- 
tions remain  unaffected  or  are  much  less  reduced.  As  the  doses  are  increased 
more  and  more  brain  functions  are  impaired  and  selectivity  vanishes. 

The  subgroups  comprising  the  category  of  selective  CNS  depressants  are: 

1.  Anticonvulsants  (antiepileptic  drugs) — Here  the  pharmacologic  selec- 
tivity consists  in  a  preferential  suppression  of  those  nerve  centers  where 
seizures  originate. 

2.  Strong  analgesics,  which  are  almost  identical  with  the  narcotic  drugs 
(prototype  morphine) — They  selectively  depress  those  parts  of  the  brain 
that  are  responsible  for  the  perception  of  pain. 

3.  Antipsychotic  drugs  ("major  tranquilizers") — These  are  the  drugs 
that  in  a  specific  way  alleviate  the  symptoms  of  psychoses  without  making 
the  patient  unresponsive. 

4.  Antidepressants  of  the  tricyclic  type— These  drugs  present  a  para- 
doxical group.  They  are  CNS  depressants,  and  by  their  spectrum  of  phar- 
macological activities  they  resemble  antipsychotic  drugs,  yet  they  seloc- 
tively  lift  the  sadness,  gloominess,  hopelessness  and  other  symptoms  of  de- 
pressed patients. 

The  psychotropic  drugs  most  frequently  used  in  institutions  and  deserving  par- 
ticular concern  are  the  antipsychotic  drugs  and  the  tricyclic  antidepressants. 
They  are  potent  drugs  with  a  great  variety  of  adverse  effects  and  are  most  likely 
to  be  overused  and  misused  by  being  prescribed  for  trivial  reasons  where  other 
less  hazardous  drugs  would  be  equally  or  more  effective,  or  for  indications  where 
their  effectiveness  is  questionable. 

The  antipsychotic  drugs  are  often  called  tranquilizers  or  manor  tranquilizers. 
I  think  this  is  a  poor  term,  because  it  fails  to  indicate  the  specific  character  and 
clinical  indication  of  these  drugs.  The  same  term  is  also  used  to  designate  some 
sedative-hypnotic  drugs   (antianxiety  drugs),  suggesting  that  the  antipsychotic 
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drugs  are  just  potent  sedatives,  while  in  fact  we  are  dealing  with  two  distinctly 
different  kinds  of  drugs  with  different  pharmacological  properties  and  different 
clinical  indications.  Their  most  meaningful  designation  would  be  "antischizo- 
phrenic"  drugs,  because  it  is  in  the  treatment  of  schizophrenia  where  their  real 
value  lies.  It  has  been  said  that  if  the  antipsychotic  drugs  had  been  introduced 
for  treating  any  less  catastrophic  disorder  than  schizophrenia,  they  might  have 
never  gained  acceptance  and  probably  not  have  been  approved  by  the  Food  and 
Drug  Administration.  Besides  schizophrenia,  antipsychotic  drugs  are  effective 
also  in  involutional,  senile,  and  toxic  psychoses  (except  alcoholic  psychosis)  and 
in  the  manic  phase  of  manic-depressive  psychosis.  The  actual  usage  of  antipsy- 
chotic drugs,  however,  goes  way  beyond  these  indications.  They  are  widely  pre- 
scribed as  sedative  drugs  for  patients  who  are  not  psychotic.  Even  if  in  such 
cases  the  drugs  do  relieve  anxiety,  their  varied  and  hazardous  adverse  effects 
make  the  risk-benefit  ratio  highly  unfavorable.  It  is  like  shooting  flies  with  an 
elephant  gun.  Antipsychotic  drugs  are  prescribed  for  inducing  sleep  even  though 
their  hypnotic  efficacy  is  poor,  and  many  general  CNS  depressant  drugs  are  avail- 
able that  are  more  effective  and  less  hazardous  sleep-inducers.  Antipsychotic 
drugs  are  applied  wholesale  for  quelling  nonpsychotic  excitement,  to  make  indi- 
viduals who  are  difficult  to  deal  with  more  tractable.  While  the  general  sedative 
action  of  these  drugs  is  usually  quite  effective  in  achieving  the  desired  calming 
effect,  the  absence  of  psychotic  symptoms,  the  criterion  for  the  rational  use  of 
the  drugs,  raises  the  suspicion  that  this  kind  of  prescribing  of  antipsychotic 
drugs  is  not  always  solely  for  the  patient's  sake  but  for  the  benefit  of  the  family 
or  the  institution,  that  is  physicians,  nurses,  and  administrators.  In  such  cases, 
the  drugs  are  not  used  for  medical  reasons  based  on  sound  pharmacological 
grounds  but  for  manipulative  psychosocial  and  economic  reasons. 

Which  are  the  drugs  that  comprise  the  antipsychotics?  First  of  all,  we  have 
the  phenotiazine  drugs.  About  a  dozen  and  a  half  antipsychotic  drugs  of  the 
phenothiazine-type  are  commercially  available  in  this  country.  The  prototype  is 
chlorpromazine  (Thorazine).  Other  widely  prescribed  representatives  are  thiori- 
dazine (Mellaril),  prochlorperazine  (Compazine),  trifluoperazine  (Stelazine), 
and  perphenazine  (Trilafon). 

Phenothiazine  compounds  were  the  first  antipsychotic  drugs  becoming  avail- 
able about  20  years  ago ;  they  are  the  most  widely  used  drugs  of  this  group  and 
the  most  extensively  studied.  But  they  are  not  the  only  drugs  with  antipsychotic 
effects. 

The  same  pharmacologic  activities  and  antipsychotic  properties  reside  in  at 
least  three  other  chemical  structures,  and  as  I  pointed  out  before,  the  tricyclic 
antidepressants  are  pharmacologically  very  similar  to  the  phenothiazine  anti- 
psychotics. 

Differences  that  do  exist  between  these  subclasses  and  between  the  individual 
drugs  within  each  class,  are  merely  differences  in  emphasis  or  preponderance  of 
a  particular  effect  in  relation  to  other  effects.  It  is  difficult  to  see  on  pharmacologi- 
cal grounds  why  in  practical  usage  one  of  the  members  of  a  subclass  should  exert 
different  clinical  effects  than  another  member.  I  emphasize  this  point  because 
many  times  patients  are  given  combinations  of  these  drugs  that  are  unreasonable. 
Two  antipsychotic  drugs  are  often  viewed  as  being  better  than  one,  although 
the  two  drugs  are  pharmacologically  indistinguishable  and  clinical  proof  for 
such  a  belief  is  completely  lacking.  Withdrawn  or  retarded  patients  may  simulta- 
neously be  treated  with  a  tricyclic  antidepressant  in  the  mistaken  belief  that  this 
drug  has  a  stimulating  action.  The  prescribers  of  such  combinations  apparently 
confuse  withdrawn  behavior  with  depression ;  they  don't  know  that  the  tricyclic 
antidepressants  themselves  are  CNS  depressants  that  can  only  add  to  the  depres- 
sion of  antipsychotic  drugs,  and  they  don't  know  that  improving  the  mood  of 
patients  with  depressive  disease,  which  the  tricyclic  drugs  sometimes  do,  has 
nothing  to  do  with  stimulation  of  brain  functions  as  ordinarily  understood. 

Adverse  Effects 

Tt  is  not.  surprising  that  the  phenothiazines  and  the  other  antipsychotic  drnsrs 
and  the  tricyclic  antidepressants,  being  potent  dru<rs.  also  exert  marked  toxic 
efforts,  of  unusually  large  number  of  great-  variety.  To  call  them  side  effects,  as 
many  do,  is  to  misjudge  their  nature  and  significance.  They  do  not  appear  on 
the  side  of  the  therapeutic  effects  and  play  a  minor  role,  but  they  are  inherent 
in  the  pharmacological  nature  of  these  drugs  and  appear  as  an  integral  part 
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of  their  spectrum  of  biological  activities.  A  convenient  way  to  orient  oneself 
among  the  multitude  and  variety  of  toxic  effects  is  to  categorize  them  into  those 
that  result  from  actions  on  the  brain,  those  that  result  from  actions  on  the 
autonomic  nervous  system  (which  controls  the  functions  of  our  internal  organ*, 
such  as  the  heart,  blood  vessels,  the  gut,  lung,  glands,  etc.),  and  a  third  group 
of  miscellaneous  effects  on  other  organs  throughout  the  body. 

A.    ACTIONS    ON   VARIOUS    PARTS    OF   THE   BRAIN    LEAD    TO    THE  FOLLOWING 

ADVERSE  EFFECTS 

1.  Potentiation  of  depression  of  the  brain  caused  by  other  drugs.  As  CNS 
depressants  the  antipsychotics  and  tricyclic  antidepressants  enhance  the  de- 
pressant effects  of  other  CNS  depressants,  such  as  alcohol,  hypnotics  and  minor 
tranquilizers,  narcotic  analygesics,  general  anesthetics,  and  the  central  depression 
of  antihistaminics.  The  latter  drugs  are  particularly  important  because  they 
are  present  in  many  cold  medicines  and  sleeping  pills  that  are  sold  without 
prescription  and  used  for  self-treatment  by  the  lay  person. 

2.  Lowering  of  seizure  threshold.  These  drugs  are  prone  to  precipitate  con- 
vulsions in  epileptics.  High  doses  injected  into  the  bloodstream  may  produce 
convulsions  also  in  persons  who  do  not  have  epilepsy. 

3.  Disturbance  of  various  hormonal  functions.  By_ suppressing  a  region  located 
on  the  base  of  thebraiff,  called  the'hypothalamus7antipsychotlc.'  drugs  interfere 
withthejhvsioTogicfll  control  of  various  hormones  necessaryfor~the  normal 
fo^ctiog~paTUculaxly_of  the  sex  organs.  The  result  are~juenstrual"irregularities, 
"ialTure  to  menstruate,  milk  secretion~of  the  breast  (nonpuerperal  lactation)  ; 
also  excessive  weight  gain  is  based  on  this  action. 

4.  Muscle  disturbances.  Compulsive  abnormal  movements,  often  bizarre  and 
stereotyped,  are  common  adverse  effects  of  the  phenothiazines  and  similar  drugs. 
According  to  the  time  of  their  appearance  during  the  course  of  drug  treatment, 
two  groups  of  such  extrapyramidal  motor  disturbances,  as  they  are  called,  are 
distinguished : 

a.  Early  onset  during  the  first  few  days  or  weeks  of  drug  administration 
is  characteristic  for  several  clinical  disorders : 

(1)  Acute  dystonia  reactions:  Bizarre  muscular  spasms;  forceful  to 
violent  distorted  movements  of  the  head,  neck,  eyes,  and  tongue,  with 
grimacing  of  the  face.  They  are  particularly  common  in  young  patients 
and  women. 

(2)  Akathisia:  Inability  to  sit  or  stand  still;  general  restlessness; 
patients  are  fidgety,  constantly  moving  up  and  down.  Common  in  middle- 
aged  patients  and  women. 

(3)  Parkinsonism:  Resembles  Parkinson's  disease  with  rigidity  of 
the  muscles,  mask-like  face,  generalized  slowing  of  movements,  shuffling 
gait,  pill-rolling  movement  of  the  fingers,  fine  shaking  at  rest,  salivation. 
Older  patients  are  particularly  vulnerable. 

(4)  Akinesia:  Physical  immobility  and  emotional  indifference;  zombie- 
like behavior. 

b.  Delayed  onset  after  many  months  or  years  characterizes  the  disorder 
called  tardive  or  persistent  dyskinesia.  It  manifests  itself  by  stereotyped, 
rhythmical  movements  of  the  tongue,  face,  mouth,  and  jaws  (tongue  pro- 
fusion, puffing  of  the  cheeks,  puckering,  sucking  and  smacking),  tic-like 
movements ;  purposeless  irregular  movements  of  the  arms  and  legs,  worm- 
like movements  of  the  fingers,  rocking  and  rhythmical  swaying  of  the 
whole  body. 

At  present  no  effective  treatment  of  tardive  dyskinesia  is  known,  and  the 
disease  persists  after  drug  administration  has  been  stopped  indicating  that  the 
drugs  have  caused  permanent  brain  damage.  Parkinsonism  and  the  other  acute 
muscle  disorders  disappear  after  termination  of  drug  administration.  They  also 
respond  to  the  treatment  with  antiparkinson  drugs.  This  fact  has  given  rise  to 
the  widespread  practice  of  automatically  and  routinely  combining  antiparkin- 
son drugs  with  antipsychotic  drugs.  It  is  poor  drug  therapy  because  antiparkin- 
son drugs  add  their  own  adverse  effect  to  those  of  the  antipsychotic  drug  by 
making  the  patient  more  lethargic,  dizzy  and  confused  while  their  shorter  dura- 
tion of  action  does  not  reliably  prevent  the  occurrence  of  muscle  disturbances. 
Moreover,  antiparkinson  drugs  are  not  necessary  as  long  as  the  patient  does  not 
exhibit  muscle  disorders  and  may  become  unnecessary  after  a  few  months  when 
many  patients  become  tolerant  to  the  adverse  muscle  effects. 
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The  motor  disturbances  are  not  always  recognized  as  toxic  effects  of  anti- 
psychotic drugs.  They  have  been  misdiagnosed  as  epilepsy,  encephalitis, 
meningitis,  and  other  neurologic  diseases.  It  took  about  15  years  during  which 
millions  of  patients  were  treated  with  phenothiazines  until  tardive  dyskinesia 
was  identified  as  a  distinct  disease  entity  reflecting  drug  toxicity  even  though  it 
is  not  rare.  Signs  of  tardive  dyskinesia  have  been  reported  to  be  observed  in  30 
to  50  percent  of  patients  who  have  been  treated  with  antipsychotic  drugs  for 
several  years. 

It  is  noteworthy  that  antipsychotic  drugs  and  tricyclic  antidepressants  do  not 
cause  addiction  in  contrast  to  most  other  drugs  that  depress  brain  functions 
(narcotics,  alcohol,  barbiturates  and  other  sleep  producers  and  the  minor  tran- 
quilizers). Nor  do  they  cause  a  feeling  of  heightened  well-being,  called  euphoria 
as  some  other  depressant  drugs  do.  On  the  contrary,  antipsychotic  drugs  cause 
dysphoria,  a  sense  of  ill-being.  Schizophrenic  patients  do  not  feel  well  during 
antipsychotic  drug  treatment  even  though  their  disease  gets  better,  and  non- 
psychotic  patients  find  these  drugs  distinctly  unpleasant. 

B.    ADVERSE   EFFECTS   ON   THE   AUTONOMIC    NERVOUS    SYSTEM 

1.  Hypotension :  Patients  feel  dizzy  and  may  faint  as  a  result  of  a  fall  in  their 
blood  pressure  when  they  get  up  and  walk  around.  The  effect  is  transient  and 
recovery  is  usually  quick.  But  injury  may  result  from  fainting. 

2.  Heart  toxicity.  Long-term  administration  of  antipsychotic  drugs  may  damage 
the  heart,  with  abnormalities  in  the  electrocardiogram  and  irregular  heart  beat. 
The  effect  is  rare  but  may  lead  to  death.  The  terms  "infarct-like"  death  and 
"quinidine-like"  depression  of  the  heart  have  been  used  to  describe  this  toxic 
effect.  Tricyclic  antidepressants  are  particularly  dangerous  in  this  respect. 

3.  Atropine-like  effects.  They  appear  as  a  variety  of  symptoms,  such  as  dry 
mouth,  blurred  vision,  and  constipation,  and  make  the  drugs  dangerous  to 
patients  with  glaucoma.  Atropine-like  adverse  effects  are  particularly  pronounced 
with  Tofranil  and  other  antidepressants,  and  they  are  inherent  in  antiparkinson 
drugs.  Therefore,  the  simultaneous  administration  of  one  or  two  phenothiazines 
with  an  antidepressant  and  an  antiparkinson  drug  is  particularly  prone  to  pro- 
duce manifestations  resembling  atropine  poisoning.  A  drug-induced  toxic  psy- 
chosis may  be  superimposed  on  the  primary  psychiatric  illness  with  memory 
loss,  disorientation  and  confusion,  disordered  thinking,  and  hallucinations. 

C.    MISCELLANEOUS   ADVERSE   EFFECTS   OF   PHENOTHIAZINES 

They  consist  in  jaundice,  reduction  of  the  white  blood  cells,  and  skin  reactions. 
These  effects  result  from  the  individual  hypersensitivity  of  some  persons  to  the 
drugs  and,  except  for  very  rare  cases  of  lethal  agranulocytosis,  usually  reverse 
after  termination  of  drug  administration.  Patients  on  prolonged  phenothiazine 
therapy  may  show  a  gray-blue  discoloration  of  their  skin  and  depositions  of  the 
drug  in  the  eyes. 

Besides  the  phenothiazines,  Librium  and  Valium  are  the  most  frequently  used 
psychotherapeutic  drugs  in  medical  institutions.  They  belong  to  a  group  some- 
times called  antianxiety  drugs  but  commonly  referred  to  as  "tranquilizers"  or 
"minor  tranquilizers",  a  most  unfortunate  and  confusing  designation  as  described 
before. 

The  principal  medical  indication  of  Librium  and  Valium  are  relief  of  anxiety 
and  tension  and  induction  of  sleep.  In  general,  these  drugs  are  well  tolerated. 
Their  most  common  adverse  effect  is  drowsiness  and  some  inability  to  properly 
coordinate  body  movements  (ataxia).  Higher  doses,  particularly  on  injection, 
may  make  the  patient  appear  like  being  drunk  with  dizziness,  confusion,  dis- 
ordered speech,  and  other  symptoms  of  alcohol  intoxication.  There  also  may 
be  a  fall  in  blood  pressure  and  diminished  breathing.  Excessive  doses  are  likely 
to  cause  loss  of  consciousness  and  render  the  patient  unarousable.  But  in  contrast 
to  poisoning  by  barbiturates  the  patients  usually  recover  and  death  from  anti- 
anxiety drugs  is  very  rare. 

Occasionally  Librium,  Valium,  and  similar  drugs  may  enhance  rather  than  sub- 
due hostility  and  aggressive  behavior.  Patients  instead  of  becoming  calm  and  se- 
dated, become  resentful  and  hateful  to  others,  argumentative  and  excited  to 
the  point  of  committing  acts  of  violence.  There  is  a  growing  body  of  evidence  that 
factors  in  the  patient's  environment,  such  as  frustration  and  group  interactions 
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as  they  occur  in  institutional  settings  modify  the  usual  effects  of  the  drugs  to 
the  point  of  what  is  called  paradoxical  rage  reactions. 

Different  from  the  phenothiazines,  Librium,  Valium,  and  other  antianxiety 
drugs  possess  the  capability  of  causing  true  addiction,  a  characteristic  of  all 
sedative-hypnotic  drugs.  While  available  experience  does  not  indicate  that 
illicit  abuse  of  Librium  and  Valium  is  a  significant  public  health  problem,  with 
prolonged  intake  patients  may  become  dependent  on  the  drugs.  When  the  medica- 
tion is  stopped  they  exhibit  the  withdrawal  syndrome  of  barbiturate  abstinence 
with  agitation,  quivering,  delirium,  sweating,  and  cramps.  The  drugs  are  capable 
of  abuse  and  should  be  considered  a  looming  menace  to  public  health.  It  is  for 
this  reason  that  the  courts  have  sustained  the  Federal  Food  and  Drug  Admin- 
istration in  classifying  antianxiety  drugs  as  dangerous  substances. 


Senator  Bayh.  Thank  you,  Drs.  Wendel  and  Clements.  I  realize  the 
inconvenience  to  you  by  these  necessarily  long  hearings  this  morning ; 
but  I  appreciate  that  you  have  both  made  significant  contributions  in 
our  efforts  to  investigate  this  drug  abuse  problem.  TVe  will  attempt  to 
overcome  it.  Thank  you  both  very  much. 

I  am  sure  from  the  press  coverage  at  these  hearings  there  will  be  a 
certain  amount  of  output  generated  to  the  public.  We  will  reserve  the 
right  to  include  certain  articles,  pertinent  to  this  hearing,  as  exhibits 
at  this  point  in  the  record. 

[Exhibit  !No.  9] 

[From  the  Charlotte  (N.C.)  Observer,  Aug.  1,  1975] 
SENATE  IS  TOLD  OF  "WAREHOUSES"  FOR  RETARDED 

(By  Gary  Blonston) 

Washington. — Mental  strait-jackets,  chemical  handcuffs,  the  solitary  con- 
finement of  the  mind — those  are  the  tools  that  ease  the  administrative  burden 
of  running  institutions  for  mentally  retarded  children  across  the  country. 

In  florid  and  searing  language,  a  group  of  lawyers  and  social  scientists  told  a 
Senate  hearing  about  some  of  those  institutions  Thursday,  and  about  the  drug- 
induced  stupefaction  of  thousands  of  the  children  they  are  supposed  to  be 
helping. 

Kenneth  Wooden,  a  Princeton,  N.J.  educational  researcher,  described  "human 
warehouses"  he  visited  in  30  states.  Some  are  populated  by  children  shipped  out 
of  other  states  and  dosed  with  tranquilizers  that  they  were  fed  "like  candy"  to 
keep  them  quiet  and  manageable. 

Wooden,  whose  three-year  study  of  the  problem  will  emerge  in  a  book  early 
next  year,  said  "Congress  should  make  it  a  felony  for  any  doctor  to  administer 
phenothorazines  strictly  for  purposes  of  controlling  a  patient. 

"We  need  to  get  tough,"  he  said.  "Congress  needs  to  get  tough." 

Sen.  Birch  Bayh,  D-Ind.,  whose  subcommittee  is  holding  the  hearings,  seemed 
to  agree.  A  person  who  puts  a  gun  to  someone  else's  head  is  violating  the  law, 
Bayh  said,  ''but  if  a  doctor  puts  a  needle  in  the  vein  of  a  child  who  doesn't 
need  a  drug,  that  is  a  legal  act ...  .  and  I  think  it  is  inexcusable." 

Gail  Marker,  a  social  worker  with  the  Washington-based  Mental  Health  Law 
Project,  cited  medical  research  indicating  that  phenothiazines,  the  drugs  most 
used  in  sedating  institutionalized  people,  have  the  potential  for  turning  the 
very  idea  of  therapeutic  treatment  inside  out.  The  research  suggest  the  drugs 
can  cause  permanent  brain  damage  and  reduce  the  learning  ability  of  the  already 
handicapped  children  who  are  forced  to  take  them. 

David  Ferleger.  director  of  Philadelphia's  Mental  Patient  Civil  Liberties 
Project,  talked  about  physicians,  unlicensed  to  practice  outside  a  state  institu- 
tion, prescribing  massive  doses  of  drugs  without  even  seeing  their  patients 
involved  and  never  reviewing  their  condition  or  progress. 
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From  the  pages  of  an  Ohio  federal  trial,  Ferleger  read  the  testimony  of  a 
doctor  who  said :  "It's  difficult  for  me  to  understand  how  you  can  help  a  patient 
to  become  a  better  human  being  when  he  is  sleeping  all  the  time." 

The  testimony  before  the  Senate  Judiciary  subcommittee  on  juvenile  delin- 
quency was  almost  Dickensian  in  tone  as  it  portrayed  a  nationwide  system  of 
public  and  private  institutions,  understaffed,  underfinanced,  underconcerned  and 
dependent  on  drugs  to  simplify  the  drudgery  of  caring  for  the  retarded  and 
disturbed. 

It  is  hardly  a  new  problem.  Seven  years  ago,  Dr.  Ronald  Lipman  of  the 
National  Institute  of  Mental  Health,  found  that  more  than  half  of  the  institution- 
alized mentally  retarded  people  in  the  country  were  being  maintained  under 
sedation. 


[Exhibit  No.  10] 

[From  the  Boston  Christian  Science  Monitor,  Aug.  6,  1975] 
DRUGGING  AND  SHDPPING  OF  TROUBLED  CHILDREN  CHALLENGED 

(By  Clayton  Jones) 

States  that  ship  troubled  children  across  state  lines — and  allow  "massive 
overdrugging"  in  controlling  children — are  being  challenged  by  the  U.S.  Justice 
Department  and  Congress. 

More  and  more  incidents  of  "chemical  handcuffing"  of  delinquent  or  emotionally 
handicapped  children  have  been  uncovered  by  Senate  investigators  recently  in 
series  of  hearings  during  July  and  August. 

They  charge  several  states  with  sending  troubled  children  to  out-of-state  pri- 
vate institutions  where  drug  treatment  practices  are  not  monitored. 

And  within  the  past  year,  the  Justice  Department  has  increased  the  number  of 
lawsuits  against  drug  treatment  misuse  in  juvenile  and  mental  institutions. 

In  April,  Justice  officials  began  court  action  to  correct  the  treatment  given 
to  more  than  600  Louisiana  children  in  Texas. 

The  suit  challenges  the  alleged  "forced  sedation"  of  children— usually  with 
tranquilizers — by  private  child-care  services  purchased  by  Louisiana  in  Texas. 
These  "commercial  jails"  for  dependent,  neglected,  retarded,  and  delinquent 
youths  are  becoming  more  common,  say  Justice  officials. 

And  at  least  12  other  lawsuits  have  been  brought  to  uphold  the  constitutional 
rights  of  children  and  the  mentally  and  physically  handicapped  to  proper  treat- 
ment— and  the  right  to  refuse  treatment  by  drugs,  says  Louis  M.  Thrasher, 
director  of  the  Office  of  Special  Litigation  in  the  Civil  Rights  Division  of  the 
Justice  Department. 

This  spurt  of  suits  arises  from  an  increased  use  of  drugs  by  institutions  with 
staffs  which  are  too  small  to  provide  individual  care,  Mr.  Thrasher  said,  and 
which  resort  to  control  by  medication  even  when  unneeded. 

On  Capitol  Hill,  Sen.  Birch  Bayh  (D)  of  Indiana,  chairman  of  the  Senate 
subcommittee  on  juvenile  delinquency,  says  institutions  throughout  the  country 
"may  be  permitting  the  indiscriminate  use  of  dangerous  drugs  for  the  sole  pur- 
pose of  controlling  the  conduct  of  institutionalized  juveniles  and  easing  the 
management  problems  of  understaffed  institutions." 

Mr.  Bayh's  subcommittee,  which  is  studying  at  least  three  states  which  have 
sent  troubled  children  to  other  states,  is  working  with  justice  officials  to  write 
legislation  controlling  interstate  shipment  of  children.  Included  in  the  measure 
would  be  constraints  on  other  types  of  shipments  such  as  blackmarketed  baby 
adoptions. 

Troubled  children  are  usually  shipped  out  of  state  when  they  become  "un- 
acceptable" for  admission  to  institutions  within  the  state,  say  Senate  investiga- 
tors. 

"We  are  concerned  about  the  use  of  potentially  harmful  tranquilizers — 
chemical  straitjackets  as  a  substitute  for  humane  treatment  and  quality  pro- 
grams," said  Senator  Bayh. 

In  some  cases,  charge  investigators,  unwarranted  drugging  is  not  simply  done 
because  of  a  shortage  of  staff,  but  results  from  "a  scandalous  kind  of  public 
policy." 
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[Exhibit  No.  11] 

[From  the  Washington  Post,  Aug.  19,  1975] 

EX-MENTAL  PATIENTS  TELL  OF  DRUGGING 

(By  Cynthia  Gorney) 

A  group  of  former  mental  patients  testified  yesterday  that  indiscriminate 
drugging  during  their  treatment  turned  them  into  "zombies"  and  "psychiatric 

flni$rori6S  " 

In  the  second  of  a  series  of  hearings  before  the  Senate  Subcommittee  to 
Investigate  Juvenile  Delinquency,  six  formerly  institutionalized  people  said  they 
repeatedly  had  been  given  massive  doses  of  incapacitating  tranquilizers,  often 
after  little  or  no  medical  diagnosis. 

The  subcommittee,  headed  by  Sen.  Birch  Bayh  (D-Ind.),  is  investigating  the 
misuse  of  drugs  in  juvenile  and  adult  institutions  and  will  examine  improper 
administration  of  drugs  and  the  availability  of  narcotics  to  addicts  in  jail. 

Janet  Gotkin,  a  former  mental  patient  who  now  works  with  a  mental  patients' 
civil  rights  organization  in  Croton-on-Hudson,  N.Y.,  said  her  10  years  of  psy- 
chiatric treatment  began  after  a  suicide  attempt  and  rapidly  developed  into  "the 
nightmare  of  being  a  psychiatric  druggie." 

She  said  her  psychiatrist  advised  her,  without  conducting  a  medical  examina- 
tion, to  take  tranquilizers  when  she  felt  anxious.  She  increased  her  tolerance 
and  cravings  for  the  drugs,  she  said,  taking  over  the  years  "almost  every  drug 
that  was  available  on  the  market  at  the  time." 

"What's  outstanding  about  what  I  went  through  ...  is  that  I'm  not  immo- 
bilized," Gotkin  said,  and  described  at  length  the  debilitating  physical  side  effects 
of  the  tranquilizers. 

"My  tongue  was  so  fuzzy,  so  thick,  I  could  barely  speak,"  she  wrote  in  a  pre- 
pared statement  given  to  the  subcommittee.  "Always  I  needed  water,  and  even 
with  it  my  loose  tongue  often  could  not  shape  the  words.  It  was  so  hard  to  think, 
the  effort  was  great  ...  In  eight  years  I  did  not  read  an  entire  book,  a  news- 
paper, or  see  a  whole  movie." 

Psychiatric  patients  on  drugs  are  trapped  in  a  vicious  circle,  she  said,  as  their 
self-control  diminishes  and  the  physical  side  effects  reinforce  their  feelings  of 
helplessness.  "There  is  no  such  thing  as  a  voluntary  patient,"  she  added.  "I  went 
down  on  my  hands  and  knees  for  higher  dosages  of  the  drug.  I  believed  I  was 
mentally  ill,  and  I  believed  I  needed  the  drugs." 

Gotkin  said  her  treatment  ended  after  a  five-day  coma  from  which  she  awoke 
free  of  drugs  and  "realized,  in  a  rush,  how  much  of  my  misery  and  pain — and 
how  much  I  had  been  encouraged  by  my  psychiatrist  to  call  my  'illness' — had 
been  drug-induced." 

Another  witness,  writer  Anthony  Brandt,  of  Shrub  Oak,  N.Y.,  said  he  had 
feigned  mental  illness  while  researching  a  book  on  the  mental  health  system. 
Immediately  upon  being  admitted  to  a  mental  hospital,  Brandt  said,  and  before 
a  full  diagnosis,  he  was  injected  with  a  tranquilizer.  "The  basic  purpose  of  the 
drugs  is  to  control  the  patients,  and  not  to  help  them,"  he  said. 

Bayh  said  he  has  asked  the  Department  of  Justice  to  prepare  a  report  on  the 
problems  associated  with  psychiatric  drugging.  He  added  that  the  subcommit- 
tee might  consider  "legislation  directed  at  such  gross  abuses  of  basic  civil 
rights  and  liberties." 


[Exhibit  No.  12] 

[From  the  Detroit  News,  Aug.  19,  1975] 
INMATES  CALLED  "TAMED"  BY  DOPE 

(By  Seth  Kantor) 

Washington. — Many  thousands  of  Americans  in  public  penal  and  medical 
institutions  are  being  tamed  "very  much  like  the  way  wild  animals  are  captured 
in  the  jungle,"  a  New  York  psychiatrist  has  told  a  Senate  Judiciary  subcommittee. 
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"It's  as  if  the  custodial  guards  are  shooting  tranquilizer  guns  at  the  inmates" 
by  overdosing  them  with  a  new  breed  of  heavy  drugs.  Dr.  Edward  Kaufman  said 
yesterday  at  hearings  conducted  by  Sen.  Birch  Bayh,  D-Ind.,  chairman  of  a 
congressional  investigation  into  the  misuse  of  powerful  mind-managing  medica- 
tions known  as  phenothiazines. 

A  trio  of  nationally  recognized  medical  experts  told  Bayh  that  the  drugs  are 
being  widely  misused  in  public  institutions  across  the  nation,  especially  as  a 
substitute  for  brute  control  over  prisoners  and  patients. 

To  use  phenothiazines  as  tranquilizers  "would  be  like  using  a  cannon  to  shoot 
sparrows,"  said  Dr.  Herbert  A.  Wendel,  research  specialist  in  pharmacology  at 
the  University  of  Oregon  Medical  School. 

The  drugs  can  have  severe  mental  and  physical  side  effects,  the  three  experts 

contend. 

One  of  the  most  victimized  groups  of  all,  said  Dr.  James  Clements,  director  of 
the  Georgia  Retardation  Center  in  Atlanta,  are  tens  of  thousands  of  the  nation's 
mentally  retarded,  "warehoused"  in  state-run  centers  and  immobilized  by 
phenothiazines. 

Dr.  Clements  said  students  in  the  nation's  medical  schools  are  given  meager 
information  about  what  mental  retardation  is  and  how  to  treat  it. 

The  primary  medical  school  textbook,  updated  every  four  years,  has  1,589 
pages,  said  Dr.  Clements,  and  devotes  12  pages  to  mental  retardation. 

Many  doctors  are  not  aware  of  the  toxic  threat  to  the  heart  from  longtime  use 
of  phenothiazines,  Dr.  Wendel  said  in  his  statement. 

Dr.  Clements  said  drug  company  salesmen,  who  push  hard  to  get  the  institu- 
tions to  buy  large  quantities  of  phenothiazines,  are  even  less  familiar  with 
diagnosis  problems  and  the  dangers  of  misuse. 

And  the  drugs  are  not  given  scientifically,  he  said — "often  by  untrained  ward 
attendants  who  give  the  drugs  and  decide  when  they  should  be  given." 

Frequently  used  as  an  expert  witness  in  trials  involving  the  alleged  misuse  of 
these  colorful  drugs  in  centers  for  the  retarded,  Dr.  Clements  said  he  has  found 
licensed  nurses  are  rarely  required  to  administer  the  system-damaging  drugs. 

The  most  recent  federal  statistics  show  51  percent  of  the  retarded  in  state- 
run  centers  are  kept  on  phenothiazines.  But  Dr.  Clements  told  Bayh  he  has 
been  in  state  centers  which  keep  from  64  percent  to  80  percent  of  their  residents 
on  the  drugs. 

In  one  center,  he  found  a  child  being  given  "as  many  as  six  different  tran- 
quilizers at  a  time,"  and  indicated  that  the  heavy  dosages  could  not  be  beneficial 
under  any  circumstance. 

Records  "often  never  show  a  reason  for  a  resident  being  put  on  tranquilizers 
in  the  first  place,"  said  Dr.  Clements. 

One  of  the  worst  problems,  he  said,  is  that  the  drugs  frequently  are  adminis- 
tered by  unlicensed  doctors.  The  situation  is  so  bad  in  one  state  institution,  he 
said,  that  foreign  doctors  are  unable  to  communicate  in  English. 

They  also  cannot  communicate  with  the  foreign  nurses,  because  the  doctors 
and  nurses  are  from  different  countries  and  speak  different  languages,  "and 
this  is  happening  right  here  in  America." 

Dr.  Clements  said  the  doctors  and  nurses  talk  to  poorly  educated  ward 
attendants  in  sign  language. 


[Exhibit  No.  13] 

[From  the  Chicago  Sun-Times,  Aug.  19,  1975] 
CARELESS  USE  OF  MENTAL  DRUG  CHARGED 
(By  William  Hines) 

Washington — A  panel  of  former  mental  patients  Monday  asserted — and  a 
panel  of  doctors  agreed — that  dangerous  tranquilizing  drugs  are  being  used  indis- 
criminately to  control  and  even  to  discipline  patients  in  institutions  throughout 
the  country. 

The  situation,  which  one  of  the  doctor-witnesses  said  is  widespread  both  here 
and  abroad,  was  discussed  at  a  hearing  of  a  Senate  Judiciary  subcommittee  on 
juvenile  delinquency. 
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Sen.  Birch  Bayh,  (D-Ind. ),  chairman  of  the  subcommittee  and  the  only  legis- 
lator present,  heard  a  mind-bending  series  of  personal  stories  by  five  individuals, 
ages  18  to  38.  Then  he  listened  to  a  psychiatrist,  a  pediatrician  and  a  pharmacol- 
ogist acknowledge  that,  however  deplorable  the  reported  state  of  affairs  might  be, 
it  was  neither  unusual  nor  surprising. 

At  the  heart  of  the  matter  stood  the  drug  Thorazine,  which  pharmacologist 
Herbert  A.  Wendel  of  the  University  of  Oregon  Medical  School  in  Portland  said 
is  so  dangerous  that  it  would  never  have  been  approved  for  use  if  studies  had  not 
shown  it  to  be  valuable  in  the  treatment  of  schizophrenia. 

But  in  practical  fact,  Thorazine's  chief  use  today  in  mental  institutions  is — as 
one  former  patient  put  it — "to  make  zombies"  out  of  inmates.  Doses  8  to  10  times 
as  great  as  a  prudent  physician  would  ordinarily  give  a  patient  are  administered 
almost  as  a  matter  of  course  in  some  institutions,  it  was  revealed. 

Dr.  James  Clements,  director  of  the  Georgia  Retardation  Center  in  Atlanta, 
angrily  assailed  the  practice  of  indiscriminately  authorizing  untrained  personnel 
to  administer  dangerous  drugs. 

Pointing  out  that  medicine's  principal  institutional  accrediting  agency,  the 
Joint  Committee  on  Accreditation  of  Hospitals,  is  on  record  against  the  use  of 
drugs  for  disciplinary  or  control  purposes,  and  that  courts  have  ruled  in  similar 
vein,  Clements  said : 

"Why  is  it  that  the  courts  and  accrediting  bodies  have  to  tell  physicians  how  to 
practice  medicine?  Because  there  has  been  substantial  abuse  in  the  prescribing  of 
drugs." 

Clements  and  psychiatrist  Edward  Kaufman,  formerly  with  the  New  York 
City  prison  system,  told  of  widespread  use  of  the  notation  "PRN"  (pro  renata : 
Latin  for  "as  the  occasion  arises")  on  the  charts  of  patients  in  mental  institu- 
tions, jails  and  homes  for  the  retarded. 

It  is  routine  in  some  institutions,  Kaufman  said,  for  every  inmate's  chart  to 
have  an  entry  authorizing  PRN  of  Thorazine  or  some  other  sedative  drug.  What 
this  does,  in  effect,  is  to  give  any  attendant  the  prerogative  of  dosing  anyone 
whose  conduct  at  the  moment  does  not  suit  the  attendant's  fancy. 

Sometimes,  patient  and  physician  witnesses  agreed,  the  medication  is  given 
forcibly. 

The  nonprofessional  witnesses — two  white  men  ages  38  and  31,  two  white 
women  32  and  30,  a  black  youth  of  20  and  an  18-year-old  American  Indian — 
told  of  personal  or  observed  instances  of  indifference  and  brutality  in  the  insti- 
tutions where  they  had  been  confined.  The  use  of  Thorazine  as  a  zombie-state 
inducer — and  the  threat  of  its  use  as  a  deterrent  to  misbehavior — were  described 
as  commonplace. 

The  patient-witnesses  termed  the  drug  dangerous  and  the  medical  witnesses 
agreed.  Its  acknowledged  value  in  helping  schizophrenics  did  not  detract  from 
its  dangers,  the  doctors  said. 

While  the  testimony  in  this  round  of  Bayh's  continuing  hearings  on  drug  abuse 
among  the  young  centered  on  the  misuse  of  heavy  tranquilizers  as  a  "law-and- 
order"  tool  in  institutions,  it  came  out  in  one  witness'  story  that  overuse  of 
dangerous  drugs  is  a  part  of  medical  practice  outside  state  hospital  walls  as 
well. 

Janet  Gotkin,  an  apparently  recovered  veteran  of  10  years  in  and  out  of  insti- 
tutions, angrily  told  how  she  was  drugged  with  extra-heavy  doses  of  Thorazine 
by  her  personal  psychiatrist  who,  she  said,  regarded  manufacturers'  recommended 
dosages  as  "overly  conservative." 

She  and  others  in  the  patient  panel  are  now  doing  missionary  work  to  reform 
the  handling  of  mental  patients. 

[Exhibit  No.  14] 

[From  the  New  York  News,  Aug.  19,  1975] 

INSTITUTIONS  CRITICICIZED  IN  USE  OF  DRUGS 

(By  Judith  Randal) 

Washington,  Aug.  18  (News  Bureau) — A  Senate  subcommitee  was  told  today 
that  the  drugs  commonly  given  in  institutions  for  the  mentally  retarded  are  pri- 
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marily  prescribed  to  correct  behavior  that  the  institutions  themselves  bring 
about. 

Dr.  James  Clements,  the  immediate  past  president  of  the  American  Association 
of  Mental  Deficiency,  told  the  Senate  subcommittee  on  juvenile  delinquency  that 
these  behaviors — rocking,  head-banging,  masturbation  and  mutilation  of  oneself 
and  others — can  often  be  traced  to  the  fact  that  patients  have  nothing  else 
to  do. 

"The  trouble  is  that  we're  using  drug  therapy  and  nothing  else,"  Clements 
said. 

CONSIDERABLE  BISK 

Thorazine  and  other  phenothiazines,  Clements  said,  were  designed  for  the 
treatment  of  schizophrenics,  but  are  widely  used  for  all  types  of  mental  patients, 
including  the  retarded,  as  instruments  of  control.  And  if  an  inmate  refuses  to  take 
the  drug  by  mouth,  he  added,  he  will  likely  be  tied  down  and  given  an  injection, 
which  greatly  increases  the  considerable  risk  of  harmful  side-effects. 

One  of  the  most  dangerous  aspects  of  the  situation,  according  to  Clements  and 
other  witnesses  at  the  hearing,  is  that  doctors  leave  standing  orders  that  attend- 
ants— with  only  a  perfunctory  phone  call — may  give  as  much  medication  as  they 
think  necessary  at  any  time. 

"In  no  institution  for  the  mentally  retarded  that  I've  ever  been  in  have  they 
ever  required  a  licensed  nurse  to  administer  drugs,"  he  said. 

LIMITED   QUALIFICATIONS 

In  many  institutions,  Clements  added,  there  is  either  no  licensed  physician  or 
no  physician  licensed  to  practice  anywhere  but  there.  Communication  is  especially 
difficult,  he  said,  when — as  in  one  place  he  knows  of — the  doctor  speaks  one 
foreign  language,  the  nurses  another,  and  the  ninth-grade  attendant  only  English. 

Clements,  who  is  the  director  of  the  Georgia  Retardation  Center  in  Atlanta,  said 
that  it  was  common  in  virtually  all  such  institutions  for  inmates  to  be  so  groggy 
from  constant  drugging  that  they  cannot  be  taught  even  to  feed,  clothe  or  toilet 
themselves. 

[Exhibit  No.  15] 

[From  the  Baltimore  News  American,  Aug.  19,  1975] 
CHEMICAL  STRAITJACKET  VICTIMS  RAP  INSTITUTIONS'  DRUG  USE 

Washington — (UPI) — Janet  Gotkin  considers  herself  a  psychiatric  guinea  pig. 

Wade  Hudson,  another  former  mental  patient,  said  tranquilizers  are  so  com- 
monly administered  in  hospitals  that  "one  injection  every  week  or  two  and  you 
have  a  nation  of  zombies,  easily  controlled."  Mrs.  Gotkin  told  a  Senate  judiciary 
subcommittee  Monday  she  got  over  100  electroshock  treatments  and  an  estimated 
1  million  milligrams  of  tranquilizers  during  a  10-year  period  as  a  parttime  patient 
in  three  mental  hospitals. 

She  said  that  does  not  make  her  unique. 

"I  am  one  of  thousands,"  she  said,  "What  makes  my  story  of  particular  note 
is  that  I  survived,  intact,  and  am  here  to  speak  to  you  today  instead  of  moldering 
lethargic  and  drugged,  a  resident  of  the  back  wards." 

Mrs.  Gotkin,  32,  of  Croton-on-Hudson,  N.Y.,  was  one  of  six  former  mental 
patients  who  appeared  before  the  panel  investigating  the  improper  use  of  drugs 
in  adult  and  juvenile  institutions. 

Sen.  Birch  Bayh,  D-Ind.,  subcommittee  chairman,  called  the  procedure  "chem- 
ical straitjacketing." 

Mrs.  Gotkin  said  she  was  first  put  in  a  mental  hospital  in  1961  after  she  slashed 
her  wrist  in  a  psychiatrist's  office,  and  when  released  10  months  later  "started 
the  nightmare  of  being  a  psychiatric  druggie." 

She  said  she  "freaked  out"  on  some  drugs,  overdosed  on  others,  and  felt  in 
bondage  to  one  tranquilizer,  Thorazine,  which  she  said  was  administered  in 
large  doses. 

In  1970,  following  a  five-day  coma  after  another  suicide  attempt,  she  said  she 
broke  out  of  the  syndrome. 
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Others  appearing  before  Bayh  gave  .similar  stories  of  massive  infusion  of  drugs 
during  their  stays  at  mental  hospitals,  often  to  the  point  where  they  lost  physical 
control,  sometimes  unable  to  speak  or  read. 

But  Dr.  Edward  Kaufman,  medical  director  of  the  Lower  East  Side  Service 
Center  in  New  York  City,  countered  that  without  the  drugs  "some  people  .  .  . 
would  not  be  able  to  function." 

Hudson,  of  San  Francisco,  said  that  after  receiving  a  dose  of  a  drug  upon 
discharge  from  a  mental  hospital,  his  body  "felt  like  it  was  being  twisted  up  in 
contortions  inside  by  some  unseen  wringer.-' 

Mrs.  Gotkin  said  she  considers  herself  a  "psychiatric  guinea  pig." 

"The  use  of  these  drugs  ...  is  a  political  issue,"  she  said.  "It's  a  question  of 
power  over  people's  lives." 

Senator  Bayh.  This  subcommittee  is  in  recess,  pending  the  call  of 
the  Chair. 

[Whereupon,  at  1 :55  p.m.,  the  subcommittee  recessed,  subject  to  the 
call  of  the  Chair.] 


83-303  O — 77 11 


• 


APPENDIX 


Additional  statements  and  material  supplied  for  the  record 


Part  1 — Mental  Health  and  Handicapped  Abuses 


In  the  United  States  District  Court  for  the  District  of  Columbia 

civil  action  no.  74,  1800,  filed  december  10,  1974 

Paul  Poe  ;  Richard  Roe  ;  John  Doe  ;  Through  Their  Next  Friend,  Individually 
and  on  Behalf  of  All  Others  Similarly  Situated,  Saint  Elizabeths  Hos- 
pital, Martin  Luther  King,  Jr.,  Avenue,  SE.,  Washington,  D.C.  20032; 
plaintiffs 

v. 

Caspar  W.  Weinberger,  Secretary,  U.S.  Department  of  Health,  Education, 
and  Welfare,  U.S.  Department  of  Health,  Education,  and  Welfare,  330 
Independence  Avenue,  SW.,  Washington,  D.C.  20201 — Telephone:  (202) 
962-2246 

Bertram  S.  Brown,  Director,  National  Institute  of  Mental  Health,  National 
Institute  of  Mental  Health,  9000  Rockville  Pike,  Bethesda,  Maryland 
20014— Telephone  :  (301)  656-4000 

Luther  D.  Robinson,  Superintendent,  Saint  Elizabeths  Hospital,  A  Building, 
Room  105,  Saint  Elizabeths  Hospital,  Martin  Luther  King,  Jr.,  Avenue, 
SE.,  Washington,  D.C.  20032 — Telephone:  (202)  562-4000;  defendants 

Complaint  for  Declaratory  and  Injunctive  Relief 
preliminary  statement 

1.  This  class  action  for  declaratory  and  injunctive  relief  challenges  the  in- 
definite commitment  of  certain  persons  under  the  age  of  18  to  Saint  Elizabeths 
Hospital  without  a  meaningful  and  complete  opportunity  to  be  heard,  without 
initial  and  periodic  consideration  of  less  drastic  placement  alternatives,  and  on  a 
different  basis  than  other  persons.  Plaintiffs  are  juveniles  who  oppose  their  hos- 
pitalization but  whose  parents  or  guardians  have  committed  them  under  the 
provisions  of  the  Hospitalization  of  the  Mentally  111  Act,  D.C.  Code  §§  21-511  and 
512. 

2.  This  case  arises  under  the  5th  Amendment  to  the  United  States  Constitu- 
tion. Plaintiffs  seek  the  convening  of  a  three-judge  court.  Declaratory  relief  is 
sought  pursuant  to  28  U.S.C.  §§  2201-2202. 

JURISDICTION 

3.  Jurisdiction  is  conferred  on  this  court  by  28  U.S.C.  §§  1331,  1361  and  5 
U.S.C.  §§701-706.  The  amount  in  controversy  under  28  U.S.C.  §§  1331,  exclusive 
of  interest  and  costs,  exceeds  $10,000. 

three-judge  court 

4.  This  case  challenges  the  validity  of  an  Act  of  Congress,  the  Hospitalization 
of  the  Mentally  111  Act,  D.C.  Code  §§  21-511  and  512.  for  repugnance  to  the 
United  States  Constitution.  Injunctive  relief  is  sought  pursuant  to  28  U.S.C. 
§  2282,  which  requires  that  a  three-judge  district  court,  convened  under  28  U.S.C. 
§  2284,  hear  and  determine  such  cause. 

plaintiffs 

5.  Plaintiff  Paul  Poe  is  a  citizen  of  the  District  of  Columbia.  He  was  born  on 
May  13,  1957  and  is  17  years  of  age. 

6.  Plaintiff  Richard  Roe  is  a  citizen  of  the  District  of  Columbia.  He  was  born 
on  November  11, 1957  and  is  17  years  of  age. 

(145) 
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7.  Plaintiff  John  Doe  is  a  citizen  of  the  District  of  Columbia.  He  was  born  on 
February  8,  I960  and  is  14  years  of  age. 

8.  Plaintiffs  Poe.  Roe  and  Doe  sue  through  their  next  friend  Linda  Lipton, 
a  resident  of  Washington,  D.C.  Linda  Lipton  is  with  the  Children's  Defense 
Fund,  a  non-profit  organization  concerned  with  the  rights  and  treatment  of 
children. 

9.  Plaintiffs  Poe,  Roe  and  Doe  sue  under  fictitious  names  to  protect  their  true 
identities.  It  is  plaintiffs'  belief  that  the  use  of  their  names  will  subject  them 
to  humiliation,  intimidation  and  embarrassment.  Sealed  affidavits  containing 
plaintiffs'  true  identities  will  be  filed  with  the  court  upon  request. 

DEFENDANTS 

10.  Defendant  Caspar  W.  Weinberger  is  sued  in  bis  official  capacity  as  Secretary 
of  the  United  States  Department  of  Health,  Education,  and  Welfare  [hereafter 
"HEW"].  He  is  responsible  for  the  administration  of  HEW  including  Saint 
Elizabeths  Hospital.  This  hospital  is  operated  as  a  federal  mental  health  facility 
serving  Washington,  D.C.  residents  and  is  separate  and  apart  from  the  District 
of  Columbia  government.  19,1,3  Reorg.  Plan  Xo.  1.  §  5.  IS  F.R.  2953.  The  Secretary 
of  HEW  appoints  the  Superintendent  for  Saint  Elizabeths  Hospital  (24  TJ.S.C. 
§  165)  and  allocates  HEW  funds  for  the  operation  of  this  facility.  24  U.S.C.  §  170. 

11.  Defendant  Bertram  S.  Brown  issued  in  his  official  capacity  as  Director  of 
the  National  Institute  of  Mental  Health,  of  HEW  [hereafter  "NIMH"].  He  super- 
vises the  administration  of  Saint  Elizabeths  Hospital  and  receives  reports  di- 
rectly from  the  Superintendent  of  the  hospital.  HEW  Reorg.  Order,  August  9. 
1967. 

12.  Defendant  Dr.  Luther  D.  Robinson  is  sued  in  his  official  capacity  as  the 
Superintendent  of  Saint  Elizabeths  Hospital.  As  the  chief  executive  officer  of 
Saint  Elizabeths  Hospital,  he  is  responsible  for  supervision  and  administration 
of  the  facilitv.  24  U.S.C.  §  165.  Applications  for  admission  and  release  are  made 
to  Dr.  Robinson.  D.C.  Code  §§  21-511  and  512  ;  42  C.F.R.  §  304  ( 1973) . 

CLASS    ACTION    ALLEGATIONS 

13.  Plaintiffs  bring  this  action  pursuant  to  Rule  23(b)  (1)  and  (2)  of  the  Fed- 
eral Rules  of  Civil  Procedure  on  their  own  behalf  and  on  behalf  of  all  other 
persons  under  eighteen  years  of  age  [hereafter  "juveniles"!  who  are  or  will  be 
incarcerated  in  Saint  Elizabeths  Hospital  against  their  will  at  the  request  of 
their  parents  or  guardians  pursuant  to  D.C.  Code  §  21-511.  The  members  of  the 
class  are  so  numerous  that  joinder  of  all  members  is  impractical.  On  information 
and  belief,  there  are  at  present  approximately  40  juveniles  in  Saint  Elizabeths 
who  were  committed  in  this  fashion :  over  the  course  of  a  year  approximately 
120  different  juveniles  are  so  committed. 

14.  The  questions  of  law  and  fact  presented  by  plaintiffs  are  common  to  all 
members  of  the  class:  whether,  under  the  Fifth  Amendment,  juveniles  who 
oppose  commitment,  but  whose  parents  or  guardians  request  such  commitment, 
may  be  sent  to  a  mental  institution  without  a  meaningful  and  complete  oppor- 
tunity to  be  heard,  without  initial  and  periodic  consideration  of  less  drastic 
placement  alternatives  and  under  a  different  commitment  standard  than  other 
persons.  The  claims  of  plaintiffs  are  typical  of  the  claims  of  the  class,  and  plain- 
tiffs will  fairly  and  adequately  protect  the  interests  of  the  class.  The  relief 
sought  against  defendants  is  typical  of  the  relief  sought  by  all  members  of  the 
class.  The  prosecution  of  separate  actions  by  individual  members  of  the  class 
would  create  a  risk  of  inconsistent  or  varying  adjudications  with  respect  to  indi- 
vidual class  members  which  would  establish  incompatible  standards  of  conduct 
for  defendants.  Defendants  have  acted  on  grounds  generally  applicable  to  the 
class,  thereby  making  appropriate  and  injunctive  and  declaratory  relief  with 
respect  to  the  class  as  a  whole. 

FACTUAL     ALLEGATIONS 

15.  The  Hospitalization  of  the  Mentally  111  Act.  D.C.  Code  §21-501  Ct  seq. 
[hereafter  "Act"]  establishes  several  types  of  procedures  for  placing  individuals 
in  District  of  Columbia  mental  institutions,  including  Saint  Elizabeths  Hospital 
[sometimes  referred  to  hereafter  as  "Hospital"].  The  Act  permits  hospitaliza- 
tion of  two  groups  of  people:  (1)  those  who  personally  desire  or  do  not  resist 
in-patient  treatment  (voluntary  and  uonprotesting  admission,  D.C.  Code  §§21- 
511-514),  and  (2)  those  who  oppose  their  incarceration  in  a  mental  institution 
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(emergency  temporary  diagnosis  and  observation,  D.C.  Code  §§21-521-528; 
indefinite  involuntary  hospitalization.  D.C.  Code  §§21-541-551).  The  standard 
for  commitment  and  the  protections  and  rights  afforded  to  the  allegedly  mentally 

ill  person  during  and  after  the  commitment  process  vary  according  to  the  admis- 
sion procedure  chosen. 

16.  All  individuals  is  years  old  or  over  thereafter  "adults"]  can  determine 
the  type  of  procedure  and  commitment  standard  governing  their  admission  by 
indicating  whether  or  not  they  oppose  commitment. 

17.  If  an  adult  desires  to  enter  a  mental  institution  as  a  voluntary  patient, 
he  or  she  can  personally  apply  for  admission  (D.C.  Code  §  21-511),  and  can 
obtain  release  within  48  hours  by  filing  a  written  request.  D.C.  Code  §  21-512. 

18.  In  order  to  place  an  adult  in  a  mental  institution  against  his  or  her  will 
for  an  indefinite  period,  involuntary  commitment  proceedings  must  be  initiated 
by  a  spouse,  parent,  legal  guardian,  physician,  public  health  officer  or  police 
officer.  D.C.  Code  §  21-541.  The  allegedly  mentally  ill  person  is  notified  of  the 
pending  action.  Id.  This  person  then  receives  a  hearing  before  the  Commission 
on  Mental  Health  [hereafter  '•Commission'*]  (D.C.  Code  §  21-.">42)  and  can  be 
committed  only  if  the  Commission  finds  that  he  or  she  is  both  mentally  ill  and 
likely  to  injure  himself  or  others.  D.C.  Code  §  21-544.  The  Act  provides  for 
automatic  judicial  review  of  the  Commission's  decision  with  the  opportunity 
to  demand  a  jury  trial.  D.C.  Code  §  21-545.  Periodic  review  of  the  individual's 
mental  condition  is  assured  once  incarceration  takes  place.  D.C.  Code  §§  21- 
546.  548. 

19.  In  order  to  place  an  adult  in  a  mental  institution  against  his  or  her  will 
on  a  temporary  basis  for  emergency  observation  and  diagnosis,  the  Hospital 
must  comply  with  strict  procedural  requirements:  Detention  of  the  allegedly 
mentally  ill  person  is  limited  to  4<S  hours  unless  the  Hospital  has  requested  a 
court  order  authorizing  continued  hospitalization  for  a  period  not  to  exceed 
7  days  (D.C.  Code  8  21-523)  :  the  court  has  24  hours  to  rule  on  the  extension 
request  (D.C.  Code  §21-524),  and  to  grant  the  request  must  find  that  the  person 
is  mentally  ill  and  likely  to  injure  himself  or  others,  D.C.  Code  §  21-521.  If  the 
court  grants  the  7  day  request,  the  person  can  then  obtain  a  full-dress  hearing 
to  challenge  his  continued  hospitalization.  D.C.  Code  §  21-525. 

20.  Counsel  is  provided  to  represent  the  allegedly  mentally  ill  person  at  each 
step  of  the  involuntary  or  emergency  commitment  process.  D.C.  Code  §  21-543. 
The  Public  Defender  Service  is  authorized  to  represent  any  persons  subject 
to  such  proceedings  if  they  are  financially  unable  to  obtain  adequate  representa- 
tion. D.C.  Code  §  2-2222 (a)  (3). 

21.  In  contrast,  juveniles  have  no  opportunity  to  indicate  whether  they  want 
or  need  to  be  committed  to  a  mental  institution.  The  type  of  procedure  govern- 
ing their  admission  is  determined  by  the  action  of  their  parents  or  guardians 
without  any  provision  for  consideration  of  the  potential  conflicting  interests 
of  the  parent  or  guardian  and  the  juvenile. 

22.  Even  though  juveniles  may  object  to  commitment,  they  can  be  sent  to 
Saint  Elizabeths  Hospital  at  the  request  of  their  parents  or  guardians.  Such 
requests  are  made  directly  to  the  Superintendent  of  the  Hospital  under  the 
•'voluntary"  admissions  procedures  of  the  D.C.  Code  §  21-511.  Despite  the  fact 
that,  such  juveniles  oppose  their  commitment  and  are  not  free  to  obtain  their 
release  until  the  age  of  18  (D.C.  Code  §21-512).  they  are  nonetheless  deemed 
"voluntary"'  patients  under  the  law  (D.C.  Code  §21-511),  and  the  safeguards 
provided  "involuntary"  patients   (D.C.  Code  §§21-541-548)   are  denied  them. 

23.  In  order  to  place  juveniles  in  mental  institutions  against  their  will  when 
their  parents  or  guardians  join  them  in  opposing  hospitalization,  either  emer- 
gency or  involuntary  commitment  proceedings  must  be  initiated.  Such  juveniles 
are  then  afforded  all  of  the  procedural  safeguards  provided  to  emergency  or 
involuntary  adult  patients.  D.C.  Code  §§  21-521-528.  541-54S. 

24.  Incarceration  in  a  mental  institution  has  severe  consequences  for  inmates. 
Their  liberty  is  curtailed  ;  their  access  to  family  and  friends  is  limited:  they 
are  exposed  to,  and  learned  to  act  in  accordance  with  the  dysfunctional  behavior 
of  other  patients ;  they  may  be  given  psychotropic  drugs  for  prolonged  periods : 
upon  release,  thev  carry  the  stigma  of  having  been  mentally  ill.  which  severely 
limits  their  educational  and  employment  opportunities. 

25.  Incarceration  of  juveniles  at  St.  Elizabeths  Hospital  entails  particularly 
severe  consequences.  Many  juveniles  are  placed  on  adult  wards  and  spend  much 
of  their  day  simp'y  watching  television,  or  sitting  alone,  bored  and  dejected  : 
drugging  and  tranquilizing  occurs  on  a  daily  basis.  Few  meaningful  educational 


148 

or  vocational  opportunities  are  provided.  The  Hospital  serves  primarily  a  cus- 
todial function. 

26.  Prior  to  the  placement  of  juveniles  at  the  Hospital  by  their  parents  or 
guardians,  no  findings  are  ni^de  that  the  advantages  of  in-patient  hospitalization 
outweigh  the  severe  curtaPment  of  their  liberty  and  the  stigma  caused  them  by 
incarceration  in  a  mental  institution,  and  that  consequently  in-patient  hospitali- 
zation is  the  least  drastic  placement  alternative;  nor  are  such  findings  made 
on  a  periodic  hasis  after  admission.  Juveniles  who  could  otherwise  receive  treat- 
ment services  through  less  drastic  placement,  are  confined  to  the  Hospital  for 
prolonged  periods.  Less  drastic  alternatives  include  hut  are  not  limited  to  half- 
way houses,  out-patient  community  mental  health  centers  and  foster  homes. 

27.  Plaintiff  Paul  Poe  was  sent  to  Saint  Elizabeths  Hospital  for  emergency 
diagnoses  and  observation  on  May  3,  1972. 

28.  A  judicial  hearing  for  review  of  Poe's  continued  emergency  hospitalization 
was  scheduled  for  May  .'50,  1972,  hut  on  that  date  L'oe's  fither.  with  whom  he 
does  not  get  along,  filed  an  application  requesting  that  Pop  Iv  mnde  a  "voluntary" 
patient.  As  a  resu't  of  this  action.  Pop  was  not  afforded  the  procedural  safe- 
guards he  would  otherwise  have  received  as  an  emergency  patient. 

29.  Poe  did  not  want  to  become  a  "voluntary"  patient  at  the  time  of  his  ad- 
mission. Poe  has  indicated  numerous  times  that  he  does  not  want  to  remain  at 
the  Hospital,  hut  his  father  will  not  take  any  action  to  have  him  released.  Upon 
leaving  the  Hospital,  Poe  would  like  to  go  to  a  foster  home  and  learn  a  trade. 

30.  Defendants  have  admitted  and  kept  Poe  at  the  Hospital  without  making 
proper  findings  that  in-patient  hospitalization  is  the  least  drastic  placement 
alternative  for  him.  They  have  neither  properly  investigated  other  placement 
alternatives  nor  provided  reasons  why  such  alternatives  have  been  rejected. 

31.  Poe  has  been  severely  harmed  by  his  incarceration  at  the  Hospital.  Poe 
receives  daily  dosages  of  phenothiazines,  including  thorazine  and  selazine,  and 
spends  most  of  his  time  just  sitting  on  an  adult  ward.  He  is  receiving  no  voca- 
tional or  educational  training,  and  he  is  provided  only  the  most  minimal  recre- 
ational therapy.  The  custodal  service  provided  Poe  in  no  way  counterbalances 
the  severe  harm  caused  by  his  incarceration. 

32.  Plaintiff  Roe  was  adjudicated  "neglected  and  dependent"  on  January  29, 
1973,  and  made  a  ward  of  the  D.C.  Department  of  Human  Resources  Social 
Rehabilitation  Administration  (hereafter  "SRA"). 

33.  On  February  7,  1973,  Roe  was  sent  to  Saint  Elizabeths  Hospital  by  SRA 
and  was  held  there  for  emergency  diagnosis  and  observation. 

34.  On  February  28,  1973,  Roe  was  made  a  "voluntary"  patient  on  the  appli- 
cation of  a  representative  of  SRA.  As  a  result  of  this  action,  Roe  was  not  afforded 
the  procedural  safeguards  he  would  otherwise  have  received  as  an  emergency 
patient.  Since  becoming  a  "voluntary"  patient,  Roe  has  indicated  numerous  times 
that  he  wants  to  leave  the  Hospital. 

35.  In  August  1974,  an  ex  parte  hearing  was  held  to  review  Roe's  status  as  a 
ward  of  SRA.  The  District  of  Columbia  Superior  Court  decided  that  Roe  would 
remain  a  ward  for  another  year. 

36.  Both  prior  to  and  following  his  commitment  to  the  Hospital,  Roe  was 
diagnosed  as  mildly  retarded.  Although  the  Hospital  has  no  programs  for  in- 
dividuals with  this  deficiency,  Roe  continues  to  be  held  in  the  Hospital  against 
his  will. 

37.  Defendants  have  admitted  and  kept  Roe  at  the  Hospital  without  making 
proper  findings  that  in-patient  hospitalization  is  the  least  drastic  placement  alter- 
native for  him.  They  have  neither  properly  investigated  other  placement  alter- 
natives nor  provided  reasons  why  such  alternatives  have  been  rejected. 

38.  Roe  has  been  severely  harmed  by  his  incarceration  ait  the  Hospital.  Roe 
receives  daily  dosages  of  phenothiazines,  including  stelazine,  and  spends  most 
of  his  time  just  sitting  on  an  adult  ward.  He  is  receiving  no  vocational  or  edu- 
cational training  and  is  provided  only  the  most  minimal  recreational  therapy. 
The  custodial  service  provided  Roe  in  no  way  counterbalances  the  severe  harm 
caused  by  his  incarceration. 

39.  Plaintiff  Doe  was  brought  to  Saint  Elizabeths  Hospital  on  August  15,  1974, 
by  his  mother  and  was  admitted  as  a  "voluntary"  patient  at  his  mother's  request. 
He  consequently  did  not  receive  the  procedural  safeguards  afforded  involuntary 
patients. 

40.  Since  becoming  a  "voluntary"  patient.  Doe  has  indicated  numerous  times 
that  he  wants  to  leave  the  Hospital.  Weekend  visits  have  been  arranged,  but 
his  mother  does  not  want  Doe  to  return  home  at  this  time. 
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41.  Defendants  have  admitted  and  kept  Doe  at  the  Hospital  without  making 
proper  findings  that  in-patient  hospitalization  is  the  least  drastic  placement 
alternative  for  him.  They  have  neither  properly  investigated  other  placement 
alternatives  nor  provided  reasons  why  such  alternatives  have  been  rejected. 

42.  Doe  has  been  severely  harmed  by  his  incarceration  at  the  Hospital.  Doe  re- 
ceives daily  dosages  of  phenothiazines,  including  mellaril,  and  spends  most  of  his 
time  just  sitting  on  an  adult  ward.  He  is  receiving  no  vocational  or  educational 
training  and  is  provided  only  the  most  minimal  recreational  therapy.  The  cus- 
todial service  provided  Doe  in  no  way  counterbalances  the  severe  harm  caused  by 
his  incarceration. 

CLAIMS    FOR   RELIEF 

43.  By  incarcerating  plantiffs  and  their  class,  pursuant  to  D.C.  Code  §§  21-511 
and  512,  without  a  meaningful  and  complete  opportunity  to  be  heard,  defendants 
have  deprived  them  of  liberty  without  due  process  of  law  in  violation  of  the  Fifth 
Amendment  to  the  United  States  Constitution. 

44.  By  incarcerating  plaintiffs  and  the  class  they  represent,  pursuant  to  D.C. 
Code  §§  21-511  and  512,  without  initial  and  periodic  consideration  of  less  drastic 
placement  alternatives,  defendants  have  denied  them  liberty  without  due  process 
of  law  in  violation  of  the  Fifth  Amendment  to  the  United  States  Constitution. 

45.  By  incarcerating  plaintiffs  and  their  class,  pursuant  to  D.C.  Code  §§  21-511 
and  512,  defendants  have  denied  them  equal  protection  of  the  laws,  applicable 
to  the  federal  government  through  the  Due  Process  Clause  of  the  Fifth  Amend- 
ment, in  that : 

(a)  the  statutory  commitment  scheme  discriminates  between  juveniles  who 
object  to  commitment  but  whose  parents  or  legal  guardians  have  requested 
such  commitment  under  D.C.  Code  §21-511  ( "voluntary''  juveniles),  and 
juveniles  who  object  to  hospitalization  but  are  committed  under  D.C.  Code 
§§21-541  and  21-521  ("involuntary"  or  "emergency"  juveniles),  by  per- 
mitting incarceration  of  the  allegedly  "voluntary"  juveniles  under  a  different 
commitment  standard  and  without  any  of  the  procedural  safeguards  pro- 
vided to  "involuntary"  or  "emergency"  juveniles  ; 

(b)  the  statutory  commitment  scheme  discriminates  between  juveniles 
who  object  to  commitment  but  whose  parents  or  guardians  have  requested 
such  commitment  under  D.C.  Code  §  21-511,  and  adults  who  object  to  com- 
mitment, by  permitting  incarceration  of  such  juveniles  under  a  different 
commitment  standard  and  without  any  of  the  procedural  safeguards  provided 
to  adults. 

INJURY 

Plaintiffs  and  the  class  they  represent  have  suffered  and  will  continue  to  suffer 
irreparable  injury  as  a  result  of  defendants'  unlawful  practices  until  such  prac- 
tices are  declared  unconstitutional  and  enjoined  by  this  court.  Plaintiffs  have  no 
adequate  administrative  remedy. 

PRAYER   FOR  RELIEF 

Wherefore,  plaintiffs,  on  behalf  of  themselves  and  the  members  of  their  class, 
pray   that  this  court : 

1.  Enter  an  order  convening  a  three-judge  court,  pursuant  to  28  U.S.C.  §§  2282, 
2284,  to  determine  the  controversy. 

2.  Enter  an  order  certifying  this  action  as  a  class  action  pursuant  to  Rule 
23(c)  (1)  of  the  Federal  Rules  of  Civil  Procedure. 

3.  Declare  that  D.C.  Code  §§21-511  and  512  violate  due  process  of  law,  and 
the  equal  protection  guarantee  implicit  in  the  Fifth  Amendment  to  the  United 
States  Constitution,  in  that  they  provide  for  the  incarceration  of  juveniles  who 
oppose  commitment,  but  whose  parents  or  guardians  request  such  commitment, 
without  a  meaningful  and  complete  opportunity  to  be  heard,  without  initial 
and  periodic  consideration  of  less  drastic  placement  alternatives  and  on  a  differ- 
ent basis  than  other  persons. 

4.  Issue  an  injunction  : 

(A)   Ordering  defendants  Caspar  W.  Weinberger,  Bertram  S.  Brown  and 
Luther  D.  Robinson  and  their  successors  in  office,  agents,  assigns  and  em- 
ployees to  immediately  inform,  in  writing  and  orally,  all  juveniles  who  are 
presently   institutionalized   at   Saint   Elizabeths   Hospital   pursuant   to   D  C 
Code  §§21-511  and  512  of   (1)    their  right  to  object  to  their  incarceration 
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and  be  released  pursuant  to  a  court  approved  placement  plan,  unless  a  party 
designated  in  D.C.  Code  §  21-541  initiates  judicial  hospitalization  proceed- 
ings against  them  pursuant  to  D.C.  Code  §21-541  et  seq.,  (2)  their  right  to 
remain  in  Saint  Elizabeths  Hospital  as  voluntary  patients  with  the  power 
to  request  their  release  within  48  hours  pursuant  to  D.C.  Code  §  21-512,  and 
(3)  their  right  to  discuss  their  decision  to  object  to  incarceration  or  become 
true  voluntary  patients  with  an  attorney  of  their  own  choosing  or  a  member 
of  the  Public  Defender  Service; 

(B)  Ordering  said  defendants  to  afford  plaintiffs,  and  the  members  of  then- 
class  presently  incarcerated  at  the  Hospital,  a  hearing  in  conformity  with 
the  procedures  in  D.C.  Code  §§  21-541-545  to  determine  the  need  for  their 
continued  incarceration  and  whether  there  are  less  drastic  alternative  place- 
ment for  them ; 

(C)  Ordering  said  defendants  hereafter  to  inform,  in  writing  and  orally, 
all  juveniles,  prior  to  any  voluntary  commitment  to  Saint  Elizabeths  Hos- 
pital, of : 

(1)  the  presently  available  alternatives  to  in-patient  treatment  at  the 
Hospital, 

(2)  their  right  to  enter  the  Hospital  as  a  voluntary  patient  with  the 
power  to  personally  request  their  release  within  48  hours  pursuant  to 
D.C.  Code  §  21-512, 

(3)  their  right  to  object  to  incarceration  and  thereupon  be  treated 
either  as  emergencv  patients  or  involuntary  patients  pursuant  to  the 
procedures  set  forth  in  D.C.  Code  §§21-521-528,  541-548, 

(4)  their  right  not  to  be  committed  against  their  will  unless  a  finding 
is  made  that  said  commitment  is  the  least  drastic  placement  alternative, 
and 

(5)  their  right  to  discuss  their  admission  decision  and  treatment  needs 
with  a  private  attorney  of  their  own  choosing  or  with  a  member  of  the 
Public  Defender  Service : 

(D)  Enjoining  said  defendants  from  hereafter  committing  plaintiffs  and 
the  members  of  their  class  to  Saint  Elizabeths  Hospital  against  their  will, 
without  treating  them  as  involuntary  or  emergency  patients,  without  pro- 
viding them  the  procedural  safeguards  set  forth  in  D.C.  Code  §§  21-521-528. 
541-548,  and  without  considering  less  drastic  placement  alternatives ; 

(E)  Ordering  said  defendants  to  inform  in  writing  and  orally  all  juveniles 
who.  after  notice,  choose  to  remain  or  admit  themselves  as  voluntary  pa- 
tients, of  their  rights  as  mental  hospital  patients,  on  a  periodic  basis,  at 
least  every  45  days,  such  notice  to  include  those  rights  listed  in  paragraph 
4(C) (1)(2)  &  (5)  supra; 

(F)  Ordering  said  defendants  to  : 

(1)  Periodically  review,  at  least  every  45  days,  the  necessity  of  in- 
patient hospitalization  at  Saint  Elizabeths  Hospital  for  each  juvenile 
patient  and  determine  whether  there  are  less  drastic  placement  al- 
ternatives for  each  such  juvenile  [hereafter  "periodic  review"]  ; 

(2)  Provide  each  such  juvenile  and  his  or  her  parents  or  guardian 
and  lawyer  with  advance  notice  that  said  defendants  will  conduct  a 
periodic  review  of  the  juvenile's  placement  and  inform  them  of  their 
right  to  learn  the  results  of  the  review  process  and  discuss  said  results 
with  Hospital  officials : 

(3)  Develop  and  retain  written  records  documenting  the  periodic 
review  process  for  each  such  juvenile  ; 

(4)  Notify  each  such  juvenile  and  his  or  her  parents  or  guardian  and 
lawyer,  following  such  periodic  review,  of  all  less  drastic  placement 
alternatives,  including  foster  homes,  half-way  houses,  and  <>nt-patient 
community  mental  health  centers,  and  provide  them  with  the  informa- 
tion needed  to  initiate  said  juvenile's  placement  at  such  alternative 
facilities. 

5.  Allow  plaintiffs  their  costs  and  such  other  and  further  relief  as  the  court 
may  deem  proper,  just  and  equitable. 
Respectfully  submitted. 

Stephen  P.  Rerzon, 

Michael  R.  Trtster, 

Marian  Wright  Edet.man, 

imJ,    ,  .     T.    ,    T.  ,  Attorneys  for  Plaintiffs. 

Assisted  by  Linda  Lipton. 

December  9,  1974. 
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2^03  Carey  Lane 
Vienna,  Va .   22180 

August  19,  1975 


Senator  Birch  Bayh 
Senate  Office  Bldg. 
Washington,  D.  C.   20515 

Dear  Senator  3a yh: 

The  story  in  this  morning's  Post  resulting  from  your  committee 
hearings  regarding  the  use  of  drugs  for  the  "mentally  ill"  is  much 
in  line  with  what  I  ha Vs  heard  innumerable  times  in  over  two  yeara 
of  anthropological  study  of  the  local  Schizophrenia  Association. 

It  appears  to  me  now  that  there  ar°  two  basic  problems  as  in- 
dicated in  the  post  story  (for  instancei  "...  h°r  psychiatrist  ad- 
vised her,  without  conducting  a  medical  examination,  to  take  tran- 
quilizers. . .") 

The  first  problem,  and  the  one  most  emphasized  in  literature 
critical  of  present  treatment  of  the  "mentally  ill,"  is  the  giving 
of  drugs  (and  other  so-called  "treatment")  to  people  who  are  not 
actually  ill.   The  second  problem,  which  is  just  as  real,  concerns 
people  with  treatable  physicial  conditions  being  given  years  of 
talking  therapy,  and/or  drugs,  in  or  out  of  institutions,  without 
having  ever  had  thorough  physical  examinations  to  try  to  discover 
underlying  biological  problems. 

I  see  general  medical  practitioners  as  much  at  fault  as  psy- 
chiatrists and  other  "mental  health"  professionals  and  institutions, 
And  I  wonder  how  long  it  has  been  that  way. 

^nclosed  is  a  sheet  which  I  wrote  rather  hurriedly  for  the 
3AGV  to  use  at  a  local  health  fair,  outlining  some  specifics  of  the 
present  contusion  as  to  mental  illness  and  its  treatment  in  the 
D.  C.  area. 

I  hope  that  the  work  of  your  committee  will  lead  into  this 

area.   Kore  is  involved  in  both  human  and  social  terms  on  this 

specific  problem  than  the  right  not  to  be  on  the  receiving  end  of 
indiscriminately  used  tranquilizers. 


Sincerely, 
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What  is    Schizophrenia?* 

Schizophrenia  is  a  disease   (or  diseases)   causing  alterations  in  perception, 
cognition,   and  affect — that  is,   it  changes  sense  perceptions   (vision,   hearing,   taste, 
smell,   and  touch),   thought,   and   feelings.      Schizophrenia  is  a  syndrome,   a  group  of 
symptoms,   which  can  be  caused  by  a  number  of  biological  or  biochemical  disorders. 
The  "split  personality"  popularized  in  books  and  other  media,   is  seldom  seen. 

Schizophrenia  is  not  always  the  first  or  last  diagnosis  given  to  patients  or 
their  families.      In  the  Metropolitan  Washington,   D.C.   area,    previous  or  other  diag- 
noses have   included i 


For   Children 
retarded 
borderline  retarded  with 

emotional  problems 
emotional  problems 
psyohosis  of  childhood 
autism 
hyperactivity 


For  Adults 
neurotic 
psychotic 

emotionally  disturbed 
alcoholic 
nervous  breakdown 
anxiety  neurosis 
depression 
hypochondriasis 


Some  patients  in  the  D.C.  area,  most  of  whom  previously  had  been  diagnosed 
as  schizophrenic,  were  later  re-diagnosed  on  the  basis  of  man>  laboratory  tests 
and  were  found  to  be   suffering  from  the  following  conditionsi 


homocysteinuria 

hyperlipoproteinemia 

malabsorption 

hypoglycemia 

trace  mineral  deficiencies 

cerebral  allergies 

pyroluria 


diabetes 
hypothyroidism 
epilepsy 

oongenital  syphilis 
syphilis  thought  to  hare  been 
cured 


SometiMes  there  were  a  number  of  the  above  or  similar  problems  which  were  in- 
terrelated.    Sometimes  metabolic  problems  not  yet  named  were  found.      For  some,   the 
use  of  hallucinogenic  drugs   (marijuana,   LSD,    amphetamines,   etc.)   preoipitated  or 
maintained  the   symptomst     for  soae   the  symptoms  came  prior  to  such  drug  use. 

"Megavitamin  Therapy"   (massive  doses  of  certain  or   several  of  the  water  sol- 
uble B-complex  vitamins,   water  soluble  C,   and   sometimes  E,   but  seldom  the  fat  sol- 
uble vitamins  A  or  D)  and/or  controlled  diet  has  been  used   successfully  for  con- 
ditions discovered  by  laboratory  testing  in  the  left     column.      Other  traditional 
medical  treatment  is  used  for  conditions  listed  in  the  column  on  the  right. 

"Orthomolecular  psychiatry,"  the  term  coined  by  Linus  Pauling  for  the  treat- 
ment concerned  with  the  optimum  molecular  environment  of  the  mind,   appears  In 
practice  to  cover  the  entire  medical  model     for     diseases  affecting  the  mind. 
"Orthoraoleoular  psychiatrists"  are  not  the  only  physicians  who  can,   or  should, 
treat  the  biological  or  biochemical  conditions  which  can  cause  symptoms  of  schizo- 
phrenia.     The  above  and  other  physiological  conditions   should  be  ruled  out  on  the 
basis  of  laboratory  tests  before  a  problem  is  considered  to  be   "all  in  the  mind." 

•Updated  from  a  paper, "Victims  of  Schizophrenia,"  presented  at  the  Annual  Meeting 
of  the   National  Council  of  Community  Mental  Health  Centers,   Wash.,   D.C,    Feb.   1975. 


Schizophrenia    Association    of    Greater    Washington,    Room    407,    Wheaton    Plaza 
Office    Building,    North,    Wheaton,    Maryland      20902;    telephone:      949-8282. 


Part  2 — Juvenile  Justice  Abuses 


Sherman  Oaks,  Calif., 

November  21,  1915. 
Senator  Birch  Bayh, 
U.S.  Senate, 
Washington,  B.C. 

Dear  Senator  Bayh  :  I  have  read  with  great  interest  reports  of  your  hearings 
of  July-August  1975  concerning  overuse  of  powerful  drugs  such  as  Thorazine  on 
children,  juveniles  and  adults. 

As  you  can  see  from  the  enclosed  Xerox  from  the  Los  Angeles  Times  of 
October  22,  we  have  the  same  problems  here  in  Southern  California  as  every- 
where else  in  the  country. 

Ethical  companies  produce  drugs  with  horrendous  side-effects  which  are  not 
properly  checked  out  by  physicians  before  they  are  indiscriminately  unleashed 
on  the  whole  population. 

Some  4  million  10-13  year  olds  are  forced  to  take  potent  and  harmful  drugs 
such  as  Ritalin  and  Dexedrin  in  schools  because  some  teacher  or  even  a  nurse 
claims  that  the  child  is  "hyper-active".  Thus,  by  forced  feeding  of  these  highly 
addictive  drugs,  we  are  creating  'zombies'  of  our  children,  while  the  greedy  so- 
called  ethical  pill  manufacturers  amass  enormous  profits  by  putting  totally  un- 
proven  drugs  on  the  market  by  unethical  methods. 

I  would  very  much  appreciate  your  sending  me  all  of  your  reports  on  this 
subject,  and  wish  you  all  success  in  this  vitally  necessary  program. 
Very  truly  yours, 

Alexander  Satin. 

Enclosure. 

[From  the  Los  Angeles  Times,  Oct.  22,  1975] 

PROBE  ORDERED  INTO  DRUGS  FOR  JUVENILES 

COUNTY  DISPENSING   MEDICATION  WITHOUT  DIAGNOSIS  OF  PRESCRIPTION,  DOCTOR  SAYS 

(By  Ray  Zeman) 

Charges  that  the  Los  Angeles  County  Probation  Department  administers 
powerful  tranquilizers  to  children  without  a  physician's  diagnosis  or  prescrip- 
tion were  ordered  investigated  Tuesday  by  the  Board  of  Supervisors. 

The  charges  came  from  the  department's  former  medical  director.  Dr.  Thomas 
F.  Trott,  who  said  he  had  severed  his  association  with  the  department  because 
of  "frightening  recent  developments  involving  the  use  of  psychoactive  medica- 
tion," such  as  the  tranquilizer  Thorazine. 

Trott  also  expressed  concern  that  cutbacks  in  medical  personnel  are  allowing 
serious  medical  disorders,  such  as  epilepsey,  to  go  untreated  in  youngsters  held 
in  Probation  Department  custody. 

The  supervisors  ordered  the  county  chief  administrative  officer's  special  in- 
vestigation division  to  make  an  extensive  probe  of  Trott's  accusations. 

Trott  said  that,  under  standing  orders  of  the  department,  the  powerful  drug 
Thorazine  is  given  by  muscular  injection  "to  those  deemed  as  seriously  agitated 
by  nursing  personnel  without  it  being  necessary  for  a  physician  let  alone  a  fully 
trained  psychiatrist,  ever  to  see  the  child."' 

Trott  warned  that  the  Probation  Department's  disregard  for  children's  physi- 
cal and  mental  health  would  lead  to  tragic  consequences. 

Since  Jan.  1,  he  said,  tuberculosis  skin  testing  has  been  eliminated  despite  an 
increase  in  the  TB  rate  within  the  county. 

a  53) 
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"Of  equal  public  health  concern,"  he  wrote  to  Chief  Probation  Officer  Clarence 
B.  Cabell,  "is  the  elimination  of  routine  immunizations  for  childhood  diseases 
such  as  tetanus,  diphtheria  and  whooping  cough,  even  though  many  of  the  chil- 
dren are  unprotected. 

"Although  hypertension  is  a  major  health  problem,  especially  for  black  males, 
the  Probation  Department  does  not  even  take  routine  blood  pressure  on  detention 
at  Juvenile  Hall." 

Cabell  was  out  of  the  city  at  a  conference  and  his  office  declined  to  issue  any 
statement. 

Trott  resigned  Jan.  14  as  medical  director  for  the  department  but  since  has 
served  as  its  consultant  in  psychiatry. 

"On  Jan.  1,  1975,  there  were  two  full-time  psychiatrists  in  the  Probation  De- 
partment," Trott  wrote.  "Now  there  are  none. 

"Although  the  Board  of  Supervisors  funded  seven  psychiatric  social  worker 
positions,  only  two  have  been  filled." 

In  mental  health  services,  psychiatric  consultation  formerly  was  provided  at 
all  probation  camps  except  one. 

Now,  Trott  said,  this  service  has  shrunk  to  only  two  of  the  10  camps  and 
coverage  at  these  has  been  reduced  by  one-third. 

The  Probation  Department  currently  has  supervision  over  2,307  juveniles. 

Of  these,  1.34S  held  in  juvenile  halls  are  law  violators,  incorrigibles,  truants, 
youngsters  having  problems  with  their  families  or  others  awaiting  court  action. 
Eighty-nine  at  MacLaren  Hall  are  neglected  children.  Another  S79  are  wards  of 
the  court  assigned  to  camps  and  schools. 

"Although  the  Board  of  Supervisors  has  passed  several  motions  requesting 
removal  of  mentally  ill  children  from  detention  facilities,"  Trott  said,  "the  Pro- 
bation Department  policy  has  been  to  eliminate  those  mental  health  professionals 
who  would  be  able  to  diagnose  these  children." 

Physical  health  care  also  has  deteriorated,  Trott  charged. 

In  the  past,  each  child  was  examined  by  a  physician  upon  detention  at  Juvenile 
Hall  and  upon  transfer  to  a  probation  camp.  Now,  he  pointed  out,  this  is  done 
only  once  a  year  and  a  youth  often  is  transferred  to  a  camp  without  seeing  any 
trained  health  professional. 

"Only  a  review  of  the  medical  records  is  undertaken,"  Trott  said.  "As  these 
records  are  often  incomplete  or  missing,  the  effect  is  to  send  children  into  remote 
areas  with  unknown  disorders  such  as  epilepsy  without  medication  or  any  other 
form  of  treatment." 

Supervisor  Ed  Edelman  said  the  Thorazine  procedures  should  be  questioned 
as  to  legal  and  medical  appropriateness. 

Other  points  raised  by  Trott  also  are  "of  sufficient  gravity  to  warrant  an  in- 
vestigation," Edelman  said. 

County  supervisors  unanimously  adopted  his  motion  for  a  study  of  the  psycho- 
active, depressant  and  serlative  medications  and  changes  made  in  the  last  10 
months  in  the  Probation  Department's  mental  and  other  health  services  to  indi- 
viduals in  custody. 

The  special  investigations  division  was  directed  to  report  its  findings  within 
30  days. 
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April  8,  1976 


Honorable  Board  of  Supervisors 
383  Hall  of  Administration 
Los  Angeles,  California  90012 

Gentlemen: 

RECOMMENDATIONS  FOR  IMPROVING  THE 

QUALITY  AND  APPROPRIATENESS  OF  PHYSICAL 

AND  MENTAL  CARS  OF  DETAINEES 

On  December  23,  1975.  your  Board  instructed  the  Director  of  the 
Department  of  Health  Services  to  establish  a  Task  Force  to  examine 
the  health  care  policies  and  procedures  of  the  Probation  Department, 
relating  both  to  physical  and  mental  care  of  detainees,  in  order  to 
determine  the  quality  and  the  appropriateness  of  those  services. 
In  doing  so,  you  charged  the  Task  Force  with  an  evaluation  of  the 
existing  Probation  health  delivery  system  and  with  the  development 
of  a  plan  for  implementation  of  recommendations  developed  as  a 
result  of  the  evaluation.   It  is  my  privilege  as  Chairman  to 
transmit  to  you  the  Task  Force's  report  on  this  subject. 

This  report  is  intended  to  make  recommendations  on  the  organization 
required  for  a  comprehensive  health  care  system  for  detainees  of 
the  Probation  Department,  rather  than  to  be  considered  as  a 
guideline  for  operational  policy  decisions. 

I  would  personally  thank  the  members  of  the  Task  Force  and  the  staff 
of  the  Probation  Department,  the  Department  of  Health  Services  and 
the  County  Chief  Administrator's  Office  for  their  valuable 
contributions  during  the  evaluation. 

In  its  evaluation,  the  Task  Force  carefully  considered  the  findings 
and  the  recommendations  of  the  following  documents: 

-The  Health  Standards  for  Juvenile  Court  Residential 
Facilities  as  prepared  by  the  Committee  on  Youth  of 
the  American  Academy  of  Pediatrics. 

-The  Statement  of  Iris  J.  Litt,  M.D. ,  Medical  Director, 
Juvenile  Center  Service,  Division  of  Adolescent  Medicine, 
Montefiore  Hospital  and  Medical  Center,  before  the  United 
States  Senate  Committee  on  the  Judiciary,  Subcommittee  to 
Investigate  Juvenile  Deliquency  on  September  17,  1973. 
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Page  Two 

■ 
-The  Standards  for  Juvenile  Halls  of  the  Health  and  Welfare 
Agency  of  the  State  of  California. 

-The  report  prepared  for  the  Probation  Department  by  the 
Department  of  Health  Services  on  the  Medical  Division  of 
Juvenile  Hall  —  March  17,  1975- 

-The  report  prepared  by  the  County  Chief  Administrator's 
Office  on  Health  Care  Provided  Juveniles  in  Probation 
Department  Facilities  —  November  1975. 

-The  report  prepared  by  the  County  Chief  Administrator's 
Office  on  Probation  Detention  Facilities'  Medical  Intake 
Procedures  —  December  1975. 

These  reports  and  statements  logically  precede  this  Task  Force  report  and 
it  is  the  request  of  the  Task  Force  that  your  Board  give  careful  attention 
to  them. 

Based  on  the  results  of  this  study,  the  Task  Force  on  Health  Care  Policies  and 
Procedures  of  the  Probation  Department  recommends  that  your  Board: 

1.  Approve  the  recommendations  presented  and  discussed  in  the 
report. 

2.  Instruct  the  Chief  Probation  Officer,  the  Director  of  the 
Department  of  Health  Services  and  the  County  Chief 
Administrator  to  develop,  with  participation  of  the 
affiliated  School  of  Medicine,  a  plan  for  implementation 
of  the  recommendations  of  the  Task  Force,  this  plan  to  be 
submitted  within  90  days. 

3.  Terminate  the  Task  Force  on  Health  Care  Policies  and 
Procedures  of  the  Probation  Department  as  presently 
constituted,  it  having  completed  its  work,  with  the 
understanding  that  individual  Task  Force  members  are 
most  willing  to  assist  in  implementation  of  the 
recomraendat  ions . 


Very  truly  yours, 

APPROVED  BY: 

Martin  D.  Finn,  M.D.,  M.P.H. 

Deputy  Medical  Director—  ~L.JX"  Vitherill 

Preventive  Health  Services  Director  of  Health  Services 

MDF:ft 

cc:   Executive  Officer,  Board  of  Supervisors  (30) 
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JAMES  A    MAYES 
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PETER.  F    SCHA9ARLM 

KENNETH    HAr-N" 

EDMUND  0    EDELMAN 

;  BAXTER  rtArO 


Gentlemen: 


HEALTH  CARE  PROVIDED  JUVENILES  IN 
PROBATION'  DEPARTMENT  FACILITIES 


This  is  our  report  on  the  results  of  the  investigation  of  charges 
by  Dr.  Thomas  F.   Trott,  former  Probation  Department  Medical 
Director,  concerning;  health  care  provided  juveniles  in  the  custody 
of  the  Probation  Department. 

The  investigation  was  made  by  the  Special  Investigation  Division 
of  the  Chief  Administrative  Office  as  directed  by  the  Board  of 
Supervisors  on  motion  by  Supervisor  Edclraan  on  October  21,  1975. 


The  Board  directed  that  the  investigation  include 
limited  to: 


but  not  be 


1.  The  procedures  followed  in  the  Probation  Department  in  the 
administration  of  psychoactive,  depressant  and  sedative 
medications  to  individuals  in  the  custody  of  the  department. 

2.  The  extent  to  which  individuals  in  the  custody  of  the  department 
•  are  administered  psychoactive,  depressant  and  sedative  medica- 
tions and  for  what  purposes  these  medications  are  utilized  by 
the  department. 

3..  Changes  made  over  the  last  ten  montbs  in  the  jirovision  of 
mental  health  services  to  individuals  within  the  custody  of 
the  department. 

4.   Changes  made  over  the  last  ten  months  in  the  provision  of 
other  health  services  to  individuals  in  the  custody  of  the 
department . 

In  our  investigation  we   discussed  the  background  and  bases  for  his 
charges  with  Dr.  Trott.   We  reviewed  the  current  pulicics  end  pro- 
cedures for  the  provision  of  health  care  services  to  juveniles  in 
custody  of  the  Probation  Department  at  its  1G  juvenile  detention 
and  treatment  facilities  located  throughout  the  County.   We  inspected 
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the  departmental  pharmacy  and  the  medical  supply  storage  area  at 
each  facility  to  determine  the  adequacy  of  physical  security  and 
procedural  controls  on  arug  use  an<-l  operational  compliance  to  other 
departmental  health  care  standards. 

To  provide  an  independent ,  professional  assessment  of  health  care 
practices,  we  also  requested  the  Chairman  of  the  Ad  Hoc  Committee 
on  Health  Care  for  Detained  Youth,  American  Academy  of  Pediatrics 
to  inspect  the  main  departmental  medical  clinic  at  Central  Juvenile 
Hall.   The  American  Academy  of  Pediatrics  noted  several  medical 
practices  they  deem  not  corresponding  to  current  community  medical 
standards  and  has  recommended  changes  in  these  practices  and  other 
measures  to  improve  health  care. 

Our  principal  findings,  detailed  in  the  .attached  report,  are 
summarized  in  the  following: 

—  Different  psychoactive,  depressant,  and  sedative  medications 
are  prescribed  by  departmental  physicians  and  psychiatrists. 
On  a  one-day  sample  on  October  27,  1975,  such  medications 
(10  varieties)  were  administered  to  89  detainees  out  of  a 
total  population  of  1,397  in  detention  facilities  not  in- 
cluding placement  camps. 

—  Since  January  1973,  Probation  Department  nurses  have  been 
authorized  to  administer  Thorazine,  a  psychoactive  medi- 
cation, in  emergency  situations  when  a  physician  cannot 

be  contacted.   V.'e  found  evidence  of  only  one  such  incident 
and  the  issuance  of  Thorazine  by  the  central  departmental 
pharmacy  has  declined  in  1975. 

—  The  issuance  of  drugs  by  the  central  departmental  pharmacy 
is  rigidly  controlled  and  the  physical  security  of  drug 
inventories  at  detention  and  treatment  facilities  is 
adequate.   According  to  a  representative  o."  the  State  Board 
of  Pharmacy,  however,  maintenance  of  stocks  of  prescription 
drugs  at  facilities  other  than  the  Central  Pharmacy  may  be 
in  violation  of  State  Peguiations. 

—  Ongoing  psychiatric  services  to  all  but  two  camps  were 
discontinued  because  of  the  current  year  budget  curtailment 
which  also  provided  the  deletion  of  five  clinic  positions 
that  liad  never  been  filled.   Psychiatric  services  to  other 
facilities  and  court  ordered  evaluations  continue  unchanged. 
On  October  21,  1975,  the  Probation  Department  requested 
Short-Doyle  funding  to  rcinstitute  psychiatric  services 

to  all  other  camps  during  fiscal  year  197G-77. 
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—  Changes  in  other  health  care  practices  since  January  1975 
include  the  elimination  of  routine  immunizations  and 
tuberculosis  testing  and  provision  of  these  services  on 

a  selective  basis;  addition  of  routine  blood  pressure  tests; 
reinstitution  of  physical  examinations  prior  to  cainp 
placement;  and  implementation  of  procedures  to  ensure  a 
detainee's  medical  record  accompanies  him.   There  are  dif- 
fering medical  viewpoints  regarding  several  Probation 
Department  health  care  practices. 

—  The  Probation  Department's  medical  function  has  been 
reorganized  and  is  now  under  the  administrative  direction 
of  a  non-medical  professional  administrator. 

In  summary,  we  found  sufficient  medical  differences  of  opinion 
regarding  Probation  Department  health  care  practices  and  other 
areas  relating  to  health  care  such  as  training,  written  procedures, 
infirmary  quarters,  and  personnel  utilization,  to  conclude  that 
health  care  provided  detained  juveniles  can  be  improved. 

We  recognize  that  there  are  many  problems  in  providing  adequate 
health  care  to  confined  juveniles  and  that  to  maintain  the  highest 
standards  of  such  health  care  is  not  an  easy  task.   There  arc  con- 
flicting nriorities  placed  on  the  juvenile  detainee — his  need  for 
health  care,  treatment,  and  other  custodinJ  demands;  the  require- 
ment  that  he  be  in  court  at  prescribed  times;  and  other  factors 
such  as  the  available  bed  space  in  departmental  facilities  and 
placement  resources. 

Although  these  problems  are  not  insurmountable,  considerable  effort' 
vill  be  required  of  the  Probation  Department  to  arrive  at  solutions 
and  to  coordinate  the  health  care  activities.   We  believe,  however, 
that  the  benefit  to  be  attained — better  health  core  of  detained 
juveniles — far  outweigh  any  of  the  difficulties  thnt  can  be  foreseen. 

THgnEPors.  v-i;  tj:co::-:;^:d  that  the  doapj) 

OF  SliPiiUViSuho: 


1..  Instruct  the  Acting  Chief  Probation  Officer  to  establish  a 

Task  Force,  including  medical  representatives  of  the  Probation 
Department,  Department  of  health  Services,  and  American  Academy 
of  Pediatrics,  with  the  objective  of  exploring  methods  for 
improving  the  quality  and  appropriateness  of  health  care  services 
in  the  Probation  Department  and  to  present  to  the  Board  of 
Supervisors  a  plan  to  implement  the  recommendations  of  the 
Task  Force,  if  any,  within  60  days. 
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2.   Instruct  the  Acting  Chief  Probation  Officer  to  review  with 
County  Counsel  and  representatives  of  the  State  Board  of 
Pharmacy  the  current  procedures  for  rraintaining  and  dispensing 
of  prescription  drugs  at  Probation  Department  facilities  and 
.  to  implement  any  changes  that  may  be  necessary  to  conform 
with  legal  requirements. 

Sincerely  yours, 
ftf...       <* 


•IIARPvY  L-  HUFFORD 
Chief  AU.:!i^.iSt,rative  Officer 


IELH:SIC: 

JAW:lIPK:mo 

Attacluncnt 

cc:   Each  Supervisor 
County  Counsel 
.  Acting  Chief  Probation  Officer 
Director,  Department  of  health  Services 
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Prisons,  Adolescents.,  and 
the  Right  to  Quality 
,  [Viedicai  Care 

The  Time  Is  Now 


IRIS   F.   LITT.   MO 
MICHAEL  I.   COHEN.   MD 


A  comprehensive  medical  program  was  established  within 
a  teenage  detention  facility.  Although  a  large  part  of  the 
detained  population  suffered  from  preexisting  poor  health, 

frequently  worsened  by  an  antisocial  life-style,  much 

could  be  accomplished  in  the  prevention  and  treatment 

of  disease  within  the  prison  setting. 


Introduction 

Kcrenl  events  ill  llic  Allica.  Hikers  Island,  and  San 
Qucnlin  penitentiaries  have  focused  attention  on  the 
frustration.,  ind  inadequacies  of  this  country's  prisons. 
Among  the  problems  highlighted  has  been  the  delivery  of 
health  ere  in  penal  institutions.  Medical  i  are  in  such 
settings  is  typically  provided  by  en  individual  physician, 
assisted  by  a  few  nurses,  and  is  crisis-oriented.  Little  health 
rehabilitation  is  undertaken  and  programs  of  preventive 
medicine  or  of  health  education  are  rare.  A  reeentedilnrial 
in  the  medical  literature  ended  with  lite  plea  that  physii  ..ins 
would  "cast ...  an  occasional  thought  for  the  needs  of  the 
sick  and  for  the  way  of  life  of  the  healthy  who  are 
involuntary  quests  of  our  society." 

The  experience  of  the  Division  of  Adolescent  Medicine 
of  Montefiore  Hospital  and  Medical  Center  uver  the  nasi  lid 
months  with  adolescent  prisoners  suggests  that  the  medieaj 
needs  of  those  in  detention,  whether  adulU  or  adolescents, 


Dr.  Lilt  is  an  Assistant  Professor  of  Pediatrics  and  Dr. 
Cohen  is  an  Associate  Professor  of  Pediatrics  in  the  Division 
of  Adolescent  Medicine,  Department  of  Pediatrics,  MoMc- 
fiore  Hospital  anil  Medical  Center,  and  Hie  Albert  Einstein 
College  of  .Medicine,  llronx.  New  Vork  luH>7. 


may  be  well  served  by  a  team  of  health  professionals  with 
the  backing  of  a  medical  center,  'n  addition,  much  is  to  be 
gained  in  the  area  of  staff  education  l>>  the  nieriical  center 
providing  support  for  such  a  program.  To  encourage  other 
medical  centers  to  become  involved  in  this  heretofore 
largely  neglected  .uea  of  health  eare,  we  report  llns 
experience. 


Background 

The  Juvenile  Centers  of  the  City  of  New  Yurk  were 
established  for  the  temporary  detention  of  children 
between  the  ages  of  H  and  1H  sears  from  the  five  boruug!i> 
of  the  City  who  .ire  adjudged  either  "ilehiiipient"  or 
"persons  in  need  of  supervision."  They  an'  placed  in 
detention  by  the  Family  or  Juvenile  Courts  lor  an  average 
stay  of  2  weeks  while  disposition  plans  are  completed  by 
probation  officers.  The  centers  at  present  arc  operated  by 
an  executive  branch  of  the  municipal  government.  Hie  New 
York  City  Human  Itesources  Administration. 

There  are  approximately  li.'JUU  admissions  each  ycjr. 
Uoys  outnumber  girls  in  a  ratio  of  2:1.  Ilelween  1:01)  and 
400  teenagers  are  ill  residence  at  one  time,  housed  wilmn 
two  facilities  located  about  7  miles  south  of  Montcfiorr 
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.  Hospital  in  a  high  population  density,  high  crime  area  of 
the  liruiix  winch  is  relatively  inaccessible  by  public 
transportation.  The  mandate  uf  temporary.  >rl  secure, 
detention,  a  high  turnover  rale,  and  a  siniJI  custodial- 
counseling  staff  lias  precluded  meaningful  rvhabihuuon 
procrumi  within  the  centers  to  date,  although  all  ctnlda-n 
Hleitd  school  and  participate  in  recreational  urograms. 

After  leaving  the  centers,  a  maionty  of  the  children 
return  home  on  probation.  Twenty  percental?  transferred 
to  State  Training  bchools  (juvenile  prisons)  and  Lnc 
remainder  may  be  placed  m  smaller  municipal  or  state  penal 
prugnuns,  which  are  urban,  suburban,  or  rural  in  locale. 
Local  drug  rehabilitation  programs  also  receive  a  number  of 
these  youths. 

Prior  to  the  Montefiure  Hospital  affiliation  program, 
medical  care  was  provided  by  a  physician  who  visited  the 
centers  for  1  hr  each  weekday,  agisted  by  nurses.  There- 
was  no  program  of  upgrading  or  in-service  education  of  the 
nursing  slafl\  no  routine  diagnostic  screening  program  lor 
the  inmates,  and  medical  evaluauon  apparently  consisted  of 
a  cursory  physical  examination.  Only  "court-ordered" 
laboratory'  procedures,  such  as  the  VDKL,  vaginal  smears 
for  the  gonococcus,  and  pregnancy  tests  for  girls  who  were 
home  runawuys,  or  electroencephalograms  on  those  who 
"acted  out,"  were  consistently  performed.  Those  in  need  of 
emergency  care  ur  hospitalization  were  cared  lor  in  the 
Dusy  emergency  room  ol  a  nearby  municipal  hospital.  The 
infirmary  was  a  small,  dark  area  with  peeling  paint,  poor 
ventilation,  broken  Venetian  blinds,  dirt-encrusted  wmduw 
screens,  and  illumination  which  was  deemed  secure,  but 
offered  little  light.  There  wis  no  system  of  communication 
between  patient  rooms  jna  the. nurses'  area.  Furthermore, 
it  night  the  children  were  locked  in  their  rooms,  which 
.■untamed  neither  sinks  nor  toilets.  The  program  now  op- 
erates out  of  a  modern,  cheerful  area  designed  to  meet 
patients'  and  physicians'  needs.  A  complete  dental  unit, 
pharmacy,  laboratory,  modern  equipment  for  diagnosis  and 
treatment,  and  a  recreation  room  now  exist,  in  aadiiion  to 
j.1  IB-bed  infirmary  and  appropriate  examination  and  treat- 
ment rooms. 


Methods  and  Materials 

The  Mcntefiorc  Hospital  program,  under  an  affiliation 
contract,  commenced  uii  July  1,  labH,  and  consisted  of 
three  components:  quality  patient  care,  professional  and 
patient  education,  and  health  data  collection.  The  service 
program  consisted  of  a  system  of  delivering  care  to  those 
more  seriously  ill  teenagers  in  need  of  hospitalization 
•within  the  infirmary  at  the  S.  Center  or  un  the  Adolescent 
In-i'alienl  unit  at  Montefiure  Hospital.  An  ambulatory 
program  was  designed  which  segregated  the  general  medical 
screening  of  new  admissions  and  ongoing  care  for  those 
already  in  residence.  The  latter  was  divided  into  "sick-call" 
and  "medication  call"  programs  and  several  specially 
programs. 

Intake  screening  was  performed  at  the  time  of 
jdmissiun  to  the  facility  by  nurses  who  evaluated  the  need 


for  immediate  attention  by  a  physician  and,  if  none  existed, 
(hey  obtained  and  recorded  vital  signs,  height,  jnd  weight, 
and  implanted  a  tuberculosis  sireeiung  lest.  The  iulluwuig 
day,  or  immediately  if  indicated,  the  patient  Wussei-u  by  a 
house  officer  who  obtained  a  medical  history  and  per- 
formed a  complete  physical  examination.  The  following 
dugnostic  tests  were  regularly  performed  on  all  inmates  in  a 
laboratory  set  up  on  the  premises  and  staffed  by  two 
technicians:  urinalysis,  hematocrit,  sickle  cell  anemia 
screening  test,  and  VDKL.  A  pregnancy  lest  and  vaginal 
culture  for  gonorrhea  were  obUiued  on  all  sexually  active 
females,  while  liver  fuuctiun  studies  were  roulinely  ob- 
tained on  all  drug  users.  Immunization  inoculations  were 
brought  up  to  dale.  The  palient  was  screened  by  a  denial 
hygienisl  who  ottered  instruction  on  the  Lare  of  teeth  and 
referred  those  in  need  of  i'urllier  dental  care  to  a  denial 
inLem  and  oral  surgeon  wilhin  the  center's  health  area. 

Services  U>  lkjy.  "  inn:.!/-  in  residence  consisted  of  a 
twice  ..aaily  '*..  -  I'.l  I  —  ■-  centralized  medical  jri-d  and 
infirmary  at  ts.  Center  siuffeti  by  nurses  and  house  officers 
also  supplied  a  21-hr  telephone  consultative  service  to  the 
uthcr  center.  The  infirmary  was  available  at  all  times  lor 
emergency  ere  with  trans-shipment  ol  patients  lo  Monte- 
fiorv  Hospital  if  the  situation  warranted. 

Medications  were  dispensed  by  nurses  and  pharmacists 
utilizing  a  unit  dose  system  al'U-r  preparation  by  the 
pharmacy  staff  from  Montefiure  located  in  the  prisun. 
Weekly  clinics  were  established  al  Ihe  center  for  surgical, 
prenatal,  and  gynecological  problems.  Daily  dental  clinics  at 
the  center  to  effect  emergency,  as  well  as  restorative,  care- 
are  now  in  session. 

The  infirmary  was  used  for  inmates  with  communi- 
cable diseases,  drug  withdrawal,  severe  infections,  trauma, 
gynecological  disurdcrs,  and  a  variety  ol  medical  problems 
of  a  moie  serious  nature.  Those  patients  in  need  ul* surgical 
or  intensive  medical  care  were  translerred  to  the  lu-1'atlVill 
Adolescent  Unit  al  Montefiure  Hospital. 

An  average  of  'J.UOU  r.ul.ciils  leave  the  center  each  year 
who  require  aftercare  fur  unresolved  medical  problems. 
Previously,  Ihe  only  mechanism  available  lor  dealing  vsiLh 
this  problem  was  submission  of  letters  lo  Ihe  patient's 
parents  or  guardian  with  no  method  for  determining 
whether  adequate  fullow-up  care  was  being  received.  Fur 
this    reason,   a    follow-up   prugram   utilizing   family    health 

TABLE  1-Hejllh  Problem*  Idunlitiod  in  31.323  Adolescsnli 
through  MtUical  Labjr-ilory  ScruomiMJ  ProcuOuru,  uiitin 
Admission  to  J  Youlh  Dolunlion   'jciIii^ 


Hejlih  Problem 


No. 


Hepatitis,  subclinical 
Venereal  discte 
Tubeicohn  posntve 
Prc-yn.ji.cy 
Sickle  cell  trail 
Urinary  tiaci  infocnon 


2.B10- 
824 
!)91 
605 
804 
4B0 


"Refers   to   abnormal    serum  chemical  dnalysev  perlr.rmcd  on 
9,436  c?rug  uters  j.sd  noi  nocessarily  ace  Id  vual  hcpdlini. 
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workers  was  designed  and  became  operational  in  1972.  The 
program  guarantees  Dial  any  leenatfer  found  to  have 
medic. il  problems  while  at  the  comer  will  be  enrolled  in  an 
appropriate  health  facility  near  his  or  her  residence  and  that 
other  members  of  the  lamny  with  the  same  condition  will 
be  identified  and  similarly  treated. 

Training  is  considered  to  be  a  vital  function  of  this 
prison  health  program.  Twenty  nurses,  three  pharmacists, 
and  two  laboratory  technicians  are  involved  in  ongoing 
in-service  training  through  conferences,  visiting  attending 
physician  rounds,  ana  periodic  rotations  back  to  Mcnte- 
fiore  Hospital  where  they  received  their  initial  training.  A 
resident,  intern,  and  medical  student  from  the  Albert 
Einstein  College  of  Medicine  participate  in  the  urogram, 
including  a  night  call  rotation  for  a  A-  to  H-weck  period. 
.Staff  physicians  at  the  prison  have  full-time  academic 
appointments  at  the  Albert  Uiiisti'in  College  of  Medicine 
and  participate  in  all  aspects  of  the  Division  of  Adolescent 
Medicine  at  Monfefiore  Hospital. 


Results 

In  the  (if)  months  since  the  program  was  instituted, 
31,32.')  patients  have  been  evaluated.  Forty-six  pei  cent  of 
these  presumably  healthy  teenagers  were  found  to  have 
medical  problems.  A  list  of  the  most  common  of  these, 
found  on  the  basis  of  laboratory  screening  alnne,  is  found 
in  Table  1.. 

One-third  of  the  teenagers  entering  (he  center  have 
been  identified  as  drug  ahusers  on  the  basis  of  medical 
history  and  physical  examination." 

Of  the  drug  users,  2. Ml  j.  or  .1')  per  cent,  were  found  Io 
have  elevations  of  serum  glutamic  pyruvic  transaminase 
values  at  the  tune  of  admission  to  the  center  Liver  biopsy 
was  performed  on  Hfi  of  those  whose  chemical  abnormal- 
ities persisted  far  at  least  ;i  months  '.villi  the  finding  of 
chronic  persistent  hepatitis  in  most.'  The  diagnosis  of 
venereal  d.,ea.c  was  based  either  on  the  finding  of  a 
positive  VlJKI.,  confirmed  by  a  positive  fluorescent 
treponemal  antibody-absorption  lest,  or  a  positive  culture 
for  gonorrhta  on  Lester  Martin  media.  Only  one  patient 
was  found  lo  have  aclive  pulmonary  tuberculosis,  bul  .VM 
adolescents  received  r-onu/id  therapy  because  ol  a  positive 
tuberculin  skin  lest  of  indeterminate  duration.  Of  H.U77 
patients  leslcd,  Mf)  I  were  found  to  have  sit  kle  trail, 
although  no  patients  w-.tli  homozygous  sickle  eel!  disease 
were  delected.  Counseling  of  those  with  the  trail  was 
conducted  by  lilt'  Nursing  .Supervisor. 

The  diagnosis  of  pregnancy  was  made  upon  admission 
in  4.5  per  cent  of  the  girls  with  an  average  age  of  1-1.5 
years.  None  of  these  patients  had  used  contraception  Only 
19  per  cenl  chose  to  have  an  ahurlion,  despite  easy 
availability  of  elective  termination  of  pregnancy  in  New 
York  State  since  1<)70. 

Asymptomatic  urinary  trad  infection  was  diagnosed  m 
480  (M81  females  and  99  ma'esl  on  the  basis  of  a  urine 
culture  showing  greater  than  100,000  bacterial  colonies 
performed  after  the  screening  urinalysis  revealed  pyuria. 


There  have  been  1,93b  patients  admillcd  In  the 
infirmary;  in  addition,  3tj'J  patients  required  transfer  to  the 
Adolescent  lll-1'atient  Unit  at  Monu-liorc  Hospital.  An 
analysis  of  aamiMiun  uiabnos.-s  for  these  gToupi.  ;s  found  in 
Table  2. 


Discussion 

Rotation  through  the  medical  service  of  a  detention 
facility  exposes  health  professionals  from  all  disciplines  in  a 
group  of  patients  who  have  had  little  prior  medical  die  al  J 
time  when  their  social  and  emotional  problem,  an-  uT 
greater  concern  lo  them  than  physical  ills.  As  many  uf  the 
medical  problems  are  inexlncably  related  to  the  patient's 
social  environment,  the  role  of  the  health  professional  ,;ues 


TABtE  2-Oiaynoitic  Categories  ol  Health  Problems  Identifies!  in 
2,304  Teenagers  Either  Admitted  lo  the  Proan  In 
firmjry  or  Referred  lo  Ihe  In  Patient  Adolescent  Una 
during  »  GO  Month  Period 


Category 


1.    Infections 

Respiratory 

Cardiovascular 

Oerm.ilological 

Central  nervous  system 

Venereal 

Gastrointestinal 

Hepatic 

Genitourinary 

Dental 

Other 
2.    Metabolic  problems 

Diabetes 

Hematuria 

Proteinuria 

Hypertension 

Other 
3s   Trauma 

Skull 

E*lremiues 

Other 

4.  fsleuplasfns 
Malignant 
Ncnma'rgnam 

5.  To«ic  reactions 
Overdose  syndromes 
Abstinence  syndromes 

6.  Congenital  m.illormanons 
Genitourinary 

Cardiac 
Other 

7.  Allergy  problem* 
Asthma 

8.  Psychiatric  disorders 

9.  Miscellaneous  piab'ems 


No. 


294 

27 

171 

7 

279 

90 
249 

32 
.  12 

4G 

40 
78 
23 
'  9 
34 

6t 
93 
39 

5 

30 

Gl 
2B2' 

89 

9 

23 

30 

61 

2U0 


'  An  additional  944  paimnts  were  Ueio«ilied  on  an  ambulator* 
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lvyund  that  within  tin."  irndilional  hospital  selling.  II  Is  nut 
lulficicnl,  foe  example,  in  diagnose  and  trval  pcpiic  ulrvr 
disease  in  Hi"  teenage  girl  .it  lilt-  cviiler.  Our  must  ask  where 
tin'  patient  .v.li  go  fur  rollmv-»i|i  medical  can-  and  liuw  tin- 
court's  disposition  infill  affect  the  disease  process  or  its 
U)era*>v,  In  addition,  consideration  must  be  given  to 
•hcllicr  incarceration  in  a  p«.ii j|  institution  may  affect 
eruption  in  pathophysiology  as  in  diabetes,  asthma,  peptic 
uleer,  and  epilepsy,  as  well  as  cum  plicate  the  differential 
diagnosis  of  amenorrhea,  for  example.  The  medic. d  sludcnu 
and  house  officer,  routine;  through  the  center  rapidly 
become  proficient  in  identifying  physical  signs  of  drug 
abuse,  in  taking  a  drug  abuse  history,  ill  treating  narcotic 
and  barbiturate  abstinence  syndromes,  and  in  detecting  and 
treating  the  somatic  consequences  and  complications  of 
drug  abuse.  I-ess  tangible  effects  of  this  exposure  accrue 
from  tile  inevitable  process  of  introspection  that  accom- 
panies a  short,  hut  intense,  relationship  with  the  young 
drug  user;  from  the  frustration  ot  seeing  a  patient 
detoxified  and  returned  to  his  original  environment,  only  to 
Mum  again  to  prison  once  more  addicted;  from  the 
conflict  of  Ihe  confidentiality  of  the  doctor-patient 
relationship  as  one  relates  to  the  courts  and  the  importance 
of  knowing  that  the  disposition  resides  ultimately  Willi  the 
judiciary,  not  with  the  doctor,  as  in  a  traditional  hospital 
selling. 

Although  our  experience  has  been  Willi  leenage 
"prisoners,"  Ihe  system  of  delivering  medical  care  described 
herein  could  be  equally  applicable  10  a  detained  population 
of  adults.  Adull  pn-.oners,  lor  the  most  part,  also  come 
from  inner  city  areas  and  wouid  therefore  be  expected  to 
suffer  from  many  of  the  same  medical  problems  as  the 
udolcscenls  described  here.  Reports  of  medical  complica- 
tes in  adull  heroin  addicts,  who  nughl  constitute  a 
significant  proportion  of  tiie  prison  population,  suggest  that 
Uipy  have  additional  problems,  such  as  tuberculosis,  ulcer 
discjse,  and  tetanus. 

Ill  a  long  term  secure  detention  facility  a  full-time  staff 
of  health  professionals— physicians,  nurses,  laboratory  Iccli- 
r.icians,  pharmacists,  dentists,  dental  hygiemsts,  and  social 
workers— may  also  serve  die  inmates  in  a  training  capacity, 
teaching  selected,  responsible  inmates  to  function  as 
paramedical  personnel  and  health  aides.  This  would  not 
only  provide  additional  skilled  manpower  for  the  imprison 
medical  service,  but  would  also  serve  as  an  excellent 
rehabilitation  program  for  some  prisoners.  It  would  offer 
meaningful  work  activities  during  tile  period  of  their 
detention,  as  well  as  I  raining  and  experience  tiiat  would 
assist  llicm  in  obtaining  employment  after  release. 


The  presence  of  a  discipline  uiher  lli.ui  currvctioii  ur 
law  cnlnn  cinciil  wiUiiii  Ihe  closed  ilclculioit  facility  has 
the  advantage  of  introducing  iuiinv.iti.uis  lu  the  uihniuislr.t- 
lion,  for  example,  the  refusal  lu  lurk  adolescents  in  their 
rooms  in  the  inliriiinr)  ,uej  was  initially  grc-p-n  with 
cuueern,  if  nut  alarm,  on  the  part  uf  the  |x-rsoiiuel. 
StJUsequt'i*!  experience  that  no  stall"  member  was  injured  by 
those  whose  rooms  were  not  secured  prompted  Hit- 
adoption  of  an  "open  door"  policy  ill  Ihe  rest  of  the 
facility.  Tlii'  adi.iis.siou  of  more-  tii.m  liliO  teenagers  from 
the  center  to  the  nonsecuie  environment  of  the  Adolescent 
Unit  al  MouUTiure  UospiL.il  Willi  an  "elopement"  rale  of  b 
per  cut  also  reinforced  in  some  probation  and  correctional 
personnel  the  concept  thai  many  Iccu.igcr,  did  not  need 
secure  detention.  I'nrll.tll)  as  a  result  ol  these  observations, 
a  program  of  foster  liouic  and  small  group  hoim-  plji  ciuculs 
for  many  o(  these  adolesccuLs  is  now  uperalional  and 
expanding  lu  New  York  City. 

lu  summary,  Ihe  experience  of  the  Division  of 
Adolescent  Medicine's  affiliation  Willi  a  yuulh  deleutluii 
facility  lias  shown  that  the  delaineil  pupulaliim  suiters 
from  preexisting  poor  iie.il r li  liv  virtue  ol  la.  k  of  medical 
care  prior  to  detention  and  that  eerlain  medical  conditions 
are  by-products  ol  Hie  lile-slyle  of  lluise  who  eventually 
become  imprisoned.  .Much  .an  be  done  lilcdlcalh,  lor 
detainees,  even  during  a  sliurl  perunl  of  leiu.inil,  and 
opportunities  for  epidemiological  suivclllahi  e  of  ijine-.s  ;ire 
gre.il.  Isusy  access  to  qll.illly  inedit.il  care  also  u-duces 
tension  and  Irustration  within  a  prison  M-LLiii^;.  It  is 
suggesLed  thai  certain  carefully  selected  prisoners  detained 
for  a  long  period  ol'  lime  may  be  excellent  candidates  for 
training  as  allied  health  workers  by  the  medical  staff. 
Lastly,  we  believe  il  is  beneficial  for  health  professionals  in 
training  lo  be  exposed  to  Hie  turmoil,  the  Irustration  and 
also  the  rewards  of  prison  medicine  if  v>e  hope  lu  alter  the 
life-style  of  tin-  imprisoned. 


References 

1.  Robinson,    D.   Pri.suiu.-rs  as  I'ulienls.   N     t'ligl.   J.   Med. 
2M7MIM-  lt!J,  1072. 

2.  Lilt.  1.   K..  anil  Cohen.  M.   I.  The  Di uc,-L'sing  Adoh-sceiil 
a»  a  Pediatric  PaLiem.  J   I'cdiuli.  77   rib-- JUL',  I'JTu. 

3.  Lilt,  I.  I".  Cohen,  M    I.,  .Schunheri;,  !i    Is  d  Spielund, 

I.    Liver  Dincisc  in  Ihe  Oiu^-Using  Adolesec-nl.  U.   IVihulr. 

«!  :238— "J-12,  1072. 
it.    Supirn,    J.    U.  The   Nai  colic   Addict  as  a   Medical   I'.ilienl. 
Am.  J.  Med.  45:55!>— Obh,  IDiiK. 


PRISONS.    AOOLEijClNtG.   AMI   MLDlCAL   CAKl      897 


165 

HEALTH    DELIVERY    TO   DETAINED   ADOLESCENTS 
(By  I.  F.  Litt,  M.D.*) 

Medical  care  delivered  to  the  quarter  of  a  million  children  and  adolescents 
residing  in  detention  centers  and  training  schools  in  the  United  States  has  heen 
found  to  be  deficient  in  a  number  of  significant  ways.  Admission  medical  his- 
tories and  physical  examinations  are  often  inadequate  or  not  performed,  screen- 
ing tests  are  rarely  performed,  access  to  medical  care  following  admission  is 
limited  and  often  arbitrarily  determined,  medical  records  are  frequently  unsatis- 
factory and  doctor-patient  relationships  poor,  according  to  a  1971  survey  by  the 
Academy  of  Pediatrics  Youth  Committee. 

This  description  would  apply  to  the  medical  services  which  existed  within  the 
detention  facility  for  juveniles  for  the  City  of  New  York  prior  to  1968.  At  that 
time,  an  affiliation  agreement  between  the  city's  Office  of  Probation  and  the 
Division  of  Adolescent  Medicine  at  Montefiore  Hospital  was  signed  and  the  pro- 
gram for  upgrading  of  medical  services  for  the  inmates  commenced. 

The  three  major  components  of  the  program  for  the  girls  and  boys  (aged 
10-16)  in  temporary  detention  for  "delinquency"  or  "incorrigibility"  were: 
quality  patient  care,  training  and  health  data  collection. 

Service  to  patients  consisted  of  in-patient  care  within  a  17-bed  Infirmary  at  the 
center,  as  well  as  in  the  In-Patient  Adolescent  Unit  at  Montefiore  and  an  ambu- 
latory program  for  comprehensive  admission  screening  and  ongoing,  easily  acces- 
sible medical  care  to  those  in  residence. 

The  training  program  was  designed  to  upgrade  existing  nursing  staff,  and  to 
provide  continual  in-service  upgrading  to  the  nurses,  pharmacists,  technicians, 
dental  and  clerical  staff.  House  staff  and  medical  students  rotate  through  the 
program  for  a  minimum  of  four  weeks  to  become  conversant  with  the  medical 
problems  of  this  group,  as  well  as  to  experience  the  dilemmas  of  health  care 
delivery  within  a  non-conventional  setting. 

In  the  first  six  years  of  the  program's  operation,  37,000  patients  have  been 
evaluated.  Forty-six  percent  of  these  presumably  healthy  teenagers  were  found 
to  have  medical  problems,  exclusive  of  dental  or  psychiatric  conditions.  The 
performance  of  screening  tests  alone  (for  hepatitis,  venereal  disease,  sickle  trait, 
tuberculosis,  urinary  tract  infections  and  pregnancy)  accounted  for  the  dis- 
covery of  medical  problems  in  7,026.  There  have  been  nearly  3.000  patients  re- 
quiring admission  to  the  Infirmary  or  the  Adolescent  In-Patient  Unit,  for  treat- 
ment of  infections  such  as  pneumonia,  salpingitis  and  cellulitis,  head  trauma, 
opiate  or  barbiturate  detoxification  or  toxicity,  metabolic  problems  such  as  dia- 
betes mellitus  or  thyroid  disease,  as  well  as  surgical  conditions  such  as  hernia, 
undescended  testicle  or  neoplasms. 

This  experience  of  the  Division  of  Adolescent  Medicine  affiliation  with  a  youth 
detention  facility  has  shown  that,  the  detained  population  suffers  from  preexist- 
ing poor  health  by  virtue  of  lack  of  medical  care  prior  to  detention  and  that 
certain  medical  conditions  are  by-products  of  the  life-style  of  those  who  eventu- 
ally become  incarcerated,  as  well  as  from  the  more  usual  illness  of  adolescents. 
Much  can  be  done  medically  for  detainees,  even  during  a  short  period  of  remand 
and  opportunities  for  epidemiologic  surveillance  of  illness  are  great.  Easy  access 
to  quality  medical  care  also  reduces  tension  and  frustration  within  a  prison-like 
setting.  Lastly,  we  believe  it  is  beneficial  for  health  professionals  in  training  to 
be  exposed  to  the  turmoil,  the  frustration  and  also  the  rewards  of  prison  medicine 
if  we  hope  to  alter  the  life-style  of  the  imprisoned. 


HEALTH  CARE  FOR  JUVENILES  ON  PROBATION 

(By  S.  Kenneth  Schonberg.  M.D.**) 

The  Division  of  Adolescent  Medicine  at  Montefiore  Hospital  has  been  providing 
medical  services  at  the  Juvenile  Detention  Center  in  New  York  City  for  the  past 
six  years.  Experience  has  revealed  a  greater  than  50%  incidence  of  medical 
problems.  Despite  the  full  range  of  medical  services  available  at  the  center,  the 
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brief  period  of  detention  precludes  the  full  evaluation  or  treatment  of  over  a 
third  of  these  ill  teenagers  prior  to  discharge.  The  adolescent  is  often  released 
into  an  environment  where  his  delinquency,  family  disruptions  and  poverty, 
combined  with  a  fragmented  system  of  health  delivery,  all  mitigate  against  his 
receiving  further  medical  attention. 

The  Adolescent  After-Care  Program  was  organized  in  1972  in  an  effort  to 
assure  medical  follow-up  subsequent  to  discharge  from  secure  detention.  The 
program  was  staffed  with  a  medical  consultant,  a  coordinator,  eight  family  health 
workers  and  a  clerical  staff.  The  medical  consultant  was  chosen  from  the  attend- 
ing staff  already  working  at  the  Juvenile  Center.  It  was  planned  that  the  project 
coordinator  would  be  a  social  worker  to  insure  that  social  services  would  be 
offered  to  the  teenager  while  medical  follow-up  was  simultaneously  achieved. 
The  family  health  workers  were  a  diverse  group,  including  housewives,  ex- 
addicts  and  a  former  convict.  They  shared  a  lack  of  prior  medical  or  social 
service  experience. 

A  three-month  training  period  preceded  acceptance  of  the  first  referral. 
Lectures,  discussions,  case  reviews,  and  field  trips  were  utilized.  Subsequent  to 
the  training  period,  the  program  began  accepting  referrals  from  the  infirmary 
staff.  Problems  requiring  after-care  included  incompletely  evaluated  or  treated 
medical  problems,  the  need  for  continuing  medication  and  chronic  illness.  Upon 
receipt  of  a  referral,  the  medical  consultant  composed  a  letter  to  the  family  or 
institution  describing  the  continuing  problem,  and  prepared  a  medical  summary 
including  all  facts  pertinent  to  the  teenager's  illness.  If  the  teenager  had  been 
discharged  to  a  training  school  or  other  youth  facility,  the  letter  and  the  medical 
summary  were  forwarded  directly  to  the  placement  institution.  If  the  adolescent 
was  discharged  home,  only  the  letter  was  sent.  Medical  summaries  would  then 
be  available  for  release  to  any  physician  or  health  service  designated  by  the 
family. 

[From  the  New  York  Times,  June  1974] 
CENTER  FOR  BOYS  IS  CITED  BY  COURT 

U.S.    JUDGE   BARS   EXTENDED   ISOLATION   AND   USE   OF   DRUGS 

(By  Arnold  H.  Lubasch) 

Several  forms  of  punishment  employed  by  a  state  center  for  delinquent  boys 
have  been  barred  by  a  Federal  judge  here.  The  punishments  cited  include  placing 
youngsters  in  extended  isolation,  tranquilizing  them  with  drugs  and  binding 
their  bands  and  feet. 

Declaring  that  the  delinquents  have  a  constitutional  right  to  rehabilitative 
treatment,  rather  than  punishment,  Judge  Constance  Baker  Motley  observed 
that  they  were  confined  as  a  result  of  civil  Proceeding  "without  the  full  panoply 
of  protections"  that  criminal  trials  would  provide. 

Judge  Motley's  2S-page  decision,  issued  late  Wednesday  in  Federal  District 
Court  here,  resulted  from  a  Legal  Aid  Society  complaint  against  the  Goshen 
Center  in  Goshen,  N.Y.,  a  special  maximum-security  institution  for  delinquent 
teenage  boys. 

Citing  the  use  of  solitary-confinement  rooms  at  Goshen,  Judge  Motley  said  that 
"boys  have  been  placed  in  isolation  for  punitive  reasons,  despite  the  fact  that 
such  isolation  cause",  clearly  anti-therapeutic  hostility  and  frustration." 

The  judge  said  that  Goshen  has  used  isolation  to  punish  boys  for  minor 
offenses,  that  it  had  failed  to  follow  proper  procedures  even  when  isolation  might 
be  warranted  for  violent  behavior  and  that  "except  in  the  most  extreme  circum- 
stances, no  boy  should  be  held  in  isolation  for  more  than  six  hours." 

SHOCKED  BY  TRANQUILIZATION 

Judge  Motley  found  that  the  "most  shnrkins;"  violation  of  the  state's  own 
regulations  at  Goshen  was  the  use  of  thorazine  or  other  tranquilizing  drugs, 
which  nurses  injected  as  a  "punitive  device." 

"In  the  view  of  this  court,"  the  judge  added,  "the  use  of  thorazine  may  only  be 
allowed  as  part  of  an  ongoing  treatment  program  authorized  and  supervised  by  a 
physician." 
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Assailin?  the  practice  of  physical  restraint,  Judge  Motley  observed  that  "hoys' 
hands  and  feet  have  Iven  hound  by  handcuffs  and  plastic  straps  at  Goshen  for 
hours  at  a  time." 

"They  have  been  bound  in  this  manner  with  a  device  connecting  hands  and  feet 
behind  their  hacks,"  the  judge  continued,  "and  have  been  left  lying  on  their 
stomachs  on  the  floor." 

"The  use  of  such  physical  restraints  is  highly  antitherapeutic,"  the  judge 
added,  "and  should  be  tolerated  only  in  cases  where  a  child  is  a  serious  and 
evident  danger  to  himself  or  others  and  incapable  of  being  controlled  by  any 
less  restrictive  means. 

"In  no  case  should  physical  restraints  lie  utilized  for  more  than  30  minutes, 
with  the  exception  of  vehicular  transportation  where  there  is  a  clear  danger  to 
public  safety,  and  in  no  case  should  hands  and  feet  be  trussed  together." 

NEW  REGULATIONS  NOTED 

A  spokesman  for  the  state's  Division  for  Youth,  which  operates  Goshen  and 
several  training  schools  for  about  600  boys,  said  on  Friday  that  new  regulations 
had  been  adopted  to  guarantee  the  rights  of  youngsters  in  all  these  institutions. 

Mara  T.  Thorpe,  a  lawyer  for  the  juvenile-rights  division  of  the  Legal  Aid 
Society,  which  hied  the  original  suit  for  Joe  Pena  and  other  boys  at  Goshen,  said 
that  Judge  Motley's  decision  provided  court  enforcement  of  the  state  regulations. 

In  the  decision,  Judge  Motley  said  she  was  enjoining  the  punishment  practices 
to  prevent  tb.3  state  from  reverting  to  them,  even  though  the  state  had  "appar- 
ently ceased  many  of  the  practices  which  amount  to  violations  of  the  regulations." 

The  judge  noted  that  a  new  director  had  been  appointed  for  the  Goshen  Center 
which  now  houses  about  SO  boys,  and  that  "significant  strides  toward  improving 
the  treatment  of  boys  there  have  been  taken." 
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858-1  300 
858-3266 


August  6,  1975 


John  Rector,  Esq. 

Chief  Council 

Senate  Judiciary  Subcommittee  on 

Juvenile  Delinquency 
A  504 

United  States  Senate 
Washington,  D.  C.  20510 

Dear  John: 

As  you  requested,  I  am  enclosing  the  following  materials 
which  may  be  relevant  to  the  Subcommittee's  inquiry  into  the 
use  of  phenothiazines  on  children: 

1.  portions  of  the  trial  transcript  in  Pena  v.  New 
York  State  Division  for  Youth  (S.D.N.Y.  70  Civ.  4868) 
together  with  a  summary  of  the  evidence  on  the  use  of 
thorazine  and  the  preliminary  statement  from  the  post- 
trial  memorandum,  so  you  will  understand  what  the  case 
is  about  (the  judge  informed  us  last  week  that  a 
decision  is  imminent) ; 

2.  a  copy  of  a  stipulation  in  Pena  (which  was  signed 
even  though  this  copy  does  not  so  indicate) ,  paragraphs 
30  and  31  of  which  relate  to  use  of  thorazine; 

3.  a  copy  of  the  New  York  State  regulations  governing 
use  of  medical  restraints  both  prior  and  subsequent  to 
the  Pena  trial;  and 

4.  portions  of  the  transcript  in  Nelson  v.  Heyne 
relating  to  use  of  thorazine. 


The    purpose    of    the    Society    is    to   render   legal  aid   in    the   City    of  New    York    to  persons 
who  are  without  adequate  means  to  employ  other  counsel.  —  By-laws  of  The  Legal  Aid  Society. 
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John  Rector,  Esq.  Page  2 

August  6,  1975 


I  would  greatly  appreciate  your  notifying  me  when  the  next 
hearings  are  scheduled  and  when  the  transcript  of  the  first 
becomes  available.   In  the  meatime,  if  I  can  be  of  further 
assistance,  please  don't  hesitate  to  let  me  know. 

Sincerely, 


Mara  T.  Thorpe 
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S.D.N. Y.    70    CIV.    4  8*58 

Joe  Pena,  et  al. 

v. 

New  York  State  Division  fob  Youth,  et  al. 

May  30,  1974,  9 :30  am. 
Ms.  Thorpe.  We  call  Dr.  Cole. 

Jonathan  O.  Cole,  called  as  a  witness  by  the  plaintiffs,  having  first  been  duly 
sworn,  was  examined  and  testified  as  follows  : 

DIRECT  EXAMINATION  BY  MS.  THORPE 

Q.  Dr.  Cole,  would  you  state  what  your  profession  is,  please? 

A.  Yes.  I'm  a  psychiatrist. 

Q.  Have  you  been  certified  as  a  specialist  in  psychiatry  by  the  American  Board 
of  Psychiatry  and  Neurology? 

A.  Yes,  I  have,  in  1953,  if  I  remember — no — no,  19 — yes.  1953. 

Q.  Do  you  hold  any  academic  appointments? 

A.  Yes.  I  am  Professor  of  Psychiatry  at  Tufts  Medical  School  and  a  lecturer 
at  Harvard  Medical  School. 

Q.  How  long  have  you  held  those  appointments? 

A.  I  have  been  a  professor  at  Tufts  for  eight  years,  at  Harvard  for  a  year. 

Q.  And  prior  to  that  were  you  associated  with  the  Temple  University  Medical 
School? 

A.  I  had  an  eight-month  flirtation  with  the  City  of  Philadelphia  in  the  past 
year  during  which  I  was  Chairman  of  the  Department  of  Psychiatry  at  Temple. 

Q.  Are  you  associated  with  a  psychiatric  hospital? 

A.  Yes.  I'm  a  psychiatrist,  strange,  but  it  is  the  highest  rank,  at  McLean  Hos- 
pital in  Belmont. 

Q.  Have  you  also  been  affiliated  with  any  institution  which  are  specifically 
for  juvenile  delinquents? 

A.  I  was  Director  of  the  Boston  Mental  Health  Foundation,  a  non-profit 
foundation  with  multiple  functions,  which  was  asked  to  run  a  program  called 
Andros.  The  program  was  physically  located  at  the  Roslindale  Youth  Service 
Board  facility  in  Boston  and  we  were  responsible  for  a  program  handling  about 
40  of  what  were  alleged  to  be  the  worst  kids  in  Massachusetts  under  the  Youth 
Service  Board  there. 

Q.  Those  were  delinquents? 

A.  They  were  delinquent  kids,  yes.  The  Youth  Service  Board  there  was  trying 
to  run  things  like  that  by  contract  and  they  needed  an  umbrella  organization. 
I  was  somewhat  involved  with  the  running  of  Andros,  but  was  not  in  day-to-day 
contact  with  the  kids. 

Q.  Within  the  field  of  psychiatry,  do  you  have  a  subspecialty? 

A.  Yes,  clinical  psychopharmacology. 

Q.  Would  you  please  outline  for  the  Court  your  professional  experience  and 
affiliations  which  specifically  relate  to  that  field? 

A.  Yes. 

From  1956  through  1967  I  ran  the  Psychopharmacology  Research  Branch  of 
the  National  Institute  of  Mental  Health.  This  ended  up  a  ten  million  dollar  a 
year  program  of  grant  and  contract  research,  the  main  purpose  of  which  was  to 
evaluate  the  efficacy  and  side-effects  of  drug  treatment  in  psychiatry. 

Q.  Have  you  received  any  awards  for  your  work  in  the  field  of 
psychopharmacology  ? 

A.  One  of  the  earlier  studies  we  did  was  a  nine-hospital  study  comparing 
chlorpromazine  and  two  other  phenotbiazines  with  dummy  tablets,  placebo,  in 
the  treatment  of  acute  schizophrenics  and  this  was  a  major  study  for  which  the 
American  Psychiatric  Association  gave  us  a  prize  about  ten  years  later. 

Q.  Would  you  define  chlorpromazine  for  the  Court? 

A.  Chlorpromazine  is  the  first  of  now  many  antipsychotic  drugs.  It  was  orig- 
inally developed  in  France  about  1950.  1952  and  proved  to  be  very  useful  in  the 
treatment  of  acute  and  chronic  schizophrenic  states,  remarkably  more  effective 
than  previous  treatments,  though  not  absolutely  curative,  unfortunately. 
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Q.  Is  that  drug  commonly  known  as  Thorazine  V 

Q*  Just  to  go  back  to  your  qualifications  for  a  moment,  have  you  published  any 
books  or  articles  in  the  field  of  psychopharmacology  t 

A  Ithinkl  have  150  publications  of  one  sort  or  another  and  have  edited, 
thouch  not  written,  probably  eight  books. 

M f  Thorpe.  Your  Honor,  instead  of  having  the  doctor  run  through  such  a 
list  may  I  just  hand  up  to  the  Court  a  list  of  the  books  and  articles  he  has  writ- 
ten after  his  testimony? 

The  Court.  Yes. 

Ms.  Thorpe  Thank  you.  ,  .     . , 

Q.  Have  you  conducted  other  studies  of  phenothiazines  and  more  particular^ 
of  Thorazine  besides  the  one  you  just  mentioned V 

A.  Yes.  I  would  guess  I  have  been  involved  in  planning  and  running  probablj 
20  studies  involving  phenothiazines. 

Q   What  is  the  principal  use  of  Thorazine  in  psychiatric  practice .' 

A    It's  principally  used  for  the  treatment  of  schizophrenic  states. 

Q.  Are  there  any' other  uses  of  Thorazine  which  you  would  say  are  profession- 
ally acceptable?  ,  ,   n 

A.  It's  been  well  documented  to  be  of  use  in  severely  agitated  depressions. 

Q.  Is  that  all?  .  .  ,  ,. 

A.  And  beyond  that  it  is  occasionally  useful— used  in  deliria.  you  know,  medi- 
cal patients*  getting  very  confused,  and  it  is  of  questionable  value  in  other 
conditions.  ... 

Q.   Are  there  adverse   side  effects   which   are   known   to   be   connected   with 

Thorazine? 

A.  Yes.  On  an  initial  administration  early  you  can  get  a  rather  unpleasant 
drowsiness,  useful  in  some  cases,  not  in  others ;  a  drop  in  blood  pressure,  sleepi- 
ness and  a  neurological  side-effect  known  as  dystonia  in  which  your  muscles 
usually  around  the  face  and  neck  go  into  spasm  and  you  can  —it  will  be  illus- 
trated best  by  existing  and  freezing  in  position  at  a  period  of  time. 

On  other  administration  it  can  affect  the  liver  and  you  can  get  jaundice  which 
is  usually  not  permanent  or  serious.  You  also  get  Parkinsonian  symptoms  with 
shuffling  unit  and  cremor  of  the  hands  and  drooling  and  mask-like  face  and  you 
can  get  a  restless  leg  syndrome  in  which  the  patient  feels  driven  to  keep  moving 
around  by  some  kind  of  discomfort  of  the  muscles. 

A  long  term  and  of  permanent  neurological  effect  conditions  representing 
Huntington's  cholera  can  occur,  but  is  usually  found  in  patients  who  have  gotten 
rather  large  amounts  for  rather  long  periods  of  time. 

Agranulocytosis  or  a  severe  drop  in  white  blood  cells  can  also  occur  rarely, 
on  incidents  like  one  in  two  thousand  or  something  of  that  sort  of  patients 
treated,  one  in  five  thousand. 

Q.  Is  it  possible  to  determine  in  advance  if  any  of  the  side-effects  which  you 
have  mentioned  might  occur? 

A.  No.  Dystonia  is  somewhat  likely  in  younger  people,  Parkinsonianism  is  some- 
what more  likely  in  older  people. 

There  is  some  relationship  to  dose,  but  it's  not  in  any  way  clear.  Sometimes 
you  get  severe  side  effects  on  low  dosage  and  some  people  get  no  side-effects  on 
high  dosages. 

Q.  How  is  Thorazine  administered? 

A.  Usually  orally  in  tablets  or  elixir.  It  can  be  given  intramuscularly. 

Q.  Have  the  adverse  side-effects  which  you  have  mentioned  been  found  to  occur 
when  the  drug  is  administered  both  orally  and  intramuscularly? 

A.  Yes.  You  probably  get  more  drop  in  blood  pressure  and  more  drowsiness  se- 
dation with  the  intramuscular  route  because  mainly  you  get  a  higher  dose  and 
it  gets  to  the  brain  faster  that  way. 

Q.  What  would  be  the  effect  of  a  drop  in  blood  pressure? 

A.  It  can  be  asymptomatic,  no  symptoms  at  all.  the  patient  can  feel  very  groggy 
and  dizzy  whenever  he  rises  from  a  sitting  or  laying  position,  he  can  black  out 
entirely  and  fall  to  the  floor. 

Q.  Would  that  be  the  equivalent  of  a  state  of  shock? 

A.  Yes.  Shock  is — if  it  were  very  severe  it  would  be  called  a  state  of  shock. 

Q.  What  are  the  physical  and  psychological  effects  of  Thorazine  orally? 
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A.  It  is  probably  less  unpleasant  for  schizophrenics  than  for  normal  people, 
though  it  is  not  well  documented.  You  know,  people  who  are  severely  ill  with 
schizophrenia  don't  give  very  clear  accounts  of  themselves. 

We  have  run  a  study  at  Boston  State  Hospital  in  which  we  have  been  inter- 
ested in  the  effects  of  chlorpromazine  on  brain  waves.  In  the  course  of  this 
we  planned  originally  to  give  50  milligrams  of  Thorazine  by  mouth  to  normal 
college  student  type  subjects  on  one  occasion  and  give  them  placebo  on  another 
occasion  and  we  hoped  that  everybody  would  get — some  people  would  get  placebo 
first  and  Thorazine  second  and  some  people  would  get  Thorazine  first  and  placebo 
second. 

We  had  to  change  the  design,  because  all  the  normal  subjects  who  got  50  milli- 
grams of  Thorazine  first  refused  to  come  back  for  a  second  try  and  we  had  to  be 
double  blind.  We  couldn't  tell  them  they  were  going  to  get  dummy  pills  the 
second  time.  It  was  clearly  an  unpleasant  sedation  that  the  subjects  found  in 
comparison  to  alcohol  or  sleeping  pills.  You  feel  funny  and  strange  and  discon- 
nected and  not  at  all  comfortable.  Its  subjective  effects  are  clearly  sedative,  but 
they  are  not  pleasant  sedative. 

Q.  What  is  the  physical  effect  of  intramuscular  injection  of  Thorazine? 

A.  In  the  first  place,  it  hurts,  it  hurts  at  the  site  of  injection. 

I  can  remember  many  years  ago  in  the  early  days  of  Thorazine  a  friend  of 
mine  at  Rockland  State  Hospital  put  patients  on  intramuscular  Thorazine  for 
the  first  week  because  he  claimed  that  after  having  had  a  painful  butt  for  a 
week  they  took  the  stuff  by  mouth  much  more  cooperatively  thereafter.  So  it  is 
clearly  unpleasant  to  get  it  in  the  butt. 

If  you  are  a  wildly  excited  schizophrenic  you  often  get  calmer  and  more 
sensible  and  clearer  in  your  head. 

Q.  Would  you  please  explain  the  term  P.R.N.  ? 

A.  My  medical  school  is  a  little  back.  I  think  it  says  "Per  registered  nurse." 
but  I  could  be  wrong.  Or  as  the  thing  is  necessary. 

My  Latin  is  bad.  But  it  is  understood  to  mean  that  medication  could  be  given 
at  the  nurse's  discretion  under  the  specifications  of  the  P.R.N,  in  order  not  to 
have  the  doctor  to  be  recontacted.  On  the  other  hand,  it  is  a  when  necessary 
order. 

Q.  Defendants  in  this  case  have  admitted  in  the  pretrial  order  that  it  is  their 
practice  to  obtain  P.R.N,  orders  for  intramuscular  injections  of  Thorazine  for 
every  youngster  upon  his  admission  to  Goshen,  which  you  may  assume  for  pur- 
poses of  this  case  is  the  maximum  security  institution  for  male  delinquents  in 
New  York. 

In  your  opinion,  is  this  practice  of  obtaining  P.R.N,  orders  routinely  profes- 
sionally acceptable  from  a  medical  point  of  view? 

A.  I'd  say  no. 

In  the  first  place,  I  know  of  no  good  evidence  that  chlorpromazine  is  particu- 
larly useful  in  the  usual  conditions  manifested  by  juvenile  delinquents  and,  in 
the  second  place,  I  think  that  a  drug  of  this  sort  should  only  be  given  intra- 
muscularly as  part  of  a  treatment  plan  and  not  as  part  of  a  routine  boilerplate 
contract  between — applied  on  all  inmates  by  an  institution. 

I  must  say  in  the  15  cases  that  I  reviewed  that  you  gave  me  all  or  part  of,  I 
was  intrigued  that  no  psychiatrist  at  any  time  in  his  note  ever  mentioned  the 
intramuscular  P.R.N,  orders.  Drugs  were  occasionally  but  rarely  mentioned  as 
part  of  a  treatment  plan  given  once  or  three  times  a  day,  but  never  was  there 
any  mention  of  P.R.N,  medication  as  any  part  of  any  treatment  plan. 

Q.  That  is  in  the  psychiatric  reports? 

A.  Yes.  And  the  orders  in  the  charts  were  never  signed  by  a  doctor,  to  my 
knowledge.  They  were  often  T.O.  or  V.O.  In  one  case  I  think  a  guy  with  a  name 
beginning  with  a  Z,  there  was  an  intramuscular  dose  given  three  months  after 
the  boy  was  admitted.  It  turned  out  in  this  unique  case,  it  was  the  only  one  I  saw 
with  no  standing  order.  So  by  medical  standards,  the  dose  was  illegally  given. 

Q.  That  boy's  name  is  James  Z. 

A.  I  believe  that  is  the  one. 

Ms.  Thorpe.  That  is  Plaintiff's  Exhibit  4-56  that  is  being  referred  to. 

Q.  Doctor,  would  it  be  acceptable  by  current  medical  standards  to  have  P.R.N. 
orders  for  all  children  of  any  diagnostic  class  within  an  institution  such  as 
Goshen? 

A.  No. 
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Q.  Is  it  current  medical  practice  to  have  such  P.R.N,  orders  for  all  patients  of 
any  diagnostic  class  within  a  psychiatric  hospital  or  ward? 

A.  No.  When  I  was  Superintendent  at  Boston  State  Hospital  such  orders  were 
never  given,  except  when  clearly  psychotic  patients  were  admitted  and  were 
very  disturbed  in  their  behavior.  We  would  then  have  a — the  order  would  then 
be  written  after  the  patient  had  been  evaluated  by  the  psychiatrist  on  call. 

Q.  Doctor,  is  it  standard  medical  practice  to  indicate  in  a  patient's  record 
why  a  P.R.N,  authorization  for  Thorazine  is  given? 

A.  Not  absolutely.  If  the  patient  is  known  to  be  schizophrenic  and  is  on  a 
standard  regimen  of  anti-psychotic  drugs,  one  might  write  a  P.R.N,  order  to 
increase  the  dose  without  making  a  special  note  in  the  record. 

When  it  is  given  not  as  part  of  a  general  treatment  plan  using  phenothiazines, 
then  I  think  it  would  require  a  note  in  the  chart,  yes. 

Q.  Doctor,  would  the  nature  of  any  crime  committed  by  a  person  ever  con- 
stitute an  adequate  basis  for  this  type  of  standing  order  in  any  type  of 
institution? 

A.  No,  I  don't  think  so,  since  crime  and  diagnosis  bear  almost  no  relationship. 

You  get  schizophrenic  murderers  and  clearly  well-organized  non-psychiatric 
murderers. 

Q.  Is  it  current  medical  practice  to  have  P.R.N,  orders  for  intramuscular 
injections  for  Thorazine  for  a  person  who  is  not  also  receiving  anti-psychotic 
medication  on  a  regular  basis? 

A.  I  tell  you,  it's  very  unusual. 

Q.  Why  is  that? 

A.  Because  it  really  is  not  indicated.  I  don't  even  know  that  Thorazine  is 
useful  in  the  control  of — you  know,  assuming  that  people  without  schizophrenic 
or  severe  depression  are  agitated  and  upset,  I'm  not  at  all  sure  that  Thorazine 
even  has  ever  been — I'm  sure  it  has  never  been  shown  to  be  clearly  effective  in 
non-psychotic  non-agitated  depression-type  patients,  so  I'm  not  even  sure  it's 
useful. 

Q.  Would  the  fact  that  a  youngster  is  receiving  anti-psychotic  medication  on 
a  regular  basis  automatically  warrant  giving  a  P.R.N,  order  for  Thorazine? 

A.  Not  necessarily,  no.  It  makes  it  more  understandable,  but,  again,  it  would 
be  good  medical  practice  and  expected  by  the  Joint  Commission  on  Hospital 
Accreditation  that  there  be  a  treatment  plan  that  spells  out  such  things  which 
is  updated  regularly. 

Q.  Who  should  give  a  P.R.N,  authorization  for  administration  of  Thorazine, 
either  orally  or  intramuscularly? 

A.  Assuming  the  order  was  first — the  order  should  first  be  written  by  a 
doctor. 

Q.  That  is  the  doctor  who  should  first  write  it? 

A.  An  M.D.  has  to  first  irritate  an  order. 

Q.  Is  a  nurse  qualified  to  do  that? 

A.  She  is  not  qualified  to  initiate  the  order,  no. 

Q.  Why  is  that? 

A.  All  state  laws  on  hospital  regulations  that  I  know  of  require  that  the 
doctor  write  orders  and  the  nurse  merely  carries  out  the  doctor's  orders.  The 
nurse  has  some  professional  responsibility  to  carry  them  out  intelligently,  but 
she  can  do  less  than  the  doctor  orders,  but  not  more. 

Q.  What  you  are  saying  is  a  nurse  would  not  be  qualified  to  increase  a  dosage 
previously  prescribed  by  a  doctor? 

A.  Yes.  If  such  a  thing  were  done  at  hospitals  I  have  been  affiliated  with, 
there  would  be  an  accident  report  written  out,  there  would  be  an  investigation, 
the  nurse  would  be  warned,  chastised  and  so  on.  If  it  led  to  a  severe  event,  she 
would  be  liable  for  suit  and  her  license  might  be  in  jeopardy. 

Q.  Would  you  say  if  a  nurse  did  that  that  it  would  be  a  negligent  practice  on 
her  part? 

A.  Yes. 

Q.  Would  it  be  acceptable  by  current  medical  standards  for  a  doctor  who 
has  never  examined  a  youngster  to  give  a  P.R.N,  authorization  for  intramuscular 
injections  of  Thorazine  over  the  telephone? 

A.  I  would  say  no. 

Q.  Why  not? 

A.  Well,  he  really  doesn't  know  the  patient,  he  hasn't  looked  at  him. 
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You  know,  I  can't  conceive  of  circumstances  in  which  it  is  clearly  impossible 
for  the  doctor  to  look  at  the  patient,  you  know.  You  know,  if  you  were  running 
a  satellite  clinic  in  Outer  Mongolia  and  there  was  no  hope  of  ever  getting  a  doc- 
tor near  a  patient  because  of  eight  feet  of  snow,  you  know,  and  one  can  conceive 
a  situation  where  he  really  trusted  the  person  who  was  giving  him  the  informa- 
tion and  he  believed  he  had  clearly  good  documentation  as  to  the  nature  of  the 
case  and  the  problems,  one  could  do  it,  but,  boy,  it  is  very  borderline  medical 
practice  and  I  think  it  should  be  avoided  wherever  possible. 

Q.  Assume  for  the  moment  that  a  youngster  is  acting  out  in  a  violent  manner 
at  the  time  that  he  is  admitted  to  Goshen  and  no  doctor  is  present,  would  you  say 
that  current  medical  standards  would  sanction  the  authorization  of  an  intra- 
muscular injection  at  that  point  by  a  doctor  over  the  telephone  on  the  basis  of 
the  nurse's  description  to  him  of  the  violent  behavior  of  the  boy? 

A.  No.  No.  I  think  the  presumption  is  that  a  child  admitted  to  Goshen  is  not 
schizophrenic,  and,  therefore,  should  be  handled  by  non-pharmacologic  means. 

If  he  is  angry,  which  I  can  understand,  the  staff  ought  to  do  something  about 
it.  not  sive  him  a  shot. 

Q.  What,  in  your  opinion,  would  be  the  appropriate  way  to  handle  such  a 
situation? 

A.  It  seems  to  me  you  have  to  try  to  work  with  the  kid  and  talk  to  him  and 
try  to  maybe  ride  him  through  a  period  of  severely  disturbed  behavior  with 
staff — application  of  staff,  not  drugs. 

Q.  What  do  you  mean  by  that? 

A.  Have  a  staff  member  large  enough  not  to  be  afraid  of  him  spend  time 
with  him  in  an  understanding,  and,  you  know,  interactive  manner. 

Q.  What  are  the  minimum  professionally  acceptable  criteria  that  should  be 
used    in     making    a     P.R.N,     authorization    for    intramuscular    injections    of 

Thorazine? 

A.  I  think  the  physician  should  have  seen  the  child,  patient,  should  have 
decided  there  is  a  medical  condition  which  would  respond  to  this  medication 
and  have  signed  the  order. 

Q.  In  those  instances  in  which  Thorazine  is  appropriate,  do  you  have  an 
opinion  as  to  whether  it  should  be  given  orally  or  by  intramuscular  injection? 

A.  I  think  intramuscular  injection  should  only  be  used  when  the  patient 
clearly  needs  the  medication  and  is  unable  to  take  it  by  mouth. 

Q.  Is  it  standard  medical  practice  to  make  P.R.N,  orders  for  the  use  of 
Thorazine  orally  and  then  only  if  refused  by  injection? 

A.  I'm  afraid  not.  I'm  afraid  it  is  not  uncommon  to  find  an  I.M.  It  is  not 
uncommon  for  a  patient  to  be  on  oral  medication  and  to  have  a  standard  P.R.N. 
I.M.  order  on  the  assumption  that  the  order  would  only  be  used  if  the  patient 
was  badly  out  of  control.  Probably  all  orders  should  be  written  the  other  way, 
but  they  are  often  written  like  that. 

Q.  Assuming  that,  the  patient  is  not  on  ongoing  anti-psychotic  medication, 
would  it  be  standard  medical  practice  to  write  the  order  for  oral  administration 
and  then  only  if  refused,  for  an  injection  ? 

A.  I  think  it's  not  standard  medical  practice  to  write  P.R.N,  orders  for 
Thorazine  in  patients  who  are  not  on  daily  Thorazine  medication.  It  is  not  a 
drug  of  choice  for — for  someone  who  is  occasionally  anxious,  something  like 
Valium  would  be  more  common. 

Q.  What  dosage  of  Thorazine  should  be  prescribed  in  a  P.R.N,  order  for  an 
adolescent  for  the  first  time? 

A.  I'd  be  inclined — if  I  thought  it  were  indicated  to  start  at  25  milligrams: 
and  then  repeat  in  an  hour  if  necessary,  rather  than  starting  with  50.  50  mili- 
grams  is  not  unusual  as  an  initial  dose.  A  hundred  would  be  very  high. 

Q.  But  in  yonr  opinion  the  initial — 

A.  I  would  try  25  first. 

Q.  Is  there  any  relationship  between  the  body  weight  of  the  patient  and  the 
appropriate  dosage  of  Thorazine? 

A.  No.  No.  Unfortunately,  the  amount  required  varies  widely,  yon  know. 
Small  schizophrenics  take  1,000  milligrams  a  day  and  large  ones  get  better  on 
200.  There  ought  to  be  some,  but  there  doesn't  seem  to  be. 

I  might  add  incidentally,  for  controlling  schizophrenic  condition.  I  would 
not  use  Thorazine.  I  don't  think  it  is  the  best  of  the  available  drugs.  It  was  the 
first  but.  not 

The  Cottrt.  Excuse  me.  I  believe  yon  testified  as  to  the  effect  of  Thorazine  on 
someone  who  is  schizophrenic. 
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The  Witness.  Correct. 

The  Court.  By  saying  it  tended  to  make  them  more  rational. 

The  Witness.  Yes. 

The  Court.  Have  you  told  us  the  effect  on  someone  who  is  not  schizophrenic? 
What  is  the  effect? 

The  Witness.  I  think  it  makes  them  drowsy,  sluggish,  miserable,  light-headed, 
uncomfortably  sedated. 

The  Court.  For  how  long  a  period  of  time  ? 

The  Witness.  Oh,  probably  on  the  order  of  six  hours.  Probably  peak  effect 
within  20  minutes  after  an  intramuscular  injection  and  probably  detective  effect 
lasting  you  know,  somewhere  between  six  and  twelve  hours,  I  guess. 

The  Court.  How  long  has  this  drug  been  in  use? 

The  Witness.  It  has  been  on  the  market  in  this  country,  I  believe,  since  1953, 
plus  or  minus  a  year. 

The  Court.  Have  there  been  any  studies  as  to  the  effect  of  long-term  use  of 
Thorazine? 

The  Witness.  Yes.  Not  as  systematic  as  one  would  like,  but  there  is  a  lot  of 
evidence  as  to  the  effects  of  long-term  use. 

The  Court.  What  do  those  studies  show? 

The  Witness.  You  can  develop  a  chronic  neurological  syndrome  resembling 
Huntington's  chorea  with  twisting  movements  of  the  mouth,  tongue  and  hands 
and  feet  which  does  not  go  away  very  well. 

You  can  also  get  deposits  of  pigmented  chemical  material  in  the  skin  and 
eyes. 

In  all  fairness,  this  is  usually  after  a  much  larger  dose  than  I  think  any 
of  these  kids  have  received,  but,  yes,  there  are  serious  long-term  effects. 

Q.  Do  minimal  professional  standards  require  that  P.R.N,  orders  be  reviewed 
periodically  for  the  purpose  of  determining  whether  they  should  continue  to 
stand  on  a  patient's  plan? 

A.  The  hospital  rules  vary  a  good  deal  in  this  respect,  but  somewhere  between 
every  week  and  every  month  orders,  P.R.N,  orders,  should  be  reviewed  and 
they  are  usually  reviewed  more  frequently  than  regular  everyday  orders,  which, 
you  know,  one  month  to  three  months,  in  my  experience,  has  been  the  usual 
time. 

Q.  Why  should  the  review  be  made  that  often? 

A.  Well,  all  orders  are  presumably  related  to  the  condition  of  the  patient 
and  the  condition  of  the  patient  is  likely  to  change  over  time.  It  cannot  be 
assumed  to  stay  constant  forever. 

You  know,  I  think  one  can  argue  that  drugs  like  Dilantin  for  epilepsy  or 
some  of  the  oral  anti-diabetic  agents  you  could  leave  steady  for  quite  a  while, 
but  even  there  you  can  get  into  toxicity  and  it  is  generally  believed  good  medical 
practice  to  rewrite  and,  therefore,  review  all  orders.  It  makes  it  clear  that  the 
doctor  knows  what  is  being  given. 

One  of  the  other  things  that  happens  is  that  you  order  one  drug — you  find 
it  in  state  hospitals  that  are  not  too  well  run  that  a  patient  ends  up  with  seven 
drugs,  each  of  which  was — one  of  which  was  added  by  a  different  doctor  and 
nobody  ever  sat  down  and  rewrote  the  whole  set  and  saw  what  he  was  on. 

Q.  For  a  non-psychotic  child,  would  it  be  acceptable  current  medical  stand- 
ards for  a  nurse  to  administer  an  injection  of  Thorazine  under  a  P.R.N,  order 
which  had  not  been  reviewed  in  more  than  a  month? 

A.  I  think  it  is  questionable  in  the  first  place  and  I  think  it  is  poor  practice. 
It  is  even  worse  if  the  order  hasn't  been  renewed. 

Q.  What  kind  of  behavior  symptoms  would  the  youngster  at  the  institution 
have  to  have  displayed  to  warrant  a  renewal  of  such  an  order? 

A.  Let  us  go  back  to  the  first  question,  which  is  what  kind  of  symptoms  should 
he  have  emitted  to  justify  the  order  in  the  first  place. 

Really,  my  belief  is  that  he  should  have  shown  clear  symptoms  of  schizo- 
phrenia to  warrant  the  intramuscular  order  in  the  first  place,  so  I  find  it  very 
hard  to  figure  criteria  for  continuing. 

There  are  indications  for  a  drug  like  chlorapromazine  in  children  with  be- 
havioral problems,  but  they  are  more  restricted. 

There  is  some  evidence  of  some  benefit  of  Thorazine  in  hyperkinetic  children, 
children  with  very  short  attention  span  and  great  distractability,  usually  younger 
than  those  kids,  who  are  sometimes  benefited  by  Thorazine. 

Q.  What  is  the  age  range  of  the  children  you  are  talking  about? 
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A.  Like  seven  to  twelve.  And  it  is  really  for  a  specific  defect,  attention  de- 
fect which  interferes  with  schooling  and  should  be — you  know,  the  effect  should 
be  monitored  by  data  from  the  classroom  and  from  the  kid's  functioning. 
******* 

Q.  Assuming  that  an  injection  of  Thorazine  has  been  administered  to  a 
youngster  intramuscularly,  are  there  any  precautionary  measures  which  should 
be  taken  afterwards? 

A.  The  practice  varies.  You  can  make  a  good  case  for  taking  blood  pressures 
at,  say,  half-hourly  intervals  for  two  hours  and  keeping  an  eye  on  the  kid  for, 
you  know,  really  shock-like  business. 

In  very  hot  weather  in  seclusion,  I  would  recommend  taking  temperatures, 
because  you  occasionally — chlorpromazine  can  interfere  with  heat  regulation. 
I  have  seen  at  least  one  patient  go  into  heat  stroke  on  chlorpromazine  in  a 
hot  seclusion  room. 

Q.  Are  there  any  special  drugs  which  should  be  kept  on  hand  to  counteract 
any  of  the  potentially  adverse  effects  of  Thorazine  that  you  have  mentioned? 

A.  There  is  a  commercial  preparation  of  Norepinephrine  that  should  be  avail- 
able to  counteract  drop  in  blood  pressure.  The  usual  adrenalin  does  not  work 
in  chlorpromazine-induced  blood  pressure  drop. 

Q.  Doctor,  I  am  showing  you  Plaintiff  Exhibits  7-3,  7-5,  7-24,  7-26,  4-5,  4-aa, 
4-25  and  4-52. 

A.  Yes. 

Q.  Are  those  copies  of  materials  that  you  have  reviewed  at  my  request? 

A.  Yes.  They  look  familiar,  yes. 

Q.  Do  those  materials  contain  both  psychiatric  material  and  medical  records? 

A.  Yes,  they  appear  to. 

Q.  In  reviewing  the  psychiatric  material  and  the  medical  records,  did  you 
find  in  those  records  any  explanation  for  the  P.R.N,  orders  for  Thorazine  which 
have  been  previously  stipulated  to  exist? 

A.  Nothing  beyond  the — you  know,  patient  admitted  in  severely  agitated  con- 
dition, verbal  order  Thorazine  I.M.  That  was  the  most  detail  I  found.  It  was  kind 
of  half  a  sentence  in  the  order  sheets. 

Q.  Is  that  an  adequate  explanation  for  issuing  a  P.R.N,  order  for  Thorazine 
intramuscularly  ? 

A.  No. 

The  Court.  When  you  refer  to  order,  that  is  something  by  a  doctor? 

Ms.  Thorpe.  Yes. 

The  Witness.  Well,  you  know,  it  is  written  in  a  place  where  a  lot  of  things  are 
written  and  it  usually  says  V.O.  or  T.O.  Doctor  somebody  or  other  who  does  not 
sign  it. 

Q.  What  would  V.O.  mean? 

A.  V.O.  I  assume  means  verbal  order  and  T.O.  I  presume  means  telephone 

order. 

A  typical  example  would  be  6/1/73,  Thorazine  50  milligrams  I.M.  Q.  6  hours. 
P.R.N.  T.O.,  meaning  telephone  order,  Dr.  Young,  and  then  a  circle  with  some- 
body or  other  and  an  A  in  it  and  I  don't  know  what  the  A  means.  It  may  be 
somebodv's  name  in  the  institution  who  took  the  order. 

This  is  the  kind  of  thing.  This  is  a  sheet  which  also  contains  notes  like  "patient 
had  nosebleed"  and  other  minor  semi-medical  things  are  recorded. 

Q.  Are  the  materials  on  a  boy  by  the  name  of  David  F.  among  those  which 
you  reviewed? 

A  Yes. 

Q.  Plaintiff  Exhibit  1-1360  and  1-136A  reads  as  follows  :  This  is  a  memo  to  the 
A.C.  from  H.  Holpolski. 

"During  a.m.  cleaning  detail,  David  and  another  boy  locked  horns  because 
the  other  boy — "  excuse  me. 

Ms.  Thorpe.  Do  you  object  if  I  leave  out  the  name  of  the  boy? 

Mr.  Hoffman.  No.  . 

q  — "accidentally  stepped  on  David's  shoe.  David  was  the  aggressor  m  this 
incident  and  I  recommend  detention. 

1-136A  reads,  "To  the  A.C.  from  Joseph  Bertholf. 
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"David  gave  us  a  hard  time  on  Wing  I  this  a.m.  while  in  detention.  He  refused 
to  take  his  belt  off.  I  opened  his  door  and  he  tried  to  rush  by  us  to  get  out. 
Finally  it  was  necessary  to  put  him  in  restraints.  I  asked  Mrs.  Keer  to  give  him 
a  shot  to  calm  him  down.  He  was  in  plastic  restraints  approximately  three 
minutes." 

Both  of  these  memos  are  dated  July  9, 1973. 

In  your  opinion,  was  the  injection  of  Thorazine  in  that  instance  consonant 
with  current  minimum  standards  of  the  medical  profession? 

A.  I  don't  know  that  anybody  has  really  written  them  for  juvenile  delinquents, 
but  no,  it  is  not  consonant  with — nobody  has  written  clear  medical  standards  for 
treatment  in  this  kind  of  condition,  but  in  my  professional  opinion  and  I  think 
the  majority  of  psychiatrists  would  not  feel  that  Thorazine  intramuscularly 
was  appropriate  as  part  of  a  limit  setting  punishment  interaction  with  a  child. 

Unfortunately,  I  don't  think  anybody  has  really  decided  what  medical  stand- 
ards should  be  in  institutions  of  this  sort. 

Q.  Are  the  materials  on  a  James  Z.  among  those  that  you  reviewed? 

A.  Yes. 

Q.  Plaintiff  Exhibits  1-33  show  that  this  boy  was  in  room  confinement  on 
February  11,  1973  because  he  was  involved  in  a  plan  to  assault  staff  and  run 
away  from  the  institution.  He  was  not  released  from  room  confinement  until 
the  afternoon  of  February  15, 1973. 

Exhibit  1-33A,  which  is  dated  February  14th,  the  fourth  day  of  isolation, 
reads  as  follows : 

"Memo  to  the  A.C.  from  D.  Bertholf. 

"Periodic  checks  made  and  served  breakfast.  During  the  a.m.  this  boy  was 
warned  several  times  about  noises  he  was  making  like  a  dog,  pounding  on  the 
walls.  This  boy  was  so  noisy  he  was  put  in  restraints  and  given  a  shot.  Served 
dinner.  Continued  making  noise.  Restraints  had  to  be  used  and  a  shot  ad- 
ministered by  Mrs.  Lunney." 

Then  there  are  other  notations  about  what  else  happened  during  the  course 
of  the  day. 

In  your  professional  opinion,  was  it  appropriate  to  give  the  boy  a  shot  of 
Thorazine  because  he  was  being  noisy  and  pounding  on  the  walls? 

A.  No.  Clearly  inappropriate. 

Q.  Did  you  review  the  materials  on  a  boy  by  the  name  of  Jeffrey  B.? 

A.  Yes,  I  did. 

Q.  Exhibit  1-42A  reads  as  follows : 

"Boy  refused  to  wash  up  and  put  on  his  clothes  this  a.m.  Boy  was  nasty  con- 
cerning washing  up.  Placed  in  restraints,  given  injection  by  nurse  and  became 
very  cooperative." 

In  your  opinion,  was  such  a  use  of  Thorazine  consonant  with  current  medical 
standards? 

A.  No.  The  whole  pattern  of  the  cases  I  saw  in  all  this  was  that  there  would 
be  some  kind  of  interaction  between  a  boy  and  the  staff,  the  staff  would  try  to 
set  limits  and  somehow  or  other  in  the  middle  of  which  I  think  may  be  appro- 
priate, but  in  the  process  of  limit  setting  somehow  or  other  Thorazine  was  in- 
voked as  a  magical  remedy,  you  know.  It  may  have  been  the  final  bad  thing  that 
happens  to  you.  First  you  get  taken  to  Wing  I.  then  you  get  put  into  seclusion, 
then  you  get  put  in  restraints  and  then  if  you  are  still  making  noise  you  get 
a  shot. 

It  strikes  me  it  was  for  the  peace  of  mind  of  the  staff  rather  than  for  any 
treatment  of  the  kids. 

Q.  Have  you  also  reviewed  the  materials  on  a  boy  by  the  name  of  William  A.  ? 

A.  Yes. 

Q.  Exhibit  1-75A,  dated  April  5,  1973,  reads  as  follows : 

"Memo  to  A.C.  from  Mr.  Speirs. 

"When  William—"  this  is  William  Ashley,  who  testified  on  the  first  day  of 
trial,  so  I  will  use  his  last  name. 

"When  Ashley  was  told  he  had  gotten  a  poor  on  his  conduct  memo,  he  started 
banging  on  his  door  causing  the  lock  to  jam  and  when  I  couldn't  get  the  door 
open  he  thought  it  was  funny." 

The  note  at  the  top  of  this  memo  in  different  handwriting  says,  "9 :45  p.m. 
Placed  in  room  confinement  and  given  needle  to  quiet  him  after  continued 
banging." 

Was  that  a  proper  use  of  Thorazine? 
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A.  No.  It  seems  to  me  these  kids  get  put  in  solitary,  they  get  mad  at  being  put 
in  solitary,  they  bang  and  then  they  got  shots.  What  can  you  do? 

Q.  On  April  21st,  the  same  boy  was  placed  in  detention  for  getting  two  poors 
on  his  conduct  memo. 

Exhibit  1-S1B  then  states,  'Memo  to  the  A.C.  from  D.  Bertholf. 

"Ashley  was  placed  in  Room  No.  2  detention.  Within  a  half  hour  this  boy  was 
very  belligerent  and  noisy,  using  profanity  and  pounding  on  the  door.  This  boy 
was  placed  in  restraints  and  given  a  needle.  During  the  remainder  of  the  a.m. 
the  boy  was  quiet." 

It  goes  on  to  say  when  he  was  served  dinner,  etc. 

Was  that  appropriate? 

A.  No. 

Q.  Would  the  use  of  Thorazine  in  those  two  examples  that  I  have  read  to  you 
about  William  Ashley  be  consonant  with  minimum  current  standards  of  medical 
professional  practice? 

A.  No,  I  don't  think  so. 

Could  I  say  something  in  addition? 

Q.  Yes. 

A.  At  one  point  when  things  were  very  desperate  at  the  Roslindale  Youth 
Board  service  facility,  which  is  right  next  to  Boston  State  Hospital,  I  got  called 
by  the  then  Commissioner  of  the  Youth  Service  in  Massachusetts  saying  they 
had  a  riot  on  the'r  hands  of  sorts,  kind  of  a  chronic  I6wrgra.de  riot  in  the  deten- 
tion part,  would  I  please  send  somebody  over  and  give  intramuscular  Thorazine 
to  eight  ringleaders? 

A.  I  said,  you  know,  no.  I  refuse  to  give  Thorazine  to  somebody  I  have  never 
seen  in  the  first  place. 

I  did  offer  to  take — everybody  used  controls  in  some  way.  I  offered  to  take  the 
two  worst  of  course  for  evaluation  at  the  psychiatric  hospital  partly  to  get  them 
out  of  the  situation  and  partly  to  cut  down  the  conflagration  at  the  other  end,  and 
that  we  did  do.  I  didn't  follow  the  kids  to  find  out  if  they  got  any  medication 
in  our  place. 

So  I  think  it  is  inappropriate  to  give  it  for  behavioral  control  and  not  for 
treatment. 

Q.  Were  materials  on  a  boy  by  the  name  of  John  K.  among  those  you  reviewed? 

A.  Yes,  I  believe  so. 

Q.  Plaintiff  Exhibit  1-15S  reads  as  follows : 

"John,  along  with  the  remainder  of  the  wing,  was  advised  about  poor  house- 
keeping at  a  wing  meeting  yesterday.  All  boys  were  advised  to  leave  their  rooms 
in  good  order  when  they  left  the  wing.  Upon  inspecting  the  rooms  when  I  came 
on  the  wing  at  3  :00  p.m.  John  had  the  only  disorderly  room.  He  had  dirty  cloth- 
ing on  his  bed,  also  a  shoe  reposed  there.  His  desk  top  was  a  mess.  I  pulled  his 
bed  clothing  off  of  a  disheveled  bed.  When  he  returned  to  the  wing  the  boy 
inquired  about  his  room.  I  told  him  that  he  had  been  warned  about  this  yester- 
day and  that  he  should  put  his  room  in  order.  He  refused  to  do  so  and  became 
upset  about  it.  I  took  him  to  Wing  I  and  advised  Mr.  Lewis  of  his  refusal  to 
follow  my  direction. 

"This  boy  has  a  very  poor  attitude.  He  apparently  has  been  allowed  to  do  as 
he  pleased  before  coming  to  our  school.  With  so  many  new  boys  in  the  group  I 
feel  staff  should  take  a  firm  stand  and  insist  that  he  follow  routine." 

Exhibit  1-15SF,  memo  to  the  A.C.  from  Horan,  dated  the  same  date,  which  is 
September  26,  1973. 

"Student  was  brought  to  wing  I  by  wing  III  H.C.C.W.  because  of  a  problem  on 
Wing  III.  He  was  very  argumentative  and  nasty.  Student  would  not  respond. 
Stated  he  would  do  what  he  wanted  to  do.  He  was  told  stand  on  Wing  I  until  he 
got  himself  together  and  he  became  very  nasty  and  refused  to  stand.  He  was 
placed  in  detention  at  4 :15.  When  placed  in  detention  he  became  rather  loud  and 
it  was  necessary  for  H.C.C.W.  Lewis  to  speak  to  student  once  again." 

The  last  memo,  Exhibit  1-15SG,  same  date,  memo  to  the  A.C.  from  Horan  : 

"Student  was  placed  in  detention  at  4 :  15  p.m.  He  then  started  to  stuff  blanket 
and  pillow  and  shirt  down  the  toilet.  He  then  started  to  scrach  his  arms  to  make 
his  arms  bleed.  Lewis  spoke  to  student  and  he  came  down  and  was  then  checked 
by  medical.  When  evening  meal  was  served  student  refused  to  eat,  then  later 
refused  to  shower.  At  8 :10  p.m.,  student  started  to  scream  and  kick  on  the  floor. 
Mr.  Lewis  and  myself  entered  student's  room  and  attempted  to  talk  to  student. 
He  would  not  answer.  We  left  room  and  immediately  student  started  banging 
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furniture  once  again,  knocked  door.  We  re-entered  the  room  and  student  had  once 
again  placed  bedding  in  toilet  bowl.  Student  was  very  upset,  started  screaming 
and  yelling,  made  verbal  threats  to  harm  himself.  Medication  was  given  to  stu- 
dent for  his  own  protection." 

Given  that  whole  series  of  events,  Doctor,  in  your  opinion,  was  giving  the 
boy  an  injection  of  Thorazine  appropriate  action  on  the  part  of  the  staff? 

A.  No.  I  think  if  they  thought  it  was  a  real  suicidal  attempt,  real  suicidal 

thi-eat  rather  than  a  dramatic,  you  know,  one  more  way  of  bugging  the  guards, 

then  they  should  have  specialed  him.  They  should  have  had  somebody  with  him. 

Seclusion,  isolation  is  not  a  good  treatment  for  suicidal  attempts  and  I  don't 

think  that  Thorazine  would  help. 

Q.  Assuming  that  it  wasn't  a  suicidal  attempt  for  the  moment  but  another 
reaction  to  being  in  isolation,  would  you  say  that  it  was  appropriate? 

A.  I  still  think  putting  in  personal  time  with  the  boy  is  better  than  medication 
or  isolation. 

Q.  In  your  opinion,  Doctor,  should  a  non-psychotic  youngster  ever  be  given 
a  shot  of  Thorazine  for  throwing  furniture  around  the  room? 

A.  No.  I  think  you  ought  to  set  limits  by  people,  not  drugs,  and  if  necessary 
take  the  furniture  nut  of  the  room. 

Q.  Doctor,  Plaintiff  Exhibit  4-50,  I  would  like  to  read  you  the  first  entry 
on  this  medical  card  on  a  boy  by  the  name  of  John  V". 

•'Boy  was  admitted' to  Goshen  Annex  on  August  7,  1973." 

First  entry  dated  August  7,  1973,  "Lethargic  and  responding  poorly  on  admis- 
sion. Seen  by  Dr.  Holzer.  Seen  at  1 :20  p.m.  Drowsy  but  fully  conscious.  Had 
Thorazine,  50  milligrams,  24  hours  prior  to  coming  to  the  Annex.  At  present 
some  orthostatic  hypotension.  Pulse  101  over  something  I  can't  read,  blood  pres- 
sure 95  over  50.  This  boy  does  not  need  any  special  treatment  at  present,  except 
bedrest  until  evening." 

Next  entry  dated,  again,  August  7,  1973,  "Thorazine,  50  milligrams,  I.M., 
agitation,  Q.  6  hours,  P.R.N.  V.O.  Dr.  Holzer.  Don't  give  any  today  or  tonight." 
Doctor,  in  view  of  the  fact  that  the  boy  arrived  at  the  institution  suffering 
from  orthostatic  hypotension,  would  you  say  that  a  P.R.M.  order  for  50  milli- 
grams of  Thorazine  intramuscularly  was  consonant  with  current  medical 
standards? 
A.  No.  It's  obviously  consonant  with  institutional  routine. 

A.  It  seems  to  me  you  should  wait  until  the  boy  recovers  from  his  previous 
medication  and  evaluate  him. 

Q.  I  would  bike  to  make  clear,  is  orthostatic  hypotension  connected  in  any 
way  with  the  taking  of  Thorazine? 

A.  Yes.  That  is  a  common  side-effect  of  chlorpromazine,  drowsiness  is  also, 
so  I  suspect  he  had  a  prolonged  reaction  to  his  previous  chlorpromazine. 
The  Court.  You  mean  he  had  previously  been  given  Thorazine? 
The  Witness.  Yes.  Apparently  from  the  record  he  had  gotten  a  shot  at  a 
previous  institution  to  knock  him  out  for  transport  to  Goshen. 
The  Court.  And  this — 

The  Witness.  It  had  not  worn  off  at  the  time  he  arrived. 

The  Court.  And  this  orthostatic  hypotension  is  a  side-effect  of  the  use  of 
that  drug? 

The  Witness.  Yes,  a  drop  in  blood  pressure,  like  shock,  only  not  as  bad.  It 
usually  makes  you  feel  dizzy,  groggy,  weak. 

Ms.  Thorpe.  Your  Honor,  the  record  here  says  he  received  50  milligrams  24 
hours  prior  to  coming  to  Goshen  and  then  a  P.R.M.  order  was  entered  into  the 
record. 

i„>.  Doctor,  to  go  back  for  a  moment  to  the  Andros  facility  which  you  described 
in  Massachusetts,  that  is  a  closed  facility? 

A.  Yea.  Not  as  closed  as  it  would  like  to  be.  Yes,  it  is  a  locked  facility  from 
which  people  occasionally  escape. 

Q.  And  what  is  the  sex  and  age  range  of  the  juveniles  there? 
A.  About  12  to  IS,  12  to  17,  all  male.  Oh,  I  think  probably  of  the  40  kids, 
I  think  five  had  committed  murder.  It  is  the  most  severe  kids  in  the  state  in 
terms  of  recidivism  and  seriousness  of  crimes. 
Q.  Is  isolation  permitted  at  Andros? 
A.  Very  rarely  used.  Staff  work  with  the  kids. 
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You  know,  Jerry  Miller  may  be  talking  about  what  he  tried  to  do,  but  the 
staff  there  was  about  half  ex-prisoners,  and  there  was,  in  fact,  some  tendency 
for  the  staff  to  relate  directly  physically  with  the  kids  if  necessary,  but  they 
had  a  good  rapport  with  the  kids  but  were  also  clearly  able  to  set  physical 
limits  if  necessary. 

Q.  So  isolation  was  not  used? 

A.  Isolation  was  not  used. 

Q.  Are  non-psychotic  youngsters  ever  given  intramuscular  injections  of 
Thorazine  when  they  act  out  or  become  violent  at  the  Andros  facility? 

A.  No. 

Ms.  Thorpe.  I  have  no  further  questions  at  this  time,  your  Honor. 

CROSS-EXAMINATION   BY   MR.    HOFFMAN 

Q.  Doctor,  what  did  you  mean  when  you  said  that  the  staff  related  physically 
to  the  boys  at  the  Andros  facility  ? 

A.  I  think  if  a  kid  really  tried  to  take  on  a  staff  member,  the  staff  member 
would  quietly  subdue  him.  He  would  set  limits  personally.  He  wouldn't  clobber 
him,  but  they  had  a  group  of  staff  strong  enough  to  hold  the  kid  while  trying  to 
relate  to  him. 

Q.  So  it  was  an  accepted  practice  at  that  institution  for  the  staff  to  physically 
restrain  boys  if  they  became  violent? 

A.  Yes. 

Q.  And  if  you  needed  five  staff  members  to  do  it,  would  five  staff  members 
restrain  him? 

A.  The  policy,  you  know,  unpleasantly  presented  to  one  of  my  psychiatrists, 
was  to  let  the  staff  member  fight  it  out  on  a  one-to-one  basis. 

Q.  And  did  that  occur  on  occasion? 

A.  It  apparently  did  on  occasion. 

Q.  You  mentioned  before  that  there  was  a  riot  at  one  of  the  facilities  that  was 
near  the  hospital  that  you  were  working  at. 

A.  Right. 

Q.  Who  was  the  person  in  charge  of  that  facility  ? 

A.  I  don't  know.  It  was  in  the  interregnum  when  Jerry  Miller  was  trying  to 
reorganize  the  institutions  and  I  can  imagine — you  know,  my  scuttlebutt  was  that 
there  was  some  dissention  in  the  staff  about  the  way  Miller  was  changing  things 
and  they  tried  for  a  while  having  girls  and  boys  in  the  same  facility  on  separate 
locked  wards,  where  they  could  look  at  each  other  and  not  interact  with  each 
other  and  funny  things  were  going  on.  It  was  during  a  period  of  chaos.  It  settled 
down  with  new  management  and  what-not. 

Q.  And  you  offered  to  remove  the  ringleaders  and  take  them  to  a  mental 
hospital? 

A.  I  offered  to  have  two  kids  evaluated,  yes. 

Q.  And  was  part  of  that  offer  to  have  an  effect  on  the  boys  themselves? 

A.  Part  of  the  offer  was  to  get  them  out,  part  of  the  offer  was  to  look  at  them 
to  see  if  they  had  any  psychiatric  illness. 

Q.  Assuming  that  the  institution  cannot  send  boys  to  a  mental  hospital  during 
a  riot,  what  method  would  you  prescribe  to  control  the  boys? 

A.  I  can  conceive  of  situations  where  you  have  to  isolate  kids,  you  know. 

Q.  "What  situations? 

A.  Clearly  there  is  mayhem  going  on  and  you  have  to  protect  the  kids  from 
each  other  and  from  the  counsellors.  I  can  conceive  of  a  situation  about  at  the 
point  where  you  call  the  state  police  where  you  have  to  isolate  people  to  keep 
them  from  hurting  each  other.  There  is  a  point  where  everything  is  out  of  con- 
trol and  you  may  have  to  do  things  like  that. 

Q.  Doctor,  when  a  boy  is  trying  to  injure  himself  by  banging  his  head  against 
the  wall  or  by  pounding  his  fists  into  a  wall  until  they  start  to  bleed,  what 
manner  of  restraint  would  you  recommend  in  that  situation? 

A.  I  would  have  somebody  go  in  and  work  with  him,  two  people  if  necessary. 
I  would  get  him  out  into  an  area  to  exercise  him  a  little  bit,  but  I  would  try  to 
work  with  him  with  people  rather  than  walls. 
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Q.  Let  us  assume  the  boy  is  very  angry  and  he  attempts  to  assault  the  people 
that  are  trying  to  work  with  him.  What  manner  of  restraint  would  you 
recommend  ? 

A.  I  would  still  ride  it  out.  He  can't  do  it  forever. 

I  think  it  is  a  question  of  how  much  staff  you  have  and  how  much  time  you 
have.  Devoting  two  people  for  a  half  hour  I  think  would  get  it  in  most  cases. 
He  would  be  down  by  the  end  of  that  time,  particularly  if  they  were  viewed  as 
relatively  sympathetic. 

There  is  a  problem^the  Andros  secret  was  that  the  staff  was  not  viewed  as 
bulls,  they  were  viewed  as  working  with  the  kids  so  they  could  set  limits.  When 
an  impulsive  kid  exploded,  they  could  set  limits  and  be  friends  with  him  ten 
minutes  later.  It  was  a  style  of  interaction. 

If  Wing  I  people  were  viewed  as  sympathetic,  they  could  handle  it. 

Q.  Would  you  recommend  that  the  staff  physically  restrain  the  boy  rather  than 
using  physical  restrainers  and  medication? 

A.  Yes.  I  don't  think  you  ought  to  beat  him  up,  but  I  think  they  should  keep 
him  from  hurting  people  if  they  need  to. 

Q.  In  your  examination  of  the  records  of  the  boys  at  the  Goshen  Annex,  have 
you  observed  that  any  boys  suffered  any  adverse  side-effects  of  Thorazine  other 
than  the  case  where  the  boy  had  been  given  the  shot  before  he  arrived  at  the 
institution? 

A.  There  was  one  boy  that  felt  faint  and  dizzy  a  day  after  and  I  would  have 
thought  that  was  too  late  for  a  drug  to  be  acting,  but  I  have  not  observed  many 
nonschizophrenics  with  a  single  intramuscular  dose,  and  after  hearing  the  other 
kid  who  still  had  hypotension  24  hours  later,  I  suspect  there  is  one  other  case. 
It  is  probably  a  long  action. 

Coincidentally,  since  I  became  involved  in  this,  I  was  talking  with  another 
expert  in  psychopharmacology  who  took  a  large  dose  of  Thorazine  himself  and 
said  he  didn't  feel  right  for  three  days,  so  my  estimate  as  to  the  duration  of 
action  may  be  low. 

Q.  What  would  you  define  as  a  large  dose? 

A.  I  think  he  had  either  50  or  100  milligrams. 

Q.  Would  25  milligrams  be  considered  a  small  dosage? 

A.  Yes. 

Q.  When  you  were  speaking  before  about  the  long-term  effects  of  Thorazine 
on  a  person's  nervous  system  or  other  side  effects,  what  order  of  magnitude  of 
dosages  were  you  talking  about? 

A.  Usually  those  occur  in  patients  who  have  been  in  a  state  hospital  for  ten 
years. 

There  are  occasional  cases — I  know  of  two  individual  cases  of  people  with 
pre-existing  brain  damage — no,  a  girl  who  had  a  stroke,  a  young  girl,  who  de- 
veloped permanent  apparently  serious  neurological  consequences  after,  you 
know,  three  weeks'  treatment,  so  it  can  occur  with  less,  but  it's  very  rare. 

Q.  What  was  the  order  of  magnitude  of  the  dosages  and  what  was  the  fre- 
quency of  the  dosages? 

A.  I  don't  remember,  but  she  got  routine  doses  of  Stellazine,  a  drug  like 
Thorazine,  for  a  month,  maybe.  I  would  guess  it  was  eight  milligrams  a  day, 
but  it  would  be  the  equivalent  of  maybe  200  milligrams  of  Thorazine  a  day. 

Q.  Would  it  be  true  that  an  occasional  injection  of  25  or  50  milligrams  of 
Thorazine  on  a  teen-age  boy  would  produce  any  long-term  effects? 

A.  I  think  it's  very  unlikely,  but  conceivable. 

Q.  Assuming  that  a  boy  had  been  given  Thorazine  at  an  institution  prior  to 
his  arrival  at  Goshen  and  his  medical  record  indicated  that  he  had  not  suffered 
any  adverse  side-effects  at  the  previous  institution,  unlike  the  case  that  you 
spoke  about,  would  there  be  less  danger  in  prescribing  injections  of  Thorazine 
for  highly  agitated  behavior? 

A.  Probably  somewhat  less  if  the  kid  had  been — was  on  maintenance  oral 
treatment,  if  he  had  been  on  pills  every  day  before  transfer  and  again  after 
transfer,  then  the  impact  of  intramuscular — his  system  would  be  somewhat  ac- 
customed to  Thorazine  and  his  reaction  would  probably  be  somewhat  reduced. 

Q.  If  a  boy  has  been  given  one  injection  of  Thorazine  and  has  suffered  no 
adverse  side-effects,  can  one  make  a  prediction  as  to  the  possibility  of  side-effects 
from  a  future  injection? 

A.  Yes,  probably  less,  but  there  are  still  variation  in  boys'  state  and  in  the  rate 
of  absorption  from  different  spots  and  injections. 


182 

You  know,  it  is  possibly — it  is  obviously  somewhat  less  likely  to  occur  if  a 
previous  injection  has  not  bad  bad  effects. 

Q.  When  you  speak  of  current  medical  practice,  would  you  define  more  fully 
what  you  mean  by  that  term? 

A.  Talking  about  what  I  would  consider  proper  in  psychiatric  hospitals  or 
wards  with  which  I  have  been  affiliated  more  recently,  Boston  State  Hospital, 
Temple  University  State  Hospital,  McLean  Hospital  in  Boston  and  other  state 
hospitals  in  Massachusetts. 

Q.  Would  it  be  true  in  these  institutions  that  a  drug  like  Thorazine  would  be 
administered  perhaps  on  a  daily  basis  and  on  much  higher  dosage  levels  than 
administered  in  this  case? 

A.  Certainly. 

Q.  Are  there  any  current  medical  practices  with  respect  to  juvenile  institu- 
tions or  similar  institutions? 

A.  I  know  of  no  standards  for  juvenile  institutions  of  the  sort  of  Goshen  or 
Andros,  for  that  matter,  that  have  been  written  by  anyone. 

Q.  So  that  a  psychiatrist  who  prescribed  the  use  of  Thorazine  at  such  an 
institution  would  not  be  prescribing  medication  that  was  contrary  to  any  current 
medical  standards  involving  those  institutions,  is  that  right? 

A.  If  the  institutions  have  no  standards  he  obviously  cannot  be  prescribing  it 
against  its  standards.  On  the  other  band 

Q.  I  didn't  mean  the  institutions'  standards. 

A.  I  think  there  are  standards  of  general  practice.  If  a  similar  kid  were  ad- 
mitted to  a  psychiatric  hospital  for  evaluation  and  treatment  and  there  is  ob- 
viously some  overlap  between,  you  know — relatively  richer  kids  that  end  up  at 
McLean  and  relatively  poorer  kids  who  end  up  in  the  juvenile  delinquent  system 
have  something  in  common  in  psychopathology. 

No,  I  think  the  standard  would  still  be  that  chlorpromazine  is  a  crazy  drug  to 
use  on  kids  whose  primary  problem  is  personality  disorders,  asocial  or  anti-social 
personality  gang  delinquent  or  individual. 

Q.  Is  there  an  isolation  unit  at  McLean  Hospital? 

A.  There  are  individual 

The  Court.  I  can't  hear  you,  Mr.  Hoffman. 

Q.  Is  there  an  isolation  unit  at  McLean  Hospital? 

A.  There  are — McLean  actually  has  closed  its  two  disturbed  wards  and  han- 
dles patients.  Patients  do  get  put  in  seclusion,  but  they  do  that  in  individual 
quiet  rooms  on  individual  wards. 

Q.  How  long  do  they  stay  in  seclusion? 

A.  With  being  brought  out  every  couple  of  hours,  they  can  stay  for  several 
days. 

Q.  And  is  that  an  accepted  medical  practice? 

A.  I  don't  like  it. 

Q.  That  wasn't  my  question. 

A.  You  know,  it  is  a  borderline  medical  practice. 

I  have  only  been  there  three  months  and  I'm  not  in  charge  of  that  part  of  it, 
but  I  am  going  to  try  to  work  to  change  it.  I  think  they  use  seclusion  more  than 
they  should. 

Q.  Do  you  see  a  use  for  seclusion  at  the  institution? 

A.  If  you  simply  cannot  afford  the  staff  to  handle  the  patient  in  better  ways, 
then  I  suppose  you  have  to  use  seclusion  occasionally. 

I  find  it,  you  know,  an  unpleasant,  generally  unuseful  and  occasionally  lethal 
form  of  treatment.  People  die  in  seclusion  for  reasons  other  than  drug  treat- 
ment, and  in  Boston  State  where  I  tried  to  keep  seclusion  down  we  had,  to  my 
knowledge,  five  deaths  in  seclusion  in  five  years.  So  people  do  commit  suicide  in 
seculsion  and  especially  in  people  who  are — or  they  die  of  heat  stroke,  funny 
things  happen,  so  I  really  don't  want  to  get — I  am  ashamed  to  admit  that  McLean 
uses  it  as  much  as  it  does. 

Q.  Doctor,  are  the  members  of  your  profession  in  unanimous  agreement  about 
the  use  of  seclusion  rooms  and  time-out  rooms? 

A.  T  doubt  that  the  members  of  my  profession  are  in  unanimous  agreement 
about  anything. 

No.  I  think  there  is  a  general  belief,  strongest  by  those  who  don't  have  to 
work  directly  with  patients,  with  that  kind  of  patient,  that  seclusion  is  very 
bad.  but  even  people  who  run  hospitals  and  work  on  wards,  many  of  them  feel 
very  strongly  that  they  use  it  only  when  all  else  fails. 
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Q.  Doctor,  is  there  any  typical  restraint  that  could  be  used  to  calm  an  agitated 
boy  other  than  the  use  of  Thorazine? 

A.  Yes,  one  could  consider  something  like  Valium,  one  of  the  anti-anxiety 
drugs  could  be  tried. 

You  know,  nobody  has  studied  drugs  in  this  situation  and,  therefore,  there  is 
no  good  basis  for  practice  and  current  attitudes  toward  doing  drug  experiments 
on  prisoners  and  other  people  with  limited  right  to  give  consent  is  not  likely  to 
increase  our  understanding  in  these  matters.  I  guess  I  would  try  Valium  if  I 
had  to  try  something  or  sodium  amatol. 

Q.  Would  Valium  have  to  be  administered  orally  ? 

A.  It  could  be  administered  either  way. 

Q.  Has  it  been  your  experience  that  a  violent  boy  or  a  violent  patient  will 
accept  oral  medication  during  moments  of  violence? 

A.  Probably  not.  I  think  the  time  given  to  get  them  to  accept  oral  medication 

no,  under  threat,  if  he  is  not  too  far  out  of  control,  you  may  be  able  to  talk 
him  into  it. 

Q.  What  threat  would  you  use? 

A.  That  is  the  question,  you  know.  Either  you  take  the  medication  or  you  go 
into  restraint  might  occasionally  penetrate  a  kid  who  is  not  too  fighting  mad. 

Q.  And  what  restraint  would  the  kid  go  into? 

A.  I  don't  know  what  you've  got  a  Goshen,  but  I  gather  they  have 

Q.  What  restraint  would  you  use  if  he  refused  to  accept  medication? 

A.  I  would  not  use  restraint.  I  would  try  to  get  staff  to  stay  with  him. 

Q.  Just  hold  him  down? 

A.  Hold  him  down,  talk  to  him,  you  know.  Get  him  in  a  large  enough  area 
so  he  doesn't  feel  crowded  and  give  him  a — I  think  a  gym  if  I  had  one  and  give 
him  a  punching  bag  or  something  or  other.  I  would  try  to  give  him  some  physical 
relief  without  crowding  him  so  closely  that  he  would  blow  up  staff. 

Q.  If  he  was  put  in  a  room  with  a  punching  bag,  would  that  be  helpful? 

A.  Yes.  That  is  used  in  some  hospitals. 

Mr.  Hoffman.  No  further  questions. 

REDIRECT  EXAMINATION  BY  MS.  THORPE 

Q.  Doctor,  when  you  say  if  a  boy  were  threatened  he  might  take  the  oral 
medication,  if  he  were  given  a  choice  between  receiving  the  medication  by  needle 
or  orally,  in  your  opinion,  would  he  be  likely  to  accept  the  oral  medication? 

A.  Yes.  unless  he  thought  that  the  needle  was  fun  in  some  way.  He  would  take 
the  oral  if  given  a  choice. 

In  fact,  many  of  these  things  by  the  time  it  gets  to  the  medication  point  every- 
body is  so  mad  at  everybody  else  that  you  can't  do  rational  bargaining. 

Q.  And  you  say  it  might  be  appropriate  in  some  instances  to  put  him  in  a  room 
where  there  was  a  punching  bag.  How  long  would  you  estimate  that  it  would  be 
necessary  to  leave  him  in  there  with  the  punching  bag  before  he  calmed  down? 

A.  I  would  suspect  most  of  these  things  are  over  in  15  to  20  minutes.  I  don't 
know. 

If  the  kid  is  locked  up  and  angry  about  being  locked  up,  it  can  go  on  for  a  long 
time,  but  my  impression  is  that  most  acute  emotional  outbursts  tend  to  taper 
off  if  not  prolonged  by  barriers  or  aggravations. 

Q.  When  you  say  it  would  lie  useful  to  put  him  in  a  room  with  a  punching 
bag,  would  you  say  that  the  door  would  have  to  be  locked  in  order  for  him  to 
work  out  his  aggression  on  the  punching  bag? 

A.  No,  no.  I  would  try  to  get  him  to  do  something  where  he  didn't  feel  hemmed 
in  and  could  get  rid  of  some  of  his  energy  and  might — which  he  might  view  as 
being  good.  Try  to  get  him  to  do  something  that  he  would  think  was  good  rather 
than  bad,  and  if  I  were  to  set  limits  I  would  probably  punish  in  some  other  way. 
I  think  maybe  it  is  easier  to  withhold  desserts. 

I  think  setting  limits  and  having  consequences  of  behavior  is  important,  but 
if  they  go  beyond  a  certain  point,  and  one  of  my  objections  to  seclusion  is  that  it 
takes  a  long  time,  it  doesn't  necessarily  teach  a  lesson  and  it  is  a  consequence 
which  doesn't  shape  behavior  very  well. 

Q.  Is  there  a  difference  between  seclusion  for  psychotic  children  and  seclusion 
for  non-psychotic  children? 

A.  I  suspect  in — at  Goshen  I  suspect  that  seclusion  was  used  more  as  punish- 
ment than  psychiatrists  like  to  think  it's  used  as. 


184 

Tmi  know  if  you  were  trying  to  medicate  an  acute  schizophrenic  and  get  him 
nnde?  control  you  cJn  see  seclusion  as  a  way-statiw  while  the  medication  was 
working -To  keep  him  from  hurting  himself  or  others.  This  is  a  little  less  clear  in 

^Tr^ther'Sfnrthere  are  programs  in  psychiatry  in  which  there  is  sort  of 
beh^ior  mociflcat  on  where  you  get  an  hour  in  seclusion  if  you  do  A,  you  get 
two  hours  5  you  do  B,  you  get  three  hours.  You  have  a  contract  in  advance  With 
the  oatient  that  certain  amounts  of  behavior  leads  to  seclusion. 

I  don't  know  that  it  works.  That  is  rational  if  not  desired  treatment. 

Q.  That  is  a  carefully  formulated  program  i 

Q    But  vou  spoke  of  seclusion  patients  at  McLean  Hospital  for  periods  of  two 
hours,  taking  a  patient  out  and  perhaps  putting  him  back  in. 
A    Yos. 
Q.  Are  those  psychotic  patients  you  are  speaking  of? 

A   Yes. 

o'  Would  that  happen  with  non-psychotic  patients  at  McLean? 

A   I  suspect  it  occasionally  has  happened  when  there  is  a  real  uproar  in  the 

wards  and  the  patient  is  cut  of  control.  I  am  afraid  I  would  say  yes 

Q.  Would  you  say  most  of  the  practice  of  seclusion  is  for  psychotic  patients .' 

A    Yes. 

Q  When  you  say  it  may  be  necessary  to  use  seclusion  if  there  is  a  shortage  of 
staff,  are  you  looking  at  that  from  the  point  of  view  of  the  institution's  needs  or 
from  the  point  of  view  of  the  child's  needs?  . 

A  Well,  it  is  very  hard  to  discriminate.  What  I  as  saying  is  given  the  not 
that  we  were  talking  about  in  which  there  is  group  violence  threatened  to  staff 
and  people  are  barricaded  on  both  sides  of  a  wall  and  negotiate,  you  know,  every- 
thing has  fallen  apart,  then  you  may  need  for  everybody's  sake  to  get  things  sep- 
arated out  somehow  or  other.  But  it  is  probably  to  the  institution's  more  than 

the  kids.  .  . 

Q.  So  for  the  children,  forgetting  the  institution's  needs  for  a  moment,  for 
the' children  would  you  say  it  was  therapeutic  or  anti-therapeutic? 

A.  It  is  probably  anti-therapeutic  for  them  to  get  away  with  the  riot.  Some 
limits  have  to  be  set  somewhere. 

It  would  be  great  if  you  could  find  a  better  way  out  of  the  situation  than  a 
head-on  brute  force  clash,  but  where  a  totally  disordered  situation  in  which 
everybody  was  fighting,  you've  got  to  separate  them. 

You  know,  police  action  like  in  mobs,  you  may  agree  that  Viet  Nam  is  bad, 
but  a  riot  that  occurs  in  the  middle  of  an  anti-Yiet  Nam  demonstration  has  to 
be  settled  somehow  or  other.  It  may  be  settled  well  or  badly,  but  there  are  times 
when  police  action  is  probably  appropriate.  It  is  probably  police  action  rather 
than  treatment. 

Mr.  Thorpe.  Thank  you,  Doctor. 

Edward  Kaufman,  called  as  a  witness  by  the  Plaintiffs,  being  first  duly  sworn, 
testified  as  follows : 

DIRECT   EXAMINATION   BY   MS.   THORPE 

Q.  Dr.  Kaufman,  what  is  your  profession? 

A.  I  am  a  physician  and  a  specialist  in  psychiatry. 

Q.  Where  did  you  receive  your  residency  training  in  psychiatry? 

A.  Columbia  Presbyterian  Hospital  and  the  New  York  State  Psychiatric 
Institute. 

Q.  Have  you  been  certified  by  the  American  Board  of  psychiatry  and  Neu- 
rology in  psychiatry. 

A.  Yes. 

Q.  Have  you  completed  training  as  a  psychoanalyst  as  well? 

A.  Yes ;  at  Columbia  Psychoanalytic  Institute. 

Q.  Do  you  presently  hold  any  academic  appointments? 

A.  Yes.  I  am  a  collaborating  psychoanalyst  at  the  Columbia  Psychoanalytic 
Institute  and  a  Clinical  Professor  at  Mount  Sinai  College  of  Medicine. 

Q.  Have  you  held  other  academic  positions  in  the  past? 

A.  Yes.  I  have  previously  had  academic  positions  at  Albert  Einstein  College  of 
Medicine  and  at  the  College  of  Physicians  and  Surgeons  of  Columbia  University. 
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Q.   Have  you   also  been  associated  with   the  New  York   State  Psychiatric 

Institute?  ,  ,.      ,<      -. 

A.  Yes.  Besides  my  residency  training  there  for  one  year,  I  was  the  director 

of  an  in-patient  unit. 

Q  Have  you  worked  as  a  psychiatrist  in  any  prison  systems? 

A  Yes  I  was  the  chief  of  psychiatric  services  at  the  Lewisburg  Penitentiary, 
and  I  was  the  director  of  prison  health  services  for  the  New  York  City  prison 

system 

Q    And  at  the  present  time,  do  you  have  any  other  professional  responsibilities? 

A  Yes.  I  am  the  chairman  of  the  American  Psychiatric  Association  district 
branch  committee  on  prisons,  and  I  am  the  chairman  of  the  Columbia  Psycho- 
analytic Association's  committee  on  psychoanalysis  and  community  psychiatry. 

In  addition,  I  am  employed  as  the  chief  psychiatrist  at  the  Lower  East  Side 
Service  Center  in  New  York  City. 

Q.  Dr.  Kaufman,  have  you  visited  the  Goshen  Annex? 

A.  Yes. 

Q.  When  was  that? 

A.  April  16th  of  this  year. 

Q.  Did  you  make  that  visit  at  my  request? 

A.  Yes. 

Q.  Did  you  visit  Wing  1  when  you  were  there? 

A.  Yes. 

Q.  Did  you  inspect  the  isolation  rooms  in  Wing  1? 

A.  Yes. 

Q.  Now,  I  show  you  Plaintiffs'  Exhibit  5-1  in  evidence  which  are  photographs 
of  a  room  on  Wing  1.  Is  this  a  picture  of  one  of  the  rooms  which  you  saw? 

A.  Yes. 

Q.  Is  there  any  difference  between  the  room  pictured  in  that  exhibit  and  the 
rooms  that  you  saw? 

A.  Well,  at  least  two  of  the  rooms  I  saw  had  a  picture  drawn  on  the  wall, 
which  I  guess  could  best  be  described  as  psychedelic  art,  and  I  don't  see  those 
pictures  there. 

Q.  Describe  further  what  you  saw  on  the  walls  when  you  were  there,  please. 

A.  Well,  it's  a — the  one  picture  that  stands  out  in  my  mind  was  that  of  a 
face,  multicolored,  with  a  kind  of  distorted,  disturbed  expression  on  the  face. 

Q.  Did  you  examine  any  of  the  boys  who  were  confined  at  Goshen? 

A.  Yes. 

Q.  How  many  did  you  examine? 

A.  Three. 

Q.  Did  the  institution  make  available  to  you  the  case  files  for  each  of  the  boys 
you  examined? 

A.  Yes. 

Q.  Did  you  review  the  case  file,  each  case  file,  in  connection  with  your  exam- 
ination of  each  boy? 

A.  Yes. 

Q.  Now,  I  show  you  Plaintiffs'  Exhibit  7-7,  Exhibit  7-8  and  Exhibit  7-9 
marked  for  identification.  Please  look  at  them  and  tell  me  if  they  are  copies 
of  the  portions  of  the  material  which  you  examined. 

A.  I  have  seen  all  of  these  before. 

Q.  Doctor ■ 

The  Court.  You  said  it  was  not  a  prison,  Doctor.  What  do  you  mean  by  that? 

The  Witness.  Well,  I  don't  believe  that  it  is  legally 

The  Court.  You  mean  they  are  free  to  leave? 

The  Witness.  No.  I  think  I  said  "prison"  as  a  slip,  because  I  basically  ex- 
perienced it  as  a  prison,  but  I  think  it  is  not  actually  termed  a  prison.  It  is  a — 
what  is  it  called?  State  school? 

Ms.  Thorpe.  Training  school. 

The  Witness.  Training  school. 

Q.  Now,  Plaintiffs'  Exhibit  7-10,  which  has  been  previously  marked  for  identi- 
fication, indicates  that  Vincent  was  held  in  isolation  on  April  15,  1974  for  a 
period  of  seven  hours  and  fifty  minutes. 

A.  Yes. 
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Q.  Now,  you  testified  that  you  were  there  on  the  16th  of  April,  so  that  it  is 
the  day  before  your  visit. 

A.  Right. 

Q.  As  a  result  of  your  examination  of  Vincent,  did  you  make  any  findings  as 
to  the  effect  on  him  of  being  held  in  isolation? 

A.  Yes.  My  feeling  was  that  it  was  basically  a  disturbing  experience  for  him, 
that  particularly  when  the  door  was  first  locked  it  made  him  become  much  more 
disturbed,  and  it  made  him  feel  much  more  out  of  control,  so  that  he  started 
banging  his  head  at  that  point. 

A  little  while  later,  he  became  very  depressed,  and  he  had  thoughts  of  sui- 
cide. He  actually  contemplated  hanging  himself  with  some  shoelaces  which  he 
said  were  in  the  room  at  that  time. 

So  that  basically  it  was  a  disturbing  experience  for  him,  which  excited  him 
more  and  made  him  go  out  of  control  rather  than  quieting  him  down. 

Q.  On  the  basis  of  your  examination  of  Vincent  and  review  of  his  record  as 
well  as  your  training  and  experience,  what  is  your  opinion  as  to  the  conse- 
quences of  those  effects  for  his  treatment  or  rehabilitation? 

A.  That  basically  they  are  antitherapeutic  for  him,  that  they  tend  to  increase 
his  anger  and  his  hostility  toward  the  institution  as  a  whole,  that  they  tend 
to  impair  his  ability  to  participate  in  treatment  programs  in  the  future,  that 
they  impair  his  sense  of  autonomy  and  his — impair  his  urges  toward  self- 
reliance  and  self-development,  that,  for  instance,  after  he  quieted  down  they 
may  have  induced  some  temporary  ability  to  handle  himself  but  that  in  the 
long  run  they  probably  bring  about  a  lot  of  hostility  and  give  him  a  feeling  of 
depending  on  controls  from  the  outside  rather  than  developing  his  own  sets 
of  controls. 

Q.  Now,  Doctor,  Plaintiffs'  Exhibit  1-141B,  dated  August  3,  1973,  reads  as 
follows — it  is  a  memo  to  the  A.  C.  from  James  Larsen,  pertaining  to  this  same 
boy,  Vincent  P. : 

"This  boy  has  not  responded  to  supervision  today.  He  runs  his  mouth  and  does 
not  listen  to  anything  you  say.  Boy  picked  up  two  bad  logs,  one  for  kicking 
basketball  and  the  other  for  coming  out  of  his  room  without  permission." 

Now,  Exhibit  1-141C  in  evidence  is  dated  the  same  date,  August  3,  1973,  to 
A.  C.  from  Mr.  Dean : 

"Student  placed  in  detention  per  HCCW.  At  9  :30  student  became  violent  and 
abusive,  attempting  to  break  up  room  by  kicking  and  banging  on  door,  uttering 
profanities,  in  so  doing.  At  9  :35  student  placed  in  RC  and  given  medication  to 
cahn  him." 

Now,  Vincent's  medical  card,  which  is  Exhibit  4-40  in  evidence,  shows  that  the 
medication  given  was  an  intramuscular  injection  of  thorazine. 

Exhibit  1-141  shows  that  the  boy  was  in  room  confinement  for  twenty-two  and 
a  quarter  hours  as  a  result  of  this  incident. 

The  Court.  What  date  is  that? 

Ms.  Thorpe.  This  is  in  August  of  1973,  your  Honor. 

Q.  [Continuing.]  In  your  opinion,  was  placing  Vincent  in  isolation  an  appropri- 
ate response  on  the  part  of  the  institution  from  the  point  of  view  of  his  treat- 
ment needs  in  that  instance? 

A.  I  don't  think  so.  I  think  that  what  it  does  is,  it  sort  of  communicates  to  him 
that  people  are  not  capable  of  really  dealing  with  him,  of  not  really  understand- 
ing what  is  going  on  and  that  they  are  sort  of  giving  up  and  locking  him  up  be- 
cause they  really  don't  know  how  to  deal  with  him  at  that  point. 

Q.  Doctor,  if  an  epileptic  becomes  emotionally  upset,  is  there  an  increased  risk 
of  an  epileptic  seizure? 

A.  Yes.  There  certainly  is. 

Q.  Now,  Plaintiffs'  Exhibit  1-174B  pertaining  to  the  same  boy  reads  as  fol- 
lows— it  is  dated  November  24,  1973,  and  it  is  a  memo  to  the  A.  C.  from  B 
Simpson : 

"This  a.m  before  anyone  was  called  up  to  recreation,  Vincent  came  out  of  his 
room  with  a  lot  of  lip  service.  When  I  told  him  to  get  back  in  his  room  he  told 
me  to  go  to  hell." 

A  note  at  the  top  of  the  memo,  "Placed  in  detention  at  time  he  verbally  at- 
tacked Wing  1  staff  and  refused  to  comply  with  detention  regulations." 

I  am  sorry — I  can't  read  the  rest  of  it. 
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Now,  Exhibit  1-174-C  of  the  same  date  reads  as  follows— it  is  to 
Mr.  Kozykowski : 

••When  I  returned  to  the  wing  after  bringing"— another  boy— 'to  see  you, 
Vincent  had  trouble  with  Mr.  Simpson,  even  telling  him  to  go  to  hell.  He  asked 
me  how  long  he  had  to  stay  in  his  room,  as  he  couldn't  fight  it.  I  told  him  he  had 
to  square  himself  with  Mr.  Simpson.  Then  he  said  Mr.  Simpson  was  a  trouble 
maker.  I  then  called  Mr.  Ferarra  to  come  and  get  him." 

Exhibit  1-174-D  of  the  same  day,  a  memo  to  the  A.C.  from  PRB,  reads : 

"11  -05  placed  in  R.C.  11 :30,  chair  and  desk  removed  from  room.  Student  threw 
chair  admittedly  with  arrogant  attitude.  11 :50,  student  banging  on  door  con- 
tinuously after  being  placed  in  restraint  and  shot  administered  by  nurse  to  calm 
student  down.  12  :05,  restraints  removed." 

And  then  it  goes  on  to  talk  about  the  rest  of  the  day. 

Now,  Exhibit  4-^0,  which  is  Vincent's  medical  card,  again  indicates  that  the 
shot  administered  by  the  nurse  was  thorazine. 

On  this  occasion,  Plaintiffs'  Exhibit  1-174  shows  that  the  boy  was  held  in 
room  confinement  for  twenty-six  hours. 

In  your  opinion,  was  placing  Vincent  in  isolation  an  appropriate  response  on 
the  part  of  the  institution  from  the  point  of  view  of  his  treatment  needs? 

A.  Again  I  would  have  to  say  no.  I  think  that  in  addition  to  the  similarities 
between  this  and  the  previous  incident,  that  is,  that  it  confirms  that  it  is  difficult 
for  him  to  establish  his  own  controls  and  that  he  requires  other  controls  on  some 
of  the  other  things  that  I  have  mentioned. 

It  is  also  an  example  of  how  situations  are  escalated  through  a  lack  of  thera- 
peutic interaction  might  be  able  to  solve  it,  and  they  continue  to  escalate  until 
the  boy  is  on  the  verge  of  going  out  of  control,  and  then  he  is  placed  in  isolation, 
and  then  once  again  the  isolation  serves  to  disturb  him  further  rather  than 
quiet  him  down,  that  it  makes  him  go  out  of  control. 

The  Court.  What  is  this  going  out  of  control?  I  don't  understand  that.  Several 
witnesses  have  used  that.  The  term  has  never  been  defined.  What  is  this  going 

out  of  control? 

The  Witness.  Well,  for  him  it  is  banging  his  head  on  the  door.  It  is  picking 
up  the  chair  and  throwing  it  aganst  the  walls.  It  is,  you  know— it  is  not  being 
capable  of  communicating  rationally  but  rather  only  capable  of  flailing  out  help- 
lessly and  perhaps  destructively. 

The  Court.  All  right. 

Q.  Doctor,  in  your  opinion  should  isolation  ever  be  used  for  Vincent,  specifically? 

A.  Well,  I  think  that  situations  could  be  avoided  so  that  this  kind  of  escalation 
did  not  occur,  so  that  the  situation  should  never  exist  that  isolation  should  have 
to  be  used  for  him,  that  situations  can  be  avoided  which  provoke  him  to  a  point 
where  he  is  seemingly  out  of  control. 

Q.  Could  isolation  ever  be  a  therapeutic  experience  for  him? 

A.  I  think  that  it  might  be,  for  a  very  short  period  of  time. 

Q.  How  short  a  period  of  time? 

A.  Half  hour  to  an  hour.  Maybe  even — maybe  fifteen  minutes. 

The  Court.  What  do  you  mean  by  "therapeutic"  in  that  sense? 

The  Witness.  Well,  I  think  that  I  could  conceive  of  a  time  where  his  being 
placed  in  a  room  like  that  might  help  him  establish  controls.  I  would  also  want 
to  try  to  resolve  the  solution  through  interaction  with  another  human  being. 
You  know,  I  would  prefer  to  have  somebody  sitting  in  the  room  with  him.  I  am 
not  sure  if  that  would  be  called  isolation  or  not  at  that  point.  But  if  he  were  to 
be  in  that  room,  I  think  the  effect  of  someone  going  in  the  room  and  being  with 
him  could  frequently  help  him  establish  controls. 

Q.  All  right.  So  you  are  not  talking,  then,  about  being  confined  alone  in  a 
room,  but  you  are  talking  about  having  somebody  with  him,  away  from,  say, 
the  peer  group  in  the  institution? 

A.  Yes. 

Q.  In  reviewing  Vincent's  case  file,  did  you  find  any  individualized  treatment 
plan  which  had  been  formulated  for  him  which  incorporated  a  plan  for  the 
utilization  of  isolation? 

A.  No ;  there  was  no  treatment  plan  that  discussed  the  use  of  isolation  in 
his  case,  at  all. 

Q.  Did  you  find  any  treatment  plan  formulated  for  him? 
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A  I  didn't  find  what  I  would  consider  a  treatment  plan,  that  is,  I  didn't  find 
some  attempt  to  gather  data  from  all  of  the  people  who  had  been  working  with 
him  in  the  institution  and  pulling  that  data  together  so  that  there  was  a  general 
synthesized  treatment  plan  that  everybody  could  agree  on  and  that  everybody 
could  follow  through  on. 

There  were  some  treatment  recommendations,  however,  that  I  did  read  in  his 
file  and  they  were  generally  very  brief  and  dealt  quite  generally. 

I  could  read  three  of  them.  They  are  each  one  sentence  long.  One,  on  10/12/73  : 
"He  needs  constant  reassurance,  redirection  and  support." 

Another,  on  12/12/73:  "He  requires  a  lot  of  emotional  support,  understand- 
ing and  acceptance."  .      .  4i+v         .  .  . 

And  a  third,  by  a  Mr.  Nelson— I  could  not  find  the  date :  "He  will  need  firm- 
ness, gentle  but  not  overprotective." 

Q.  In  your  opinion,  would  placing  Vincent  alone  in  a  room  be  consonant  with 
any  of  the  treatment  suggestions  that  you  found  in  the  record? 

A.  No.  I  felt  that  it  would  be  the  opposite. 

Q.  Was  a  boy  by  the  name  of  Fred  R.  one  of  the  boys  that  you  examined? 

A.  Yes. 

Q.  And  that  was  on  April  16th  that  you  examined  him  of  this  year? 

A.  Yes. 

Q.  What  was  the  diagnosis  of  Fred? 

A.  An  adolescent  adjustment  reaction  with  a  possible  underlying  schizophrenia. 

Q.  In  your  opinion,  is  Fred  a  boy  who  is  in  need  of  treatment? 

A.  Yes.  Here,  too,  Fred  is  someone  who  has  a  great  deal  of  difficulty  in  getting 
along  with  his  peers.  I  think  he  has  somewhat  less  in  the  way  of  overt  anxiety 
than  Vincent.  He  has  a  lot  of  difficulty  in  some  of  the  basic  social  skills  and  in 
being  able  to  function,  for  instance,  a  school  situation.  He  also  has  some  tendency 
to  withdraw  from  reality  and  to  have  a  hallucinatory  kind  of  experience.  That 
is  that  he  hears  voices  that  are  not  there,  and  this  can  be  an  ominous  sign  that 
there  is  a  very  dangerous,  difficult  underlying  schizophrenic  process  that  may 
become  manifest  later. 

Q.  Plaintiffs'  Exhibits  7-11  and  7-19.  previously  marked  for  identification, 

which  have  been  shared  with  Mr.  Hoffman,  show  that  between  February  20, 

_1974  and  February  24,  1974,  Fred  was  confined  to  a  room  on  Wing  1  as  follows: 

On  February  20*,  1974,  he  was  in  detention  status  for  seven  hours  for  profanity 
to  a  teacher. 

On  February  21,  1974.  he  was  placed  in  isolation  at  eight  a.m.  for  "school  prob- 
lem of  2/20".  the  day  before,  for  seven  hours.  At  three  o'clock,  his  status  was 
changed  to  Wing  1,  and  he  remained  in  the  isolation  room  until  6  :40  p.m.,  when 
he  was  allowed  ont  to  watch  TV  for  one  hour  and  twenty  minutes. 

At  eight  p.m.  he  was  returned  to  his  room  and  was  not  out  of  it  again  until 
5  :45  p.m.  on  February  22nd.  the  following  day,  to  shower  and  watch  TV. 

He  was  returned  to  his  room  at  eight  p.m.  and  remained  there  until  close  to 
one-thirty  p.m.  on  February  2Gth,  when  the  following  incident  took  place.  This 
is  Exhibit  7-16,  marked  for  identification.  This  is  a  memo  dated  February  23rd, 
a  memo  to  the  AC  from  P.  R.  Berthoff. 

"Student  came  out  of  room,  requested  to  see  his  social  worker.  When  I  ex- 
plained that  there  were  nr>  social  workers  working,  boy  came  out  of  his  room 
and  sat  on  the  bench.  At  this  point,  I  went  down  to  talk  with  Fred,  but  he  was 
unreceptive  and  started  to  walk  up  the  hallway  to  leave  Wing  1.  Mr.  Salada 
stood  in  the  hallway,  at  which  point  student  told  him  to  move.  The  second  time, 
the  student  pushed  Mr.  Salada  and  made  the  statement,  'Go  ahead  and  hit  me.' 
and  pushed  him  again,  at  which  point  both  Mr.  Salada  and  myself  grabbed 
student  to  restrain  his  aggressive  action.  Proceeded  to  take  Fred  to  his  room, 
where  he  subsided  himself  momentarily ;  then  he  thrust  his  knee  up  in 
Mr.  Salada's  groin,  at  which  point  student  was  placed  in  bed,  and  Mrs.  Lunney 
administered  a  shot.  Student  continued,  and  restraints  were  placed  on  student. 
"Tried  to  speak  with  Fred,  but  he  was  very  negative  and  threatening,  stating 
he  would  get  even.  He  was  then  confined  to  his  room  for  the  remainder  of  Feb- 
ruary 23rd.  and  on  February  24th  until  1:50  p.m.,  when  he  was  permitted  to 
watch  TV  for  one  hour  and  ten  minutes. 

"He  was  allowed  to  watch  TV  for  another  fifteen  minutes  between  eight  and 
eight-fifteen  p.m.  and  then  confined  to  his  room  until  8  :30  a.m.  on  February  25th, 
when  he  went  to  school." 
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Now,  that  is  a  period  of,  roughly,  ninety-eight  hours  in  isolation  in  a  five-day 
period.  Did  you  discuss  this  period  of  isolation  with  Fred? 
A.  Yes ;  I  did. 

Q.  As  a  result  of  your  examination  of  him,  did  you  make  any  findings  as  to 
the  effect  of  this  period  of  isolation  on  him? 

A.  I  felt  that  it  was  one  which  was  very  disturbing  to  him.  It  increased  a  lot 
of  his  angry  and  aggressive  thoughts  to  the  people,  to  the  workers  in  the  insti- 
tution, but  also  it  made  him  think  of  a  lot  of  his  anger  at  his  own  father. 

He  experienced  some  feelings  of  going  crazy  in  there,  which  he  was — he  did 
not  actually  go  crazy,  but  he  felt  like  he  was  going  to  go  crazy.  On  this  particular 
time  he  did  not  report  any  auditory  hallucinations  in  isolation.  However,  he  did 
discuss  with  me  that  on  a  previous  time  in  isolation  he  had  had  adultery  haluci- 
nations,  so  that  I  felt  that  here  again  an  incident  which  started  out  as  a  relatively 
minor  one,  that  is,  some  school  problems,  escalated  into  his  being  put  into  isola- 
tion and  then  his  being  put  into  isolation  escalated  into  a  pretty  difficult  kind 
of  physical  encounter. 

I  think  that  this  certainly  must  have  had  a  very  strong  effect  on  alienating 
him  from  therapeutic  effort. 

Q.  Now,  in  your  opinion,  would  isolation  ever  be  therapeutic  for  Fred?  By 
"isolation"  again,  I  mean  confinement  alone  in  a  room. 

A.  It  should  never  be  necessary.  The  situation  should  never  be  escalated  to 
the  point  where  that  is  needed,  and,  again,  it  is  something  that  always  should 
be  able  to  be  worked  out  with  him  being  with  one  person  in  a  room,  particularly 
someone  that  he  trusts  and  has  a  therapeutic  feeling  towards. 

Q.  In  yomr  opinion,  would  subjection  to  isolation  help  or  hinder  Fred's  rein- 
tegration into  the  community  upon  his  release? 

A.  Well,  I  feel  it  would  hinder  it.  I  think  it  increases  his  hostility,  and  it  also 
does  not  help  him  build  inner  controls.  It  emphasizes  outer  controls. 

Q.  In  reviewing  Fred's  case  file,  did  you  find  any  individualized  treatment 
plan  which  has  been  formulated  for  him  which  incorporated  the  plan  for  the 
use  of  isolation? 
A.  No. 

Q.  Did  you  find  any  treatment  plan  at  all? 

A.  Here  I  found  much  less  of  any  kind  of  treatment  recommendation  than  I 
did  in  the  previous  case.  There  was  one  statement  which  was  a  therapeutic 
recommendation,  which  was  made  by  Dr.  Sawi,  which  I  will  quote: 

"I  think  that  psychotherapy  might  be  of  value  in  revealing  further  psycho- 
dynamics  that  are  playing  a  role  in  his  aggression." 

Q.  Is  there  any  indication  in  the  record,  in  the  materials  that  you  have  re- 
viewed that  Fred  received  psychotherapy  ? 

A.  No,  and  that  this  experience  in  isolation  is  one  which  would  not  help  him 
solve  his  hostility  at  all  but  which  would  perpetuate  his  being  a  verv  hostile 
person. 

Q.  Was  a  boy  by  the  name  of  Anthony  A.  the  third  boy  whom  you  examined  at 
Goshen  ? 
A.  Yes. 

Q.  In  your  opinion,  is  Anthony  a  boy  in  need  of  treatment? 

A.  Yes. 

Q.  What  would  that  be? 

A.  Anthony,  too,  has  a  great  deal  of  difficulty  relating  to  his  peers,  particulars 
in  a  non-violent  way.  He  has  a  lot  of  difficulty  in  participating  in  a  school  situ- 
ation and  in  benefiting  from  it  and  a  lot  of  difficulty  establishing  any  kind  of  vo- 
cational niche  for  himself. 

Q.  Plaintiffs'  Exhibit  7-20  previously  marked  for  identification  and  shared  with 
Mr.   Hoffman,  which  is  the  Goshen  room  confinement  report  for  Anthony  A 
dated  February  10,  1974,  indicates  the  following.  I  am  reading  a  memo  dated 
February  10th 

Mr.  Hoffman.  Your  Honor,  If  I  may,  I  move  that  these  documents  be  placed  in 
evidence,  because  counsel  is  reading  from  documents  that  are  not  in  evidence 

Ms.  Thorpe.  I  will  be  happy  to  introduce  them  into  evidence,  your  Honor 

The  Court.  All  right. 

Mr.  Hoffman.  So  that  we  have  them  all  in.  All  of  the  documents  that  have 
been  referred  to. 


83-303—77 14 


190 

The  Court.  All  of  the  "7"  series. 

Mr.  Hoffman.  The  "7"  series. 

Ms.  Thorpe.  All  of  the  "7"  series. 

The  Court.  All  right.  What  are  the  numbers? 

Ms.  Thorpe.  7-1  through.  I  believe.  7-24.  is  it? 

Mr.  Hoffman.  I  meant  the  documents  that  the  witness  was  referring  to  in  his 
testimony. 

The  Court.  "Well,  we  might  as  well  get  them  all  in  if  they  are  going  to  go  in  at 
this  point  rather  than  separate  the  series.  7-1  to  what? 

Ms.  Thorpe.  To  7-26,  your  Honor. 

The  Court.  All  right. 

Is  there  any  objection  to  this  series? 

Mr.  Hoffman.  No. 

The  Court.  All  right.  Received. 

(Plaintiffs'  Exhibits  7-1  to  7-26,  inclusive,  for  identification  were  received  in 
evidence. ) 

The  Court.  All  right.  Proceed. 

Q.  The  memo  dated  February  10,  1974,  is  a  memo  to  the  A.  C,  P.  Boyce,  refer- 
ring to  Anthony  A. 

"At  four  o'clock,  wash-ups  was  called.  This  student  refused  to  wash  up,  claim- 
ing that  he  washed  up  before  3-11  tour  came  on  duty.  Anthony  was  told  that 
everyone  on  the  wing  has  to  wash  up  for  evening  meal.  Student  refused  to  wash 
up  again  and  went  to  sit  down  in  the  TV  area.  He  was  then  told  to  take  it  down 
to  the  end  of  the  hallway  and  stand.  He  refused  and  said  no  one  was  going 
to  make  him  stand.  The  HCS  was  called.  Mr.  Kozykowski  came  up  to  the  wing 
and  spoke  to  the  student  for  about  fifteen  minutes.  Mr.  Kozykowski  sent  Anthony 
back  to  me  to  try  and  clear  the  incident  up.  I  spoke  to  Anthony  again,  telling 
him  that  we  as  staff  have  a  daily  routine  that  we  have  to  follow,  and  he,  like 
all  other  students  in  the  program,  have  to  do  what  they  are  told  and  follow 
program  rules  and  routines.  Again  Anthony  refused  to  comply.  Made  threat 
about  what  he  would  do  if  someone  tried  to  take  him  to  Wing  1. 

"After  refusing  to  walk  down  to  Wing  1,  after  refusing  to  do  everything  else 
he  was  told,  Anthony  was  completely  negative  and  tried  to  use  a  chair  when 
being  removed  from  his  room.  Restraints  applied  on  Wing  5  and  reapplied  in 
RC  Room  Number  1,  and  student  given  an  injection  when  he  failed  to  calm  down." 

Now,  the  medical  report  following  shows  that  the  boy  was  given  50  milligrams 
of  thorazine  intramuscularly. 

Now.  as  a  consequence,  Anthony  was  held  in  isolation  for  a  period  of  nineteen 
and  three-quarter  hours. 

As  a  result  of  your  examination  of  the  boy.  did  you  make  any  findings  as  to 
the  effect  on  Anthony  of  the  isolation  experience? 

A.  Yes.  Anthony  was  given  an  injection  of  thorazine,  I  believe,  almost  imme- 
diately upon  entering  isolation,  so  that  his  initial  responses  were  colored  by  the 
thorazine,  and  he  felt  that  he  was  unable  to  breathe  and  that  he  had  no  strength 
that  he  could  not  even  get  up,  and  he  felt  like  he  was  going  to  die. 

When  the  thorazine  wore  off,  he  felt,  like  he  was  going  to  go  crazy,  and  he 
also  experienced  some  suicidal  feelings,  and  he  experienced  a  great  deal  of 
pessimism  about  the  world.  He  felt  that  nobody  really  cared  about  anybody 
in  the  world  at  that  point. 

I  think,  too.  that  again  there  was  a  reaction  to  the  circumstances  that  led  up 
to  this,  that  because  he  did  not  wash  his  hands,  a  power  struggle  resulted  which 
esi  alated  again  into  a  very  brutal  struggle,  and  I  believe  that  I  read  in  his  record 
that  at  one  point  it  took  six  people  to  ultimately  restrain  him. 

So  that  a  fight  over  washing  his  hands  led  to  needing  six  people  to  quiet 
him  down  physically. 

Q.  What  consequences  would  that  experience  have  for  his  treatment  and 
rehabilitation? 

A.  I  think  it  increases  his  anger.  I  think  it  increases  his  distance  from  the 
helping  people  in  the  institution.  I  think  it  tends  to  make  him — that  when  it 
works,  when  it  quiets  down,  it  makes  him  passive  and  compliant,  but  again 
only  immediately,  and  that  it  builds  up  a  long-term  hostility  to  any  attempts 
to  help  him. 

Q.  Did  you  find  in  Anthony's  case  file  any  treatment  plan  which  had  been 
formulated  for  him  which  incorporated  a  plan  for  the  use  of  isolation? 

A.  No. 
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Q.  Did  you  find  any  treatment  plan  at  all? 

A.  1  really — There  were  his  psychiatric  evaluations  and  a  psychological  evalua- 
tion in  his  record.  One  psychiatric  evaluation  recommended  that  Stelazine,  which 
is  a  thorazine-like  medicine,  be  discontinued  during  the  day. 

Another  evaluation  on  the  basis  of  psychological  tests  suggested  that  he  might 
have  epilepsy,  which  is  a  diagnosis  that  you  really  can't  make  on  psychological 
tests.  And  they  did  demonstrate  that  he  had  a  great  need  for  affection.  But 
there  really  was  no  synthesized  treatment  plan  at  all,  and  there  was  essentially 
nothing  in  the  way  of  a  treatment  plan  recommendation. 

Q.  Doctor,  in  the  course  of  your  career,  have  you  had  occasion  to  observe  and 
examine  other  people  who  were  subjected  to  isolation  while  in  institutions? 

A.  Yes. 

Q.  How  many  such  people  would  you  say  you  have  examined  and  observed? 

A.  Well,  I  have  observed  hundreds  of  such  people,  and  I  have  examined  quite 
a  few. 

Q.  On  the  basis  of  your  training  and  experience  with  people  who  have  been 
subjected  to  isolation,  do  you  have  an  opinion  as  to  whether  isolation  has  an  ef- 
fect on  persons  on  whom  it  is  imposed  in  institutions? 

A.  Well,  I  found  that  in  the  majority  of  cases  that  it  really  increased  their 
hi  utility  to  the  institution  and  alienated  them  from  any  attempts  to  help  the 
institution. 

There  are  other  kinds  of  effects  from  isolation,  too.  Isolation  is  a  form  of 
sensury  deprivation,  and  I  realize  that  it  is  a  very  relative  form  as  it  is  in  the 
institution,  but  relative  forms  of  sensory  deprivation  can  be  very  damaging  to 
people.  There  is  a  syndrome  of  sensory  deprivation  which  can  occur  when  some- 
body goes  on  a  long  train  ride  by  themselves,  for  instance. 

So  that  the  kind  of  sensory  deprivation  that  exists  in  the  isolation  cell  is 
certainly  more  intense  than  what  somebody  would  experience  upon  a  long  train 
ride. 

And  in  some  of  the  individuals  that  I  have  examined  in  other  institutions 
there  has  been  a  really,  really  serious  psychological  disturbance,  which  has 
to  be  described  as  a  sensory  deprivation  kind  of  experience,  in  which  these  peo- 
ple became  disoriented,  confused,  hallucinated,  suicidal  and  even  upon  leaving 
the  isolation  cell,  some  of  these  changes  continued. 

Actually,  people  have  measured  brain  waves  on  people  in  these — this  kind  of 
experience,  and  they  show  brain  wave  changes  which  can  persist  for  several 
hours  after  somebody  leaves  such  a  cell. 

Q.  Have  you  ever  observed  the  use  of  isolation,  in  and  of  itself,  to  constitute 
effective  treatment? 

A.  Never  in  and  of  itself. 

Q.  In  your  opinion,  could  it? 

A.  Not  in  and  of  itself,  no. 

Q.  Have  you  ever  observed  the  use  of  isolation  to  have  a  successful  effect 
from  the  point  of  view  of  furthering  a  person's  treatment  or  rehabilitation? 

A.  Only  with  overtly  psychotic  patients,  and  there  only  temporarily.  But  in 
the  long  run  it — with  the  kind  of  individuals  that  I  saw  at  Goshen,  it  would 
never  further  their  treatment. 

Q.  Doctor,  I  am  going  to  read  to  you  from  Plaintiffs'  Exhibit  2-1G  pertaining 
to  a  boy  by  the  name  of  Alvin  Morrison.  Now,  this  is  not  a  boy  that  you  have 
examined,  is  it? 

A.  No. 

Q.  This  is  dated  July  24,  1973.  Memo  to  A.C.  from  Mr.  Sweeney. 

"Subject  was  verbally  reported  this  a.m.  for  poor  work  habits.  He  has  a 
lackadaisical  attitude  that  he  can  do  as  he  wishes.  I  counseled  Alvin  on  de- 
tail about  his  worked  habits  and  frequent  breaks  and  that  if  they  did  not  im- 
prove I  would  remove  him  from  off-campus  privileges. 

"He  replied,  'I'm  no  jet.  I'll  work  the  way  I  want  to  work.  Mr.  Bertholf  can 
do  it  better.  Let  him  come  down  here  and  do  it.' 

"Subject  continued  poor  work  habits,  sitting  on  several  occasions.  At  10:20 
a.m.,  he  said,  'I'm  all  through.  I  quit  for  the  morning.  I'm  not  killing  myself 
around  here  any  more.  Why  don't  you  do  it?'  I  told  him  to  get  his  clothes  and 
that  we  were  going  to  Wing  1.  He  replied,  'I'm  not  going  to  Wing  1.  You  can 
tell  that  to  Mr.  Bertholf.  He'll  have  to  take  me  there.' 

•'He  was  working  in  his  personal  shoes.  I  also  noticed  he  had  a  new  pair  of 
work  pants,  which  probably  belonged  to  a  new  admission.  Verbal  to  Mr.  Bert- 
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holf,  who  also  removed  him  from  area.  He  has  an  arrogant,  belligerent  attitude 
when  spoken  to.  Recommend  removal  from  off-campus  list  and  return  through 
me." 

There  is  a  note  in  another  handwriting : 

"I  talked  to  Morrison,  placed  in  detension,  and  I  agree  with  removal  of  off- 
campus  and  have  it  returned  via  Mr.  Sweeney." 

Now,  Exhibit  3-8  shows  that  this  boy  was  in  isolation  for  ten  hours  and 
forty-five  minutes  on  that  day. 

In  your  opinion,  would  putting  a  boy  alone  in  a  room  for  that  period  of  time 
have  the  effect  of  helping  him  to  develop  good  work  habits  ? 
A.  I  doubt  it. 

Q.  Do  you  think  that  isolating  him  under  those  circumstances — or  what  effect 
do  you  think  that  isolating  him  under  those  circumstances  would  have  for  his 
treatment  or  rehabilitation? 

A.  Well.  I  think,  once  again,  it  increases  his  hostility  to  work.  I  think  if  he 
does  go  back  to  work,  he  would  probably  go  back  in  such  a  way  as  not  to  really 
try  to  benefit  from  the  work  or  really  get  into  the  work  but  rather  to  see  if 
he  can  pull  the  wool  over  the  authorities'  eyes  about,  you  know,  getting  away 
with  as  little  as  possible. 

You  know,  it  builds  in  a  kind  of  system  that  says,  "You  don't  really  have 
to  work  as  long  as  you  don't  get  caught  at  it,"  and  it  makes  them  again  angry 
and  more  hostile  to  the  institution  and  what  the  institution  is  trying  to  do 
for  him. 

Q.  Assume  after  the  child  is  placed  in  isolation  for  an  act  he  committed  the 
day  before;  what  conclusion  if  any  would  he  be  likely  to  draw  from  that? 

A.  Well,  that  is  always  very  confusing.  I  mean,  if  any  punishment  is  to  be 
applied  and  is  to  have  any  effectiveness,  it  really  has  to  come  as  close  to  the 
act  for  which  he  is  punished  as  possible. 

I  would  consider  one  day  too  much  of  a  delay  in  that  kind  of  a  situation. 
Q.  Doctor,  assume  that  a  boy  has  a  physical  fight  with  a  peer  and  has  been 
restrained  by   staff  from  further  combat.   Would   it   be  beneficial  or  harmful 
to  the  boy  to  place  him  in  isolation  at  that  point? 

A.  I  think  that  would  be  harmful.  I  think  the  ideal  way  to  deal  with  that 
is  to  get  him  away  from  the  fight,  to  have  him  talk  to  somebody  that  he  trusts 
and  to  make  some  attempt  to  undersand  why  he  is  fighing. 

Q.  Doctor,  I  show  you  Plaintiffs'  Exhibit  5-4,  which  are  photographs  of 
physical  restraints.  Have  you  seen  any  of  these  items  before? 

A.  Yes.  I  saw  the  plastic  restraints,  and  I  saw  the  handcuffs  at  Goshen.  I 
actually  had  them  put  the  plastic  cuffs  on  my  hands,  and  I  found  them,  you  know. 
extremely  uncomfortable.  Although  I  didn't  struggle  to  get  them  off,  there 
was  a  mark  on  my  hand  for  several  hours  afterwards. 

Q.  In  your  opinion,  would  the  use  of  these  restraints  be  beneficial  or  harmful 
for  boys? 

A.  I  think  that  particularly  the  plastic  cuffs  and  the  metal  cuffs  are  par- 
ticularly harmful.  I  think  that,  one  thing  they — I  mean,  they  only  control  one 
part  of  his  body  just  his  hands.  I  think  that  they  are  probably  very — it  is 
probably  very  frustrating  to  have  that  part  of  your  body  tied  to  something 
that  hurts.  Probably  a  lot  of  it — a  lot  of  other — it  would  probably  induce  a  lot 
of  other  flailing  around  of  the  body,  and  it  is  a  very  punitive  kind  of  thing. 

I  mean,  it  is  very  important  with  adolescents  to  try  to  teach  them  self  con- 
trols and  to  help  them  control  themselves,  but  when  you  use  something  like 
handcuffs,  I  think  you  really  prevent  your  basic  purpose. 

Handcuffs  are  really  associated  with,  you  know,  being  caught  for  a  crime  and 
being  taken  into  a  police  station,  and  I  think  that  there  would  be  very,  very 
negative  connotations  to  the  student  to  have  handcuffs  placed  on  him.  I  doubt 
very  much  if  he  would  ever  experience  them  as  something  helping  him  to  gain 
control  of  himself. 

Q.   Doctor,  what  is  the  principal  use  of  thorazine  in  psychiatric  practice? 
A.  Its  principal  use  is  for  psychotic  patients. 

Q.  Are  there  any  other  uses  which  you  would  say  are  professionally  accept- 
able? 

A.  Well,  there  are  some  other  very  technical  uses  that  I  don't  think  really 
concern  us  here.  They  are  uses  for  nausea  and  vomiting  and  an  entity  called 
porphyria,  which  I  don't  think  we  have  to  go  into. 

There  is  one  other  potential  use  of  it  that  is  not  as  well  established  as  in  the- 
treatment  of  psychotics,  and  that  is  in  the  treatment  of  neurotic  anxiety. 
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Tt  is  a  drug  that  I  will  use  with  people  who  have  a  history  of  addiction  to 
other  drugs,  because  it  is  not  basically  an  addicting  drug,  so  that  I  might  use 
it  to  trv  to  quell  the  desire  for  addicting  drugs. 

Q.  Are  there  side  effects  that  are  known  to  be  connected  with  the  use  of 
thorazine? 

A.  Yes. 

Q.  Would  you  please  name  some  of  them  for  us? 

A.  Well,  there  are  a  multitude  of  side  effects  with  thorazine.  There  are  some 
which  occur  quite  commonly  and  with  reasonably  low  doses,  you  know,  sort 
of  go  into  them  first.  One  is  drowsiness,  lethargy.  Sometimes  if  that  kind  of 
effect  is  carried  to  its  extreme,  it  can  inhibit  breathing. 

Another  side  effect  which  is  reasonably  common  is  skin  reactions.  You  can 
get  different  kinds  of  welts,  for  instance,  on  your  skin  from  it. 

Another  set  of  reactions  which  are  common  are  what  we  call  the  Parkinsonian- 
like  effects,  and  these  can  occur  with  a  single  dose.  These  induce  a  kind  of 
Parkinson\s  disease  in  the  individual  which  is  generally  temporary.  That  means 
that  they  walk  with  a  shuffling,  slow  gait,  that  their  face  shows  little 
expression. 

These  Parkinsonian  symptoms  can  sometimes  be  carried  to  an  extreme,  and 
we  have  things  that  we  call  an  oculo-gyric  crisis,  in  which  the  eyes  roll  all 
the  way  back  in  the  head,  and  opisthotonos,  in  which  the  neck  gets  pulled  all 
the  way  back,  and  people  will  stay  in  these  kinds  of  states  for  hours  unless 
they  are  given  the  specific  antidote. 

Another  reasonably  common  effect  is  what  we  call  orthostatic  hypotension, 
and  that  means  that  if  an  individual  is  lying  down  or  sitting  up  and  goes  to  a 
standing  position,  that  he  will  get  low  blood  pressure.  There  are  other  cardiac 
symptoms  which  can  result.  People  can  skip  a  heart  beat ;  they  get  changes 
in  their  electrocardiogram,  and  on  one  occasion  I  did  see  an  individual  whose 
heart  actually  stopped  from  one  dose  of  thorazine. 

Q.  Now.  is  there  a  difference  in  the  effect  of  thorazine  if  it  is  taken  orally 
as  opposed  to  intramuscularly? 

A.  Yes. 

Q.  What  is  the  difference? 

A.  If  it  is  taken  intramuscularly,  you  get  a  peak  blood  level  or  a  peak 
pharmacological  level  of  the  drug  which  is  ten  times  higher  than  the  peak 
that  you  get  if  the  drug  is  taken  orally.  So,  said  side  effects  I  am  talking  about, 
like  oculo-gyric  crisis  et  cetera,  or  low  blood  pressure,  are  ten  times  more  likely 
to  happen. 

Q.  Defendants  in  this  case  have  admitted  in  the  pretrial  order  that  it  is 
their  practice  to  obtain  "PRN"  orders  for  intramuscular  injections  of  thorazine 
to  be  administered  as  punishment  upon  inmates  at  Goshen. 

In  your  opinion,  is  such  a  practice  acceptable? 

A.  No. 

Q.  Why  not? 

A.  Well,  thorazine  is  a  very  potent  drug.  It  has  a  lot  of  very  strong  side  effects. 
There  are  a  lot  of  contraindications  to  giving  thorazine.  And  so  that  I  would 
never  give  thorazine  to  somebody  over  the  telephone  unless  I  had  done  a  very, 
very  thorough  evaluation.  I  would  want  to  know  a  lot  of  things  about  his  pre- 
vious medical  history.  I  would  want  to  know  a  lot  of  things  about  whether  he 
had  thorazine  or  any  similar  drug  like  that  before  and  what  its  effects  were. 
I  would  want  to  know  about  his  psychological  state.  I  would  want  to  know 
if  he  had  had  other  drugs  before.  I  would  want  to  know  a  great  deal  about  this 
individual  as  a  person  and  his  previous  medical  and  psychiatric  history. 

I  really  could  not  see  making  that  kind  of  determination  without  a  very 
extensive  evaluation. 

Q.  Who  would  give  an  authorization  for  administration  of  thorazine,  either 
orally  or  intramuscularly? 

A.  Well,  the  authorization  should  really  be  given  by  a  psychiatrist.  It  could 
be  given  by  a  qualfiied  physician,  but  only  after  a  thorough  examination  of  the 
individual. 

Q.  Assume  for  the  moment  that  a  youngster  is  acting  out  in  a  violent  manner 
at  the  time  that  he  is  admitted  to  an  institution  such  as  Goshen,  and  no  doctor 
is  present  at  the  time.  Would  current  medical  standards  sanction  the  use  of 
thorazine  to  calm  the  boy  without  a  physician's  authorization? 

A.  No.  Never. 
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Q.  Is  it  standard  medical  practice  to  indicate  in  a  patient's  record  why  a 
PRN  authorization  for  thorazine  is  being  given? 

A.  Yes. 

Q.  Reviewing  the  psychiatric  reports  and  medical  cards  of  the  three  boys  you 
examined  at  Goshen,  did  you  find  any  such  explanation  for  their  PRN  orders? 

A.  No.  Not  for  the  intramuscular. 

Q.  I  am  sorry.  That  is  my  question. 

A.  Yes. 

Q.  In  those  instances  in  which  thorazine  is  appropriate,  do  you  have  an 
opinion  as  to  whether  it.  should  be  given  orally  or  by  intramuscular  injection? 

A.  Well,  it  is  always  best  to  give  thorazine  orally.  There  are  much  less  risks 
when  you  give  thorazine  orally  than  when  you  give  it  intramuscularly. 

Q.  In  your  opinion,  should  a  PRN  order  for  the  use  of  thorazine  indicate  that 
it  should  be  given  orally  and  only  if  refused  by  the  patient  given  intramuscularly  ? 

A.  If  the  thorazine  is  being  given  as  part  of  an  ongoing  treatment  plan,  that 
would  be  a  way  that  a  prescription  might  be  written.  Any  PRX  order  that  I 
have  ever  written  for  thorazine  has  been  that  it  be  given  only  if  the  patient 
refuses  the  drug  orally. 

Q.  What  dosage  of  thorazine  should  be  prescribed  in  a  PRN  order  for  an 
adolescent  for  the  first  time? 

A.  Well,  I  am  almost  totally  against  PRN  orders  of  thorazine.  I  think  that 
they  have  to  be  a  part  of  an  integrated  treatment  plan.  Thorazine  has  some  im- 
mediate effects.  It  also  has  some  very  long-range  effects,  and  I  almost  never  give 
thorazine 

The  Court.  What  are  the  long-range  effects? 

The  Witness.  Well,  when  I  was  discussing  the  side  effects  of  thorazine  be- 
fore. I  mentioned  only  the  short-term  ones,  and  I  didn't  mention  any  of  the 
long-term  ones.  The  long-term  effects  include  that  it  can  dampen  the  production 
of  certain  blood  cells,  so  that  you  can  have  a  lack  of  white  cells  or  even  a  lack 
of  red  blood  cells.  It  can  cause  some  eye  damage  that  it  is  permanent.  It  can 
cause  an  entity  called  tardive  dyskinesia,  which  is  a  very  painful  kind  of  neuro- 
logical entity,  which  persists  sometimes  forever.  It  can  cause  hepatitis  and 
cirrhosis  of  the  liver. 

The  hepatitis,  by  the  way,  is  a  kind  of  medium-range  effect.  You  can  get 
hepatitis  after  only  two  weeks  on  thorazine. 

In  a  decision  to  administer  thorazine,  particularly  when  given  to  long-term 
psychotics,  it  has  some  beneficial  effects  on  a  long-term  basis.  That  is  that  it 
makes  some  changes  in  the  body's  basic  metabolism  that  seem  to  help  prevent  an 
acute  schizophrenic  episode.  So  that  if  somebody,  for  instance,  has  had  his 
schizophrenic  episodes,  I  might  give  them  oral  thorazine  for  a  year  after  their 
last  schizophrenic  episode. 

For  this  long-term  effect  as  well  as  for  its  short-term  anxiety -relieving  effects, 
it  is  useful  in  that  way. 

Q.  Is  there  any  relationship  between  body  weight  of  a  patient  and  the  appro- 
priate dosage  of  thorazine? 

A.  Yes.  Some  consideration  of  body  weight  should  always  be  made,  particu- 
larly when  you  are  giving  intramuscular  thorazine. 

Q.  Is  it  determinative  of  the  dosage  that  should  be  prescribed? 

A.  Yes.  The  two  dosages  that  are  used  at  Goshen  are  25  milligrams  and  50 
milligrams  I.M.,  and  all  three  of  the  individuals  that  I  interviewed — well,  two 
of  them  were  given  50  and  one  of  them  was  given  25.  They  were  all  really  rather 
small.  With  all — I  don't  think  any  of  them  were  over  five-eight,  and  I  doubt  if 
any  of  them  weighed  over  150  pounds.  So  that  they  were  all  a  little  bit  smaller 
than  the  average  man.  And,  as  I  said,  two  of  them  who  were  actually  a  little  bit 
bigger,  but  around  150  pounds,  were  given  50  milligrams  i.m.  of  thorazine. 

Again,  I  don't  think  it  should  ever  he  given  under  these  conditions,  but  even 
the  dose  of  50.  I  think  a  lot  of  authorities  would  consider  too  much. 

At  St.  Luke's  hospital  in  New  York  City,  it  is  the  policy  of  the  medical  board 
to  never  give  more  than  25  milligrams  of  thorazine  i.m.  in  any  injection.  So  that 
you  know  even  though  I  don't  agree  that  there  are  any  conditions  to  give  it,  if 
you  are  going  to  give  it  in  somebody  this  size.  I  think  you  are  running  a  greater 
risk  by  giving  50  milligrams  than  by  giving  25. 

Q.  What  kind  of  review  should  lie  made  for  the  purpose  of  determining  a  re- 
newal of  a  PRN  order  of  intramuscular  injections  of  thorazine? 
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A.  I  think  oue  should  really  review  a  treatment  plan  very  carefully  and  make 
a  determination  in  the  beginning  at  least  every  week  to  decide  whether  you 
should  leave  this  order  standing  or  not. 

If  it  was  used  on  a  regular  basis,  then  it  might  not  have  to  be  reviewed  quite 
as  often.  But  I  would  really  feel  that  there  would  have  to  be  a  very  careful 
review,  and  it  should  not  be  just,  you  know,  after  one  week  PRN  of  thorazine 
renewed.  There  should  be  some  statement  as  to  why  this  order  is  being  written 
and  what  purpose  it  will  serve  for  the  individual. 

Q.  In  reviewing  the  medical  cards  of  the  boys  that  you  examined,  did  you  find 
anv  statement  of  why  renewals  were  entered? 

A.  No,  not  in  the  medical  card,  nor  was  there  any  in  the  record. 

Q.  What  kind  of  behavior  or  symptoms  would  a  youngster  at  an  institution 
like  Goshen  have  to  display  to  warrant  renewal  of  such  an  order? 

A.  I  would  really  only  say  that  such  an  order  should  be  renewed  for  somebody 
who  is  actually  paranoid,  delusional  and  hallucinating  and  also  out  of  control 
and  also  refusing  oral  medication. 

Q.  Would  you  say  that  continued  renewals  would  be  appropriate  if  a  youngster 
had  not  ever  received  a  shot  of  thorazine  under  the  l'RN  orders? 

A.  No  ;  they  would  not  be  appropriate  under  those  circumstances. 

Q.  Assuming  that  an  injection  of  thorazine  has  been  administered  intramuscu- 
larly, are  there  any  precautionary  measures  which  should  be  taken  afterwards? 

A.  Yes.  An  individual  who  has  an  intramuscular  injection  of  thorazine  should 
be  lying  down  for  at  least  a  half  hour  to  an  hour  after  that  injection.  In  addi- 
tion, blood  pressure  readings  should  be  taken  before  and  at  least  every  fifteen 
minutes  for  several  hours. 

Q.  I  would  like  to  go  back  to  some  of  the  incidents  that  you  discussed  earlier 
in  your  testimony.  ^      _.         •;**£ 

You  recall  that  Exhibit  1-141B  and  1-141C  indicated  that  after  Vincent  P 
was  placed  in  an  isolation  room  he  began  yelling  and  screaming  and  banging 
and  kicking  on  the  door,  and  4-40  indicated  that  he  was  given  an  intramuscular 
shot  of  thorazine, 

A.  Yes. 

Q.  In  your  opinion,  would  giving  the  boy  a  shot  of  thorazine  be  an  appropriate 
response*  to  that  reaction  of  his  by  current  minimium  standards  of  the  medical 
profession  ? 

A.  No.  Also,  in  his  case,  he  happens  to  be  an  epileptic,  and  thorazine  does  what 
we  say  lower  the  seizure  threshold.  Therefore,  it  predisposes  him  to  seizures. 

Q.  So  you  are  saying  there  is  an  increased  risk  of  a  seizures 

A.  Right.  .  . 

Q.  Do  you  think  a  boy  should  ever  be  given  a  shot  of  thorazine  to  quiet  him 
down  if  he  begins  to  act  up  after  being  placed  in  an  isolation  room? 

A.  Not  unless  its  cause  is  overtly  psychotic  and  hallucinating,  or  paranoid. 

Q.  Exhibit  1-14-A — or  141-A — excuse  me — indicates  that  Vincent  was  not 
visited  at  all  on  August  26,  1973,  after  receiving  the  injection  of  thorazine. 
Would  you  say  that  it  is  consonant  with  current  minimum  standards  of  the 
medical' profession  for  a  person  has  received  such  a  shot  not  to  be  checked  at  all 
until  the  following  day? 

A.  I  think  that  it  is  very  dangerous. 

Q.  Now,  I  call  your  attention  again  to  the  incident  with  Anthony  A,  which  we 
discussed  earlier,  which  is  recorded  in  Plaintiffs'  Exhibit  7-20.  Was  the  intra- 
muscular injection  of  thorazine  on  that  occasion  consonant  with  current  mini- 
mum standards  of  the  medical  profession? 

A.  No. 

Q.  Now.  Plaintiffs'  Exhibit  1-149-A  reads  as  follows— this  is  dated  September  4. 
1073,  memo  to  the  A.C.  from  Mr.  Horan,  pertaining  to  a  boy  by  the  name  of 

David  F.  .      .  •':, 

"As  directed  bv  A.C  David  was  to  be  placed  in  detention  this  p.m.  for  failure 
to  have  his  conduct  memo  signed  by  the  7-3  SCCW.  This  was  explained  in  detail 
to  the  student  by  3-11  HCCW,  Mr.  McLean.  At  the  time  he  was  to  be  brought  to 
Wing  1.  student  became  very  nasty,  hostile  and  refused  to  comply.  It  was  neces- 
sary for  Mr.  McLean  and  myself  to  go  to  student's  room.  He  finally  came  to 
Wing  1,  but  when  placed  in  room  refused  to  remove  clothing. 

"All  attempts  to  calm  student  failed.  He  became  highly  agitated,  started 
making  remarks  he  was  going  to  hurt  someone,  said  he  could  not  stay  in  the 
room. 
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"Concern  was  shown,  as  student  has  a  history  of  epilepsy,  and  he  was  on  the 
verge  of  losing  all  control.  Medication  was  administered  by  medical  at  5 :40 
p.m." 

Now,  in  your  opinion,  was  it  consonant  with  current  minimum  standards  of 
the  medical  profession  to  give  this  boy  an  injection  of  thorazine? 

A.  No.  I  think  that  it  is  very  dangerous  to.  I  think  that  you  really  run  a  very 
high  risk  of  producing  a  seizure  in  that  kind  of  a  situation. 

Q.  Do  you  have  an  opinion  about  the  actions  on  the  part  of  the  staff  of  forcing 
him  into  a  room  which,  according  to  the  memo  here,  caused  him  to  become  visibly 
upset? 

A.  Well,  I  think  that  that  also  is  the  kind  of  stress  that  could  provoke  a 
seizure. 

Q.  What  would  have  been  the  appropriate  action  on  the  part  of  the  staff  to 
have  taken  in  that  instance,  in  your  opinion? 

A.  Well,  I  think  that  there  should  be  a  person  that  has  a  trusting  relationship 
with  this  individual  and  that  the  student  should  be  isolated  from  the  rest  of  the 
students  and  placed  in  a  room  with  somebody  that  he  trusts  and  can  communicate 
with,  so  that  you  know  an  attempt  can  be  made  to  find  out  why  he  is  so  disturbed. 

Q.  Doctor,  Plaintiffs'  Exhibit  4-3,  which  is  the  medical  card  for  a  boy  by  the 
name  of  Renia,  indicates  that  the  boy,  either  upon  admission  or  almost  imme- 
diatelv  after  admission,  turned  out  to  have  hepatitis. 

A.  Yes. 

Q.  Now,  this  card  also  indicates  that  prior  to  having  received  notice  of  a 
normal  liver  function  test,  this  boy  was  given  an  injection  of  thorazine. 

In  your  opinion,  would  that  be  consonant  with  current  minimum  standards  of 
the  medical  profession? 

A.  That  would  be  very,  very  risky,  and  although  it  is  not  absolutely  contra- 
indicated  to  give  thorazine  to  somebody  with  liver  disease,  it  is  something  that 
should  only  be  done  with  the  greatest  of  care  and  with  a  very,  very  thorough 
medical  evaluation. 

Ms.  Thorpe.  Thank  you.  I  have  no  further  questions. 

The  Court.  All  right.  At  this  time,  we  will  take  a  recess  in  this  case. 
[Recess.] 

The  Court.  All  right,  you  may  commence  cross-examination,  Mr.  Hoffman. 

CROSS-EXAMINATION  BY  MR.  HOFFMAN 

Q.  Dr.  Kaufman,  are  you  familiar  with  the  work  of  Dr.  Johnathan  Cole? 

A.  Yes. 

Q.  Is  Dr.  Cole  recognized  as  an  expert  in  the  use  of  medication? 

A.  Yes. 

Q.  Doctor,  if  I  told  you  that  yesterday  Dr.  Cole  testified  that  there  was  no 
significant  correlation  between  the  weight  of  the  boy  and  the  amount  of  dosage 
or  thorazine  in  terms  of  the  effects,  would  you  agree  or  disagree  with  his 
testimony? 

A.  Well,  we  get  into  the  word  "significant."  I  would  say  that  it  is  a  general 
principle  of  pharmacology  that  the  effectiveness  of  a  given  dose  varies  according 
to  an  individual's  body  weight. 

Q.  So  that  you  would  disagree  with  Dr.  Cole's  testimony? 

A.  I  would — you  see,  there  are  some  medicines  that  you  give  specifically  ac- 
cording to  pound  of  body  weight.  Thorazine  is  not  one  that  you  have  to  take 
body  weight  that  much  into  consideration. 

But  clinically  we  always  take  a  person's  size  into  consideration  when  we  talk 
about  dosage  of  thorazine.  So  I  would  have  to  disagree  with  him  the  way  you 
stated  it. 

Q.  You  testified  about  the  long  range  effects  of  thorazine  in  terms  of  possible 
damage  to  the  individual. 

A.  Right. 

Q.  What  amount  of  dosage  and  what  frequency  of  dosage  would  be  needed  to 
produce  those  effects? 

A.  Well,  the  long-range  effects,  one  really  needs  at  least  six  months  of  thorazine 
for  most  of  it.  I  also  mentioned  one  like  hepatitis,  which  is  an  intermediate  range 
which  you  can  get  in  two  weeks.  But  for  most  of  the  long  range  we  are  talking 
about,  six  months,  some  of  them  like  the  eye  changes,  usually  you  don't  get  until 
about  a  year  or  so  of  constant  use. 
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Q.  Would  that  be  on  a  daily  basis  for  six  months? 

A.  Yes. 

Q.  What  dosages  would  we  be  talking  about? 

A   There  we  are  talking  about  a  minimum  of— well,  you  could  get  it  with  50 

milligrams  a  day  but  we  are  really  talking  about  mainly  about  100  milligrams  a 

Q*.  Have  you  ever  known  a  violent,  agitated  patient  to  accept  oral  medication? 

A.  Yes. 

Q.  Without  any  coercion? 

A.  Yes. 

Q.  Will  you  describe  how  you  have  been  able  to  get  a  violent  patient  to  accept 

oral  medication?  „         „  .  ,  L     .  , 

A.  I  would  say  that,  you  know,  by  trying  to  talk  to  him  and  trying  to  under- 
stand where  he  is  coming  from,  you  know,  just  what  it  is  that's  going  on  with 
him  that,  you  know,  frequently,  or  most  of  the  time  you  can  avoid  having  to  give 
an  injection.  .  H 

You  know,  it  also  will  depend  on  what  your  definition  of  violent  is. 

Q.  Assaultive,  for  the  moment 

A.  Assaultive  at  a  given  moment.  Well,  if  somebody  is  assaultive  at  a  given 
moment,  oral  medication  probably  would  not  be  that  effective  in  dealing  with  the 
assaultive  behavior. 

Q.  You  testified  that  you  did  not  approve  of  the  use  of  thorazine  the  way  it 
was  being  administered  at  the  institution. 

A.  Right.  „*..*, 

Q.  And  you  also  testified  that  you  did  not  approve  of  the  use  of  physical  re- 
strainers  and  you  also  testified  that  you  did  not  approve  of  the  use  of  isolation 
rooms. 

A.  Right.  ,     . 

Q.  What  method  would  you  prescribe  for  controlling  a  violent  16-year  old  boy 
who  is  attempting  to  assault  staff  or  other  children? 

A.  Well,  one  of  the  boys  described  to  me  how  at  a  point  when  he  was  on  the 
verge  of  going  out  of  control,  or  had  just  gone  out  of  control,  Mr.  Mullen  came 
down  and  spoke  to  him.  He  said  that  he  immediately  quieted  down. 

And  so  what  I  am  advocating  once  again  is  somebody  who  has  a  good  thera- 
peutic relationship  with  the  individual  and  a  good  therapeutic  attitude  to  attempt 
to  handle  the  situation  on  the  spot. 

Q.  Let's  assume  that  the  boy  doesn't  wish  to  speak  to  that  person  and  instead 
tries  to  attack  that  person. 

What  would  you  prescribe  then? 

A.  Again,  I  would  really  like  to  emphasize  that  I  think  that  you  can  prevent 
a  situation  from  escalating  into  that  with  the  proper  attitude.  I  have  been  work- 
ing with  varying  levels  of  disturbed  individuals  for  15  years  and  I  have  never 
been  attacked. 

I  can  recall  one  of  my — one  interchange  with  an  individual  who  was  violent, 
whom  I  knew  well,  whom  I  knew  his  reaction  to  thorazine  well,  who  had  re- 
fused thorazine,  and  I  went  to  him  with  two  individuals  who  were  in  attendance 
and  when  I  entered  the  room  with  these  two  individuals  beside  me,  the  individual 
quieted  down. 

So  that  what  I  did  in  that  situation  was  that  I  had  enough  confidence  and 
enough  power  with  me  that  he  knew  that  he  could  be  controlled  should  he  really 
go  out  of  control  physically. 

So  that  you  know  that  you  can  handle  a  situation  with  prophylactic  control 
without  actually  having  to  use  physical  controls. 

Q.  I  believe  you  mentioned  before  that  when  a  person  goes  berserk  or  becomes 
extremely  violent  that  it  might  take  six  people  to  hold  him  down,  is  that  correct? 

A.  What  I  mentioned  was  that  one  of  the  reports  here  describes  requiring  six 
people  to  hold  down  a  boy  that  was  going  out  of  control. 

That  wasn't  someone  who  was  at  that  point  flailing  about  in  a  psychotic  way. 
You  know,  it  was  someone  who  was  involved  in  a  physical  struggle  and  it  took  six 
people  to  win  the  physical  struggle. 

Q.  Have  you  ever  had  the  experience  of  being  involved  in  a  physical  struggle 
where  it  took  a  number  of  people  to  hold  someone  down? 

A.  Well,  there  have  been  experiences  out  of  my  control  in  the  prison  where  this 
happened. 
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At  Lewisburg  Federal  Penitentiary,  the  number  of  people  that  intervened  when 
somebody — when  they  could  not  contain  somebody  was  generally  about  ten  or 
twelve.  And  on  a  couple  of  those  occasions  they  stood  back  and  let  me  handle 
it  by  myself  and  I  was  able  to,  without  that  kind  of  physical  thing. 

Those  instances  that  I  saw  in  Lewisburg,  where  they  didn't  let  me  intervene 
and  where  they  handled  it  violently  were  brutal  incidents  to  me. 

Q.  Doctor,  assume  that  other  experts  in  this  case  testified  that  rather  than  use 
seclusion  rooms,  that  the  schools  should  physically  restrain  boys  who  have  become 
violent  until  they  have  calmed  down. 

What  is  the  effect  on  other  boys  of  seeing  one  of  their  peers  being  physically 
restrained  by  four  or  five  staff  members? 

A.  Well,  I  am  not  sure  it  is  any  different  from  seeing  him  dragged  over  to 
seclusion  by  four  or  five  staff  members.  And  it  depends  on  how  it  is  done,  you 
know,  and  it  depends  on  who  does  it.  I  mean  if  you  are  dragging  somebody  off 
to  isolation  or  if  you  are  holding  somebody  to  restrain  them,  it  can  be  equally 
brutal.  And  it  depends  on  how  it  is  done. 

Q.  You  testified  that  you  interviewed  three  boys  at  the  Goshen 

A.  Yes. 

Q.  Did  these  boys  know  who  you  were  in  the  sense  of  your  relationship  with 
this  lawsuit? 

A.  I  told  them  that  I  was  a  psychiatrist  that  was  here  with  Legal  Aid  involved 
in  a  suit  to  change  the  conditions  at  Goshen. 

Q.  And  would  you  say  that  these  three  boys  were  very  sick  boys  in  common 
parlance,  very  disturbed? 

A.  Not  compared  to  people  in  a  psychiatric  hospital.  I  would  say  certainly 
compared  to  adolescents  in  general  they  were  disturbed. 

Q.  Do  you  know  why  Anthony  A  was  committed  to  a  training  school? 

A.  I  have  some  idea,  yes. 

Q.  What  was  the  reason? 

A.  I  believe,  I  am  not  exactly  positive  of  this,  that  there  was  a  murder  involved. 

Q.  Do  you  know  how  he  committed  the  murder? 

A.  I  believe  it  was  with  a  sharp  instrument. 

My  recollection  is  that  it  is  correct  that  it  was  a  machine,  as  I  remember. 

Q.  What  did  he  do  to  the  victim? 

A.  Realty- 
Ms.  Thorpe.  Your  Honor,  I  have  to  object  to  this.  The  witness  has  no  personal 
knowledge  of  what  the  boy  did  to  the  victim.  He  has  knowledge,  I  will  admit,  of 
what  the  records  reflect  for  what  he  was  committed  but  beyond  that  I  would 
object  to  probing  any  further. 

The  Court.  Yes.  Where  are  we  going  now,  Mr.  Hoffman?  What  has  this  got  to 
do  with  the  issues  before  the  Court? 

Mr.  Hoffman.  Your  Honor,  Dr.  Kaufman — 

The  Court.  You  are  suggesting  that  the  man  is  seriously  ill  and  ought  to  be 
in  a  mental  institution.  I  don't  think  anybody  disagrees  with  that. 

Is  that  the  point  you  are  trying  to  make? 

Mr.  Hoffman.  The  point  I  am  trying  to  make,  your  Honor,  is  that  these  boys 
were  highly  disturbed,  yes. 

The  Court.  And  they  ought  to  be  locked  up  for  their  own  protection?  Is  that 
the  point? 

Mr.  Hoffman.  No,  that  is  not  the  point. 

The  Court.  Then  what  is  the  point? 

Mr.  Hoffman.  My  question  is,  would  these  boys  necessarily  give  you  a  truthful 
picture  of  what  had  taken  place  at  the  annex. 

A.  Well,  I  really  checked  the  picture  against  whatever  was  in  the  reports  and 
I  think  that  what  I  described  here  is  essentially  a  truthful  picture  because  I 
think  almost  everything  that  I  said  here  today  I  validated  with  the  reports 
which  I  read. 

Q.  Would  these  boys  tend  to  exaggerate  their  feelings  about  their  experiences? 

A.  T  don't  know.  T  have  two  major  disturbing  findings  of  suicidal  thoughts 
and  that  of  becoming  more  anxious  and  more  disturbed,  and  they  are  such  that  I 
have  observed  them  in  other  people  who  were  put  in  isolation  situations  in  which 
you  know  there  wasn't  the  same  kind  of  issue  in  terms  of  my  dealing  with  these 
bovs. 

Q.  Doctor,  are  there  any  current  medical  standards  for  training  schools? 
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A.  Well,  the  American  Psychiatric  Association  Committee  on,  I  believe  it  is 
the  Committee  on— I  am  not  sure  if  it  is  the  Committee  on  Prisons  or  the  Com- 
mittee on  Right  to  Treatment,  has  put  out  a  set  of  standards  for  medical  and 
psychiatric  care. 

At  the  present  time  I  am  reviewing  these  standards  in  my  position  as  com- 
mittee chairman  of  the  District  Branch  Committee  on  Psychiatry  to  make  some 
recommendations  to  the  New  York  City  Prison  System. 

So  there  are  a  group  of  standards.  I  don't  have  them  with  me,  and  I  really 
can't  quote  them. 

Q.  Are  these  for  penal  institutions  or  for  juvenile 

A.  No,  these  are  for  penal  institutions. 

Q.  Adult  penal  institutions? 

A.  Right.  Yes. 

Q.  Now  let  us  assume  that  a  patient  experiences  a  sudden  and  explosive  loss 
of  control  in  your  presence.  Now  how  would  you  handle  that  situation? 

A.  I  would  always  try  to  understand  what  the  loss  of  control  was  about  and 
I  would  try  to  deal  with  it.  I  would  try  to  deal  with  what  is  causing  it.  And  I 
would  try  to  communicate  to  him  that  I  understood  what  he  was  feeling. 

Mr.  Hoffman.  I  have  no  further  questions. 

REDIRECT   EXAMINATION   BY    MS.   THORPE 

Q.  Doctor,  I  have  just  one  further  question. 

Would  a  violent  patient  who  is  given  a  choice  of  oral  medication  or  an  injec- 
tion, a  needle,  be  likely  to  accept  the  oral  medication  under  those  circumstances? 

A.  I  think  very  frequently  he  would  and  that's  been  my  experience  in  a  lot 
of  eases. 

Ms.  Thorpe.  Thank  you. 

The  Court.  All  right,  thank  you,  Doctor. 

You  may  step  down. 

[Witness  excused.] 

The  Court.  Is  there  another  witness  for  the  plaintiff? 

Mr.  Guggenheim.  At  this  time,  your  Honor,  for  the  convenience  of  defendants, 
they  are  going  to  put  on  an  expert  witness. 

The  Court.  Do  you  have  any  more  witnesses? 

Michael  G.  Kalogerakis,  called  as  a  witness  by  defendants,  being  first  duly 
sworn,  testified  as  follows  : 

DIRECT   EXAMINATION    BY   MR.    HOFFMAN 

Q.  Dr.  Kalogerakis,  what  is  your  professional  training? 

A.  I  am  a  psychiatrist  in  practice  and  a  psychoanalyst. 

Q.  Do  you  want  the  background  on  that? 

A.  Yes. 

Q.  I  completed  a  residency  in  psychiatry  at  Bellevue  Hospital  in  1959.  I  have 
been  attending  on  the  staff  of  Bellevue  Hospital  since  that  time,  attending 
psychiatrist.  Since  1965  I  have  been  exclusively  aflBliated  with  the  adolescent 
service  at  Bellevue.  Until  1965  I  was  a  junior  attending  psychiatrist,  since 
1965,  I  have  been  the  chief  psychiatrist  on  the  adolescent  inpatient  service.  Are 
you  a  member  of  any  boards  and  professional  organizations? 

A.  Yes,  I  am  board  certified  with  the  American  Board  of  Psychiatry  and 
Neurology.  I  am  licensed  to  practice  medicine  in  the  State  of  New  York.  I  am  a 
member  of  numerous  organizations,  a  fellow  of  the  American  Psychiatric  Asso- 
ciation, past  president  of  the  Society  for  Adolescent  Psychiatry,  present  president 
of  the  Society  of  Medical  Psychoanalysis  and  numerous  other  organizations  I 
could  name. 

Q.  Have  you  written  any  articles  or  books  on  the  treatment  of  adolescents? 

A.  I  have. 

Q.  Would  you  name  those? 

A.  Yes,  I  have  a  book  that  was  published  this  past  year,  Emotionally  Troubled 
Adolescent  and  the  Family  Physician,  which  I  edited.  There  are  numerous  arti- 
cles, Homicide  in  Adolescents,  Fantasy  and  Deed,  The  Assaultive  Psychiatric 
Patient,  Therapy  of  Assaultive  Psychiatric  Patients,  The  Sources  of  Individual 
Violence.  There  are  others. 

Q.  Doctor,  will  you  describe  your  present  duties  at  Bellevue  and  the  type  of 
clinic  that  you  run  there? 
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A.  Yes.  I  am  assistant  director  of  child  and  adolescent  psychiatry  and  I 
have  many  administrative  and  teaching  responsibilities  in  regard  to  that.  My 
more  specific  day-to-day  functioning  is  concerned  directly  with  the  inpatient 
adolescent  service  of  which  I  am  chief,  and  in  that  capacity  I  am  both  admin- 
istrator and  chief  clinician  as  well  as  teacher. 

Q.  Will  you  describe  the  type  of  children  that  you  work  with  at  Bellevue? 

A.  Yes.  On  adolescent  service  we  take  inpatients,  boys  and  girls,  aged  12 
through  16  inclusive,  who  are  residents  of  Manhattan  or  Staten  Island.  We 
are  the  only  inpatient  adolescent  service  for  Manhattan  and  Staten  Island,  and 
in  a  receiving  hospital.  And  since  our  admission  policy  is  to  take  any  and  all 
patients  who  require  hospitalization,  without  any  restriction  whatsoever,  pro- 
viding that  they  need  hospitalization,  we  see  the  spectrum  of  psychopathology, 
you  might  say,  with  the  emphasis,  of  course,  being  at  the  sicker  end  of  the 
spectrum. 

Q.  Is  there  a  similarity  between  the  children  that  you  work  with  and  the  boys 
at  the  Goshen  annex? 

A.  I  would  say  that  we ■ 

Ms.  Thoepe.  Objection,  your  Honor.  There  has  been  no  foundation  that  this 
witness  knows  anything  about  the  boys  at  the  Goshen  annex. 

The  Court.  Well,  what  do  you  say,  Mr.  Hoffman? 

Have  you  visited  the  Goshen  annex?  Do  you  know  what 

The  Witness.  I  have,  your  Honor. 

The  Court.  All  right.  Proceed. 

A.  I  am  familiar  with  the  type  of  adolescent  at  the  Goshen  annex  from,  of 
course,  many  years  of  having  dealt  with  patients  that  have  either  been  at  the 
annex  previously  or  that  we  have  sent  on  to  the  State  Training  School  and  have 
ultimately  ended  up  at  Goshen.  I  am  as  familiar  from  having  visited  there  not 
very  long  ago.  And  I  would  say  that  one  portion  of  the  type  of  the  patients  that 
we  have  at  Bellevue  are  the  kind  that  I  see,  that  I  am  aware  of  being  institution- 
alized at  Goshen,  and  that  portion  is  the  most  violent,  most  disturbed  end  of 
the  spectrum,  perhaps  barring  those  who  are  frankly  psychotic  who  ordinarily 
end  up  in  the  state  hospital  system. 

The  Court.  Well,  are  there  psychotic  boys  at  Goshen? 

The  Witness.  I  can't  truthfully  answer  that,  your  Honor.  What  I  know,  I  was 
interested  in  the  question  myself  and  when  I  went  there  I  asked  that  of  the 
assistant  director  and  what  he  told  me  was  that  there  are  quite  a  number  of 
patients  there  who  he  felt  belonged  in  a  psychiatric  hospital  rather  than  there, 
but  the  psychiatric  hospitals  today  have  such  a  restricted — the  children's  hos- 
pitals are  all  open  settings,  none  of  which  have  any  locks  on  the  doors,  they  have 
no  real  opportunity  for  restraining  a  child  even  from  running  away  in  many 
cases. 

The  Court.  In  a  mental  hospital? 

The  Witness.  That's  right. 

For  example.  Manhattan  Children's  Center. 

The  Court.  Why  is  that? 

The  Witness.  Well,  I  believe  it's  a — my  own  opinion,  your  Honor,  is  that 
there  was  an  error  in  the — at  the  policy-making  level  some  years  ago  when  the 
state  children's  hospitals  were  set  up,  and  I  think  the  planners  had  in  mind  a 
relatively  docile,  cooperative  patient  as  representative  of  the  entire  patient  pop- 
ulation, which  happens  not  to  be  the  case.  So  that  they  set  up  the  children? 
hospitals,  in  contrast  to  the  adult  hospitals,  as  totally  open  settings  without  a 
locked  unit  of  any  land.  And  I  recall,  on  visiting  Rockland  Children's  Psychiatric 
Center  at  the  time  that  they  were  moving  the  patients  over  from  the  adult 
division.  Dr.  Mashikyan — I  noticed  people  busily  running  around  and  doin.i 
things.  I  said,  "What's  going  on?"  He  said,  "Oh,  they  are  busily  putting  locks 
on  elevators  and  doors  because  we  have  no  locks  and  we  are  finding  that  we  are 
running  into  all  kinds  of  trouble  already  with  the  kids  who  are  unmanageable 
in  a  totally  open  setting." 

In  any  case,  at  Manhattan  Children's  Center  I  cannot  send  patients  from 
Bellevue  to  Manhattan  Children's  Center  if  they  pose  any  minimal  problems  in 
behavior,  such  as  running  away. 

What  Dr.  Loche  tells  me  regularly,  and  she  is  the  director,  is  that  any  kid  can 
walk  out  at  any  time,  cross  the  walk-over  bridge  into  Harlem  and  mug  somebody 
on  the  street  and  perhaps  come  back  when  he  is  good  and  ready  or  else  be  picked 
up.  She  has  absolutely  no  control  over  that. 
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So  we  run  into  very  difficult  situations  of  placement  and  I  think  the  matter 
is  nowhere  more  serious  than  when  we  are  talking  about  the  violent  patient  who 
has  been  very  much  short-changed  in  our  system. 

The  Court.  Well,  going  back  to  the  original  question,  you  don't  know  of  your 
own  knowledge  then  whether  there  are  any  boys  at  Goshen  who  are  psychotic ; 
you  are  relying  on  something  a  director  told  you? 

The  Witness.  I  do  not.  He  did  not — the  question  was  not  specific  to  the  presence 
of  psychosis  in  the  kids  there  or  not,  so  that  I  really  have  no  information  on  that. 

The  Court.  All  right. 

By  Mr.  Hoffman  : 

Q.  Doctor,  do  you  have  to  deal  with  violent  adolescent  behavior  in  your  ward? 

A.  I  do. 

< „>.  Would  you  describe  the  types  of  violent  behavior  that  you  have  to  deal  with? 

A.  Well,  I  think  that  basically  it  tends  to  fall  into  two  major  categories.  One 
is  what  we  might  call  group  violence,  collective  violence,  and  generally  involves 
either  a  small  group  or  even  a  larger  group  of  patients  acting  up  together,  and  in 
the  more  serious  instances,  of  course,  posing  a  real  threat  of  riot.  Thai  comes  up 
very,  very  infrequently.  The  small  group,  let's  say  two  or  three  kids  banding 
together  and  possibly  either  picking  on  another  child  or  making  trouble  for 
staff,  generally  that  is  a  lot  more  common. 

The  other  type  of  violence,  which  is  a  lot  more  common,  is  individual  violence, 
which  takes  many  forms.  It  might  be  a  slowly — a  slow  crescendo  building  up  to  a 
point  of  explosion,  or  it  may  be  very  precipitous  and  totally  unpredictable.  And 
of  course  that  is  it,  that  last  variety  is  the  kind  that  poses  the  most  serious 
problems  for  staff  because  it  doesn't  give  us  the  opportunity  of  sitting  down  and 
talking  with  the  kid  or  pulling  him  aside  and  trying  to  work  on  him,  work  with 
him  on  his  anger,  which  if  we  can  do  of  course  very  often  will  resolve  the  problem, 
not  always. 

Q.  What  are  the  options  available  and  the  solutions  to  dealing  with  these  dif- 
ferent types  of  violent  behavior? 

A.  Well,  I  would  think  that  one  always  begins  with  the  least  restrictive  alterna- 
tive, and  the  most  humane  alternative  perhaps,  and  for  all  of  us  I  believe  that 
is  to  talk  with  the  patient,  or  talk  with  the  group  of  patients,  as  the  case  may  be. 
That  presupposes  that  we  have  some  warning,  some  information,  knowledge  that 
trouble  is  brewing.  And  we  often  do  ;  we  sometimes  don't. 

In  the  case  of  some  of  the  more  disturbed  youngsters,  if  we  are  talking,  for 
example,  about  an  organically  brain-damaged  child,  this  can  be  so  totally  out  of 
the  blue  that  there  isn't  any  way  of  knowing,  and  what  he  may  do  is  just  be 
walking  very  peacefully  down  the  corridor  and  he  will  suddenly  lash  out  at  a 
much  younger  child  who  isn't  expecting  anything  and  do  serious  damage.  That's 
quite  uncommon,  I  would  say,  but  we  do  get  that.  And  more  commonly  we  will 
get  a  patient  who  is  psychotic,  usually  schizophrenic,  and  who  may  be  respond- 
ing to  a  voice,  and  the  ability  to  predict  it  is  a  bit  better  but  not  necessarily  very 
good.  There,  too,  we  have  to  be  prepared  at  a  moment's  notice  to  intervene'.  Such 
patients  are  usually  medicated  with  antipsychotic  medication,  tranquilizers,  and 
that  may  or  may  not 

The  Court.  Is  that  thorazine  or  something  different? 

The  Witness.  Thorazine  is  one  of  the — is  the  most  commonly  used  tranquilizer 
for  psychotic  patients,  your  Honor. 

The  Court.  Well,  again  you  are  talking  about  patients  that  are  psvchotic,  is 
that  it? 

The  Witness.  Yes,  at  the  moment.  Yes. 

The  Court.  All  right. 
By  Mr.  Hoffman  : 

Q.  Continue,  doctor,  please. 

A.  So  that  as  I  said  that,  the  medication,  may  or  may  not  control  the  psychotic 
outburst  that  may  occur.  Sometimes  even  with  fairly  heavy  doses  we  will  get 

an  outburst  and  we  do  have  to  be  prepared  to  contend  with  that.  The  other 

assuming  that  there  is  no  forewarning  and  we  are  reallv  dealing  with  a  sudden 
crisis  that  we  are  confronted  with,  the  first  thing  would  be  to  restrain  the 
patient  to  make  certain  that  no  one  else  gets  hurt.  The  next  decision  which  has 
to  be  made  very  rapidly  upon  that  is  what  the  possibilities  are  of  getting  the 
patient  to  be  reasonable:  Is  he  listening?  Is  he  able  to  listen?  Is  he  totally  out 
of  control?  Is  he  perhaps  out  of  touch  with  reality?  If  he  is  not,  then  we  may 
be  very  successful  in  just  pulling  him  aside,  calming  him  down 
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Very  often  he  has  been  provoked  by  another  patient  and  if  we  can  get  him 
away  from  the  other  kids  that  will  frequently  be  all  that's  necessary.  So  this 
would  be  kind  of  the  next  step.  In  the  event  that  this  doesn't  work  we  have  a 
number  of  other  options.  In  some  instances  taking  a  patient  into  the  office  and 
sitting  down  with  him  and  talking  with  him  will  be  all  that's  necessary.  In 
others,  offering  him  or  giving  him  some  of  the  medication  that  he  is  already  on 
but  an  additional  dose  orally,  if  he  can  accept  that  and  is  able  to  swallow  it,  let's 
say,  will  be  sufficient.  In  other  instances  that  is  quite  out  of  the  question  and  we 
may  use  medication  intramuscularly,  and  even  intravenously  in  the  rare  occa- 
sions where  a  patient  is  totally  out  of  control  and  perhaps  very,  very  dangerous 
because  of  his  size  and  power. 

Seclusion  is  one  of  the  methods  that 

The  Court.  Are  we  still  talking  about  psychotic  people? 

The  Witness.  No,  your  Honor.  I  have — I  described  the  psychotic  as  one  of 
those  who  may  be  unpredictable.  Now,  we  have  many  patients  who  are  not  at 
all  psychotic,  who  may  be  severely  emotionally  disturbed  but  who  would  not  be 
in  the  psychotic  category.  These  are  patients  who  may  have  very  strong  anti- 
social impulses,  many  are  very  aggressive,  many  are  filled  with  tremendous  feel- 
ings of  anger  and  rage,  hostility  perhaps,  and  these  are  patients  who  may  or  may 
not  be  able  to  maintain  control  over  their  impulses. 

Now,  these  patients  too  have  to  be  restrained  from  either  hurting  themselves 
or  hurting  other  patients  or  staff. 

The  Court.  All  right.  Well,  I  just  want  to  understand  what  you  are  talking 
about,  whether  you  are  talking  about  the  treatment  of  psychotic  people  or  the 
treatment  of  people  who  are  not  psychotic.  You  are  now  telling  us  about  non- 
psychotic  people  being  confined,  is  that  it? 

The  Witness.  That's  right,  your  Honor. 

The  Court.  All  right. 
By  Mr.  Hoffman  : 

Q.  Will  you  discuss  the  use  of  seclusion  with  severely  disturbed  adolescents? 

A.  I  think  that  my  own  feelings  about  seclusion  are  that  it  is  part  of  the 
psychiatric  armamentarium  for  managing  the  severely  disturbed  patient,  regard- 
less of  the  diagnosis,  and  that  used  judiciously  it  is  a  most  important  part  of  the 
armamentarium.  Judiciously  means  that  there  is  a  specific  psychiatric  indication 
and  that  there  is  sufficient  supervisory  control  so  that  it  is  not  abused,  as  we 
know  very  well  it  has  been  from  time  immemorial. 

At  Bellevue  we  may  have  occasion  to  use  seclusion  quite  infrequently.  In  re- 
viewing with  our  head  nurse  the  actual  extent  to  which  we  use  it  might  amount 
to  no  more  than  20  to  30  hours,  total  patient  hours  in  seclusion,  over  the  course 
of  a  month. 

So  you  see  it  doesn't  add  up  to  very,  very  much  at  all.  However,  it  is  a  most 
essential  part  of  our  armamentarium.  Very  often  the  patient  himself  is  telling 
us,  either  verbally  or  very  clearly  in  a  nonverbal  way :  Get  me  away  from  these 
kids,  I  can't  stand  them,  I  want  to  be  alone,  put  me  in  seclusion,"  let  me  cool 
my  heels  for  a  while,  I  will  be  fine  in  a  half  hour,  in  an  hour,  or  something  of 
this  sort. 

We  never  keep  anyone  in  seclusion  for  more  than  two  hours  without  releasing 
him,  and  very,  very  rarely  do  we  have  to  extend  it  beyond  that.  When  we  do,  it 
is  perhaps  to  six  or  eight  hours,  and  that  occurs  maybe  twice  in  six  months.  So 
that  is  very  uncommon. 

Besides  the  patient  asking  us  for  seclusion  we  may  make  a  determination 
based  on  the  fact  that  we  know  the  particular  patient's  needs  to  have  extern.il 
controls  applied  when  he,  his  own  internal  controls  are  failing,  which  is  what 
violence  is  really  all  about.  Very  often  violence  is  merely  an  expression  of  help- 
less rage  and  the  violent  patient  is  frequently  asking  others  around  him  to 
please  stop  him,  to  please  restrain  him.  and  seclusion  I  think  is  very  often 
one  of  the  more  humane  ways  of  doing  that. 

Obviously,  sometimes  a  patient  can  be  held  down  if  it  looks  as  though  it  is  a  — 
the  kind  of  thing  that  can  blow  over  in  a  couple  of  minutes,  which  sometimes 
is  the  case.  Then  just  holding  the  patient  may  be  enough.  But  that  isn't  alwa  3 
the  case.  And  some  patients  go  info  a  rage  and  it  takes  a  good  ten  or  fifteen 
minutes  before— and  longer— before  they  will  calm  down.  They  may  calm  down 
and  still  be  dangerous. 

So  that  in  itself,  an  explosion  in  itself  is  not  the  only  consideration. 
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I  am  sorry,  but  I  lost  the  original  question,  Mr.  Hoffman.  You  asked  about 
the  use  of  seclusion. 

Q.  Yes,  on  the  violent  adolescents. 

A.  Invariably  the  way  we  use  it  is  that  if  a  kid  tells  us,  "I  am  ready  to  come 
out  now,"  he  comes  out.  It  could  be  five  minutes  later.  We  check  on  him  regu- 
larly to  make  sure  that  he  is  fine,  and  I  think  one  of  the  things  that  we  always 
are  concerned  about  is  that  the  violent  patient  is  sometimes  as  suicidal  as  he 
is  homicidal.  And  so 

The  Court.  When  were  you  at  Goshen? 

The  Witness.  Some  time  last  fall,  your  Honor. 

The  Court.  Did  you  find  the  situation  different  there  from  what  you  have 
just  described  with  respect  to  seclusion? 

The  Witness.  Yes,  your  Honor,  I  did.  I  think  the  fact  that  seclusion  was  used 
for  a  much  more  extended  period  of  time  was  a  very  distinct  difference  from 
the  way  we  use  it  and  I  made  that  point  to  the  staff  at  that  time. 

Q.  You  were  again  continuing  your  description  of  the  use  of  seclusion  in 
suicidal  behavior? 

A.  Yes,  I  think  that'  one  of  the  important  concerns.  Sometimes — this  hap- 
pened in  the  course  of  the  past  week — a  patient  is  placed  in  seclusion  and  he 
is — it's  a  patient  that  is  known  to  us,  we  knew  exactly  what  his  style  reaction 
is  and  so  on,  and  it  didn't  help  him  because  he  continued  to  remain  angry,  he 
was  kicking  at  the  door  and  so  on.  We  let  him  out  within  five  minutes  after 
putting  him  in  and  he  was  then  able  to  calm  down.  But  the  very  act  of  letting 
him  know  that  we  will  intercede  if  he  is  losing  control,  we  will  help  to  reestab- 
lish his  own  controls,  this  is  the  therapeutic  purpose  of  the  use  of  seclusion 
as  it  is  with  other  things.  And  this  is  what  we  tried. 

Q.  What  are  the  contraindications  of  physically  restraining  a  teen-aged  boy  ? 

A.  Well,  it's  a  highly  variable  thing  and  here  again  it  varies  from  one  patient 
to  another.  For  some  patients  that  I  have  seen — and  they  are  not  by  any  means 
rare — probably  because  of  the  tremendous  amount  of  physical  abuse  that  they 
have  received  in  their  own  homes  they  are  exquisitely  sensitive  to  any  kind 
of  physical  contact  that  takes  the  form  of  restraint  and  they  will  react  to  that 
by  becoming  even  more  agitated  rather  than  being  calmed  by  it.  So  I  certainly 
would  not  think  that  physically  holding  a  patient  or  subduing  him  would  work. 
Although  perhaps  indicated  with  some  kids,  it  would  certainly  not  work  with  all 
kids. 

Some  very  specific  dynamics  arise  with  the  more  paranoid  patient  and  I  am 
not  talking  necessarily  of  the  psychotically  paranoid  patient;  I  am  talking 
about  the  paranoid  patient  who  may  be  severely  emotionally  disturbed,  well 
short  of  psychosis,  and  that  is  that  a — such  a  paranoid  patient  may  experience 
any  kind  of  physical  holding  as  a  homosexual  assault,  and  this  can,  since  this 
is  often  the  basis  for  a  lot  of  violent  outbreaks  and  those  who  have  studied 
the  whole  phenomenon  of  homicide  know  that  very  often  homicide  results,  oc- 
cur during  a  paranoid,  severe,  acute  paranoid  disturbance  in  that  individual  who 
has  strong  aggressive  tendencies.  Somebody  looks  at  him  and  he  feels  he  has 
a  yen  for  him  and  he  will  assault  him  and  possibly  kill  him.  We  don't  see  that 
as  commonly  with  adolescents  as  it  is  seen  in  adults  but  it  is  a  dynamic  which 
I  have  observed  on  numerous  occasions  and  I  think  is  something  that  a  staff 
in  an  institution  such  as  ours  or  Goshen  needs  to  keep  in  mind  in  regards  to 
physical  restraint. 

Q.  Is  it  always  possible  through  a  good  treatment  program  to  prevent  children 
from  becoming  violent? 

A.  I  didn't  hear  the  question.  What's  the  question? 

Q.  Is  it  always  possible  through  a  good  treatment  program  to  prevent  a  child 
from  becoming  violent? 

A.  My  answer  to  that  would  be  that  a  good  treatment  program  is  a  basis  for 
any  management  of  disturbed  children  and  there  should  always  be  a  good  treat- 
ment program,  and  if  not,  a  better  treatment  program.  Whether,  when  you  are 
dealing  with  the  most  disturbed  population,  you  can  prevent  all  violence  or 
all  violent  outbreaks  is  quite  another  matter.  I  don't  think  you  can  simply  be- 
cause it  is  the  nature  of  the  beast  as  it  were.  We  don't  cure  patients  by  good 
treatment  program.  We  help  the  patient,  in  the  context  that  we  are  talking 
about,  to  maintain  more  control,  to  perhaps  better  his  controls.  But  we  cer- 
tainly do  not  provide  him  with  newly  found  controls  overnight  or  even  over  a 
long  period  of  time,  and  it  is  a  very  lengthy  process  during  the  time  of  work- 
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ing  with  the  patient  towards  the  establishment  of  better  controls,  towards  the 
reduction  of  aggressive  impulses. 

Of  course,  you  may  get  and  will  get  many,  many  outbursts,  depending  on  the 
patient. 

Q.  Is  there  a  category  of  boys  that  you  have  dealt  with  who  express  no  feel- 
ings of  anxiety  or  guilt  or  remorse  about  things  that  they  have  done? 

A.  There  is.  And  in  truth  we  don't  see  too  many  of  them  at  Bellevue  because 
I  think  they  probably — they  go  the  route  of  the  Family  Court  and  are  not  likely 
to  be  the  ones  that  the  Family  Court  judge  will  think  of  remanding  to  us  for 
psychiatric  evaluation.  They  may  more  often  go  directly  to  juvenile  center  and 
thence  to  the  New  York  City  training  school  system.  But  I  have  seen  a  fair  num- 
ber over  the  years  of  kids  who  are  what  in  the  traditional  psychiatric  nomencla- 
ture have  been  called  psychopaths,  are  more  commonly  called  sociopaths  today. 
And  these  are  often  kids  who  at  least  functionally  seem  to  have  lost  all  care  for 
any  other  human  being.  They  may  even  have  lost  any  concern  for  their  own  life 
and  limb.  They  are  kids  who  frequently  tell  us,  for  example,  that — I  like  to  ask  the 
question,  you  know,  "What  do  you  assume  your  life  would  be  like — what  do  you 
think  your  life  would  be  like  when  you  are  20?"  and  when  I  get  the  answer  "I 
will  be  dead  by  then,"  as  I  have  very  often  gotten,  I  know  that  I  am  dealing  (a) 
with  a  depressed  kid,  but  very  often  someone  who  has  given  up,  that  is  depressed 
at  a  deeper  level,  but  in  terms  of  how  he  functions  is  someone  who  has  given  up 
on  any  faith  in  life,  any  belief  in  himself  or  any  trust  in  any  other  human  being, 
and  if  you  have  that  combination  together  with  a  lot  of  rage  and  a  lot  of  bitterness 
and  the  tendency  to  burst  out  in  aggressive  action,  then  of  course  you  have  a 
dangerous  individual. 

Q.  What  are  the  methods  that  you  would  have  to  use  to  control  the  boy  who 
has  no  feelings  of  guilt  or  remorse  about  attacking  another  human  being? 

A.  Well,  reasoning  with  him  is  obviously  not  something  likely  to  work,  unless 
you  can  impress  him  with  the  fact  that  he  stands  to  lose  a  great  deal  by  not 
controlling  himself.  The  kind  of  leverage  we  have  there  is  very  often  such  a  boy  or 
girl  wants  more  than  anything  else  to  go  home.  Our  pitch  is,  "You  have  to  dem- 
onstrate to  us  that  you  are  capable  of  returning  home  and  making  a  go  of  it 
there.  We  want  to  send  you  home,  that's  our  most  fervent  desire,  but  you  have  to 
make  it — convince  us  that  this  is  the  reasonable  course."  That  appeal  may  help.  It 
very  often  does,  I  think. 

In  some  instances,  perhaps  with  the  angrier  individual,  it  doesn't.  Then  we  have 
to  use  the  various  methods  that  I  have  described. 

One  additional  method,  which  I  didn't  refer  to,  which  we  are  able  to  use  at 
Bellevue,  which  we  use  I  don't  think  in  as  restricted  a  fashion  as  possible,  is 
transfer  of  the  patient  off  the  ward.  This  will  sometimes  be  necessary  when  that 
patient  is  serving  as  a  catalyst  for  creating  a  riot  situation.  Sometimes  it  is  in 
the — more  clearly  to  protect  the  patient  against  a  tremendous  amount  of  aggres- 
sion from  others  which  may  take  a  sexual  form,  sexual  abuse,  or  it  may  take  a 
very  directly  aggressive  form.  Until  we  can  straighten  out  the  situation  with  the 
patients.  So  that  is  another  use. 

Sometimes  kids  will  say,  "I  can't  stand  to  be  with  kids  my  own  age,  I  want 
to  be  with  adults."  And  that  works  out  pretty  well  in  that  case  as  well. 

Q.  Is  seclusion  ever  used  for  the  purpose  of  establishing  limits  on  violent 
behavior? 

A.  Oh,  yes.  I  would  say  so.  I  think  it — as  I  have  been  saying,  I  think  the  major 
purpose,  therapeutic  purpose,  of  seclusion  is  to  help  the  individual  patients  to 
reestablish  controls  over  his  destructive  impulses  which  he  himself  wants  to  re- 
establish, and  that  in  that  regard  of  course  we  are  placing  limits  on  his  further 
violent  activity. 

Q.  Doctor,  do  you  believe  that  it  is  either  destructive  or  cruel  to  place  a  boy 
in  confinement  if  he  is  a  danger  to  himself  or  danger  to  other  children? 

A.  This  is  a  question  that  always  comes  up  and  I  think  that  there  are  many 
things  that  we  use  as  part  of  our  psychiatric  armamentarium.  There  are  many 
things  that  parents  do  with  their  own  children  at  home  that,  if  used  properly  and 
used  compassionately,  are  essential  methods  of  either  child  rearing  or  psychiatric 
treatment. 

Obviously  when  they  are  abused,  as  any  one  of  these  things  can  be  abused  in 
the  hands  of  a  sadist,  in  the  hands  of  someone  who  is  indiscriminately— uses  no 
judgment,  let's  say,  about  what  he  does,  this  can  be  a  most  destructive  practice. 
I  think  that  although  many  would  believe — I  think  what  we  don't  know  really 
is  just  how  destructive  even  the  abuse  can  be.  I  think  that  we  can  speculate  a 
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great  deal  about  it,  but  there  really  is  very  little,  if  auy,  bard  data  in  terms  of 
followup  of  such  things  to  be  able  to  permit  auy  oue  of  us  to  state  categorically 
that  even  when  abused,  that  there  is  really  severe  damage  to  the  growing  person- 
ality. I  think  that  when  it  is  not  abused  I  would  not  anticipate  any  damage 
whatsoever,  and  that's  the  important  thing. 

Q.  What  is  the  result  when  seclusion  is  eliminated  from  an  institution? 

A.  I  will  come  back  to  what  I  was  referring  to  earlier  in  response  to  Judge 
Motley's  question,  and  that  is  that  the — one  of  the  rulings  that  has  caused  a 
tremendous  problem  for  us  at  Bellevue  that  has  come  down  from  the  Department 
nf  Mental  Hygiene  only  perhaps  two  or  three  years  ago  was  the  complete  elimina- 
tion of  the  use  of  seclusion  in  the  children's  hospitals. 

The  Court.  Do  you  know  why  it  was  eliminated? 

The  Witness.  Well,  I  think,  your  Honor,  for  the  reason  I  gave  earlier,  namely, 
that  I  think  there  was  some  policy,  at  a  high  policy  level,  some  feeling  that  it 
is  automatically  destructive  and  sadistic  and  cruel,  and  that  has  certainly  not 
been  my  experience,  and  what  it  has  led  to  is  that  the  child  that  they  are  seeking 
•i  otect  in  fact  ends  up  getting  hurt,  because  rather  than  going  to  a  children's 
hospital,  where  he  should  go  to  get  the  treatment  that  he  needs.  I  have  the  refer 
him  back  to  the  Family  Court  judge,  the  Family  Court  judge  says,  "Doctor,  what 
am  I  supposed  to  do  with  this  kid?  You  teil  me  lie  is  emotionally  disturbed  and 
ought  to  be  in  the  hospital.  I  cannot  remand  him  to  a — to  the  Department  of 
Mental  Hygiene.  What  am  I  supposed  to  do  with  him?"  And  of  course  I  have  no 
answer. 

Actually  at  the  moment  there  is  a  bill  before  the  governor  that  you  may  be 
aware  of  which  will  permit  the  Family  Court  justices  to  place  a  patient  directly 
with  the  commissioner  of  mental  hygiene  and  he  will  have  to  find  a  placement 
for  thein. 

Now.  that  will  help,  but  right  now  these  kids  that  formerly  used  to  go  to  the 

st;ire  hospitals  are  not  going  to  the  state  hospitals,  are  being  returned  to  the 

•t.  may  end  up  being  in  short  order  committing  homicide,  and  I  have  a  very 

recent  case  in  mind,  it  only  came  to  my  attention  last  week,  of  a  former  patient 

of  ours,  and  of  course  no  treatment  of  any  sort  is  being  provided. 

The  Court.  Well,  I  think  you  lost  the  original  question.  The  original  question 
was  why  the  Mental  Hygiene  Board  adopted — or,  rather,  eliminated  the  policy 
of  seclusion.  Did  they  have  some  reason  for  it?  Is  that  the  result  of  some  study  or 
something? 

The  Witness.  I  know  of  no  study,  your  Honor,  that  would  justify  such  a  broad, 
sweeping  action  as  that.  In  terms  of  the  specific  reason  involved  I  can  only 
speculate  as  I  have  but  I  do  not  know. 

The  Court.  All  right. 
By  Mr.  Hoffman  : 

Q.  Doctor,  what  is  the  difference  between  seclusion,  or  room  confinement,  at 
an  adolescent  institution  and  solitary  confinement  at  an  adult  prison? 

A.  I  can't  speak  from  the  standpoint  of  a — 

Ms.  Thorpe.  Your  Honor,  I  have  to  object  again.  There  has  been  no  founda- 
tion laid  that  the  witness  has  any  knowledge  at  all  of  adult  prisons. 

The  Court.  Do  you  have  any  knowledge  of  adult  prisons? 

The  Witness.  No  direct  knowledge,  your  Honor,  no. 

The  Court.  All  right. 

We  are  going  to  recess  now  until  2  o'clock  for  lunch. 

[Luncheon  recess  taken.] 

afternoon   session 

Michael  G.  Kalogerakis  resumed. 
[Jury  present.] 

DIRECT   EXAMINATION    CONTINUED    BY    MB.    HOFFMAN 

Q.  Dr.  Kalogerakis,  how  many  children  are  remanded  to  you  by  the  Family 
Court? 

A.  Well,  over  the  years  it's  been  between  40  and  60  per  cent  of  our  patient 
population.  And  we  have  had — at  the  present  time  our  usual  ward  census  is 
about  25  but  in  the  past  we  have  run  as  high  as  40  and  more. 

Q.  Are  some  of  these  children  sent  back  from  your  institution  to  the  Family 
Court  ? 

A.  Yes.  The  majority,  the  vast  majority. 
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Q.  Do  some  of  these  children  go  to  training  schools  thereafter? 

A.  They  do. 

Q.  Do  you  have  occasion  at  time  to  recommend  that  a  child  be  placed  in  a 

training  school? 

A.  Yes.  Not  infrequently. 

Q.  What  are  the  reasons  for  making  such  recommendations  ? 

A.  Well,  generally  speaking,  we  will  make  that  recommendation  when  we  feel 
that  what  the  particular  adolescent  needs  more  anything  else  is  external — the 
provision  of  external  controls  in  the  face  of  his  inability  to  exercise  internal  con- 
trols which  keeps  getting  him  into  trouble. 

Q.  Approximately  what  is  the  amount  of  your  population,  that  is,  psychotic, 
and  the  amount  of  your  population  that  is  not  psychotic? 

A.  Well,  the  truly  psychotic  patients  are  a  minority.  Seldom  more  than  33  per 
cent  of  the  ward  at  any  given  time. 

The  Court.  Seldom  more  than  a  third? 

The  Witness.  That's  right. 

Q.  Do  you  find  that  the  use  of  seculsion  at  your  institution  varies  with  one 
group  or  another? 

A.  I  am  sorry.  Would  you  repeat  that? 

Q.  Do  you  find  that  the  use  of  seclusion  at  your  institution  varies  with  one 
group  or  another?  By  "group"  I  mean  the  psychotic  and  the  nonpsychotic 
children. 

A.  Yes,  I  think  we  are  more  likely  to  use  seclusion  with  the  nonpsychotic  pa- 
tient. The  nonpsychotic  patient  is  the  one  who  is  having — who  has  the  capacity 
for  exercising  internal  controls  over  his  behavior,  but  who  loses  that  periodically 
and  who  is  therefore  helped  by  a  temporary — by  temporary  placement  in  seclu- 
sion so  that  he  can  reconstitute,  as  it  were,  his  own  ego  resources. 

With  the  psychotic  patient  that  is  not  likely  to  happen,  or  does  happen  some- 
times, but  it  perhaps  is  less  likely  because  of  the  fact  that  his  ego  controls  tend 
to  be  much  more  chronically  poor  and  do  not  respond  as  well  to  the — this  kind  of 
provision  of  external  controls. 

Q.  Now,  based  upon  the  fact  that  a  number  of  the  boys  that  you  have  treated 
have  been  placed  in  state  training  schools,  would  you  express  your  opinion  on 
the  necessity  of  seclusion  or  confinement  to  state  training  schools? 

A.  My  opinion  is  that  it  should  be  used  as  little  as  possible,  that  it  should 
be  available  for  the  occasional  instances  when  it  is  going  to  help  the  patient  to 
reestablish  those  controls  which  are  so  essential  to  his  own  feeling,  to  his  feel- 
ing happy  with  himself,  and  also  essential  to  his  reestablishing  his  ability  to 
function  with  his  peers  and  generally. 

Q.  Doctor,  do  you  use  thorazine  at  Bellevue? 

A.  Yes,  we  do. 

Q.  Do  you  use  thorazine  in  what  might  be  described  as  a  crisis  intervention 

situation? 

A.  We  can  and  do.  More  likely  than  not  it  would  be  with  a  patient  who  has 
been  receiving  thorazine  as  part  of  his  overall  management  and  treatment,  and 
so  that  we  know  what  has  particular  response  to  the  medication  is  and  how 
effective  it  is.  This  helps  in  selecting  the  proper  medication. 

After  all,  there  are  other  medications  available  besides  the  phenothiazines  and 
we  use  them  as  well. 

Q.  Do  you  use  thorazine  to  control  highly  agitated  children? 

A.  Agitation  is  one  of  the  specific  psychiatric  indications  for  the  use  of  thora- 
zine, yes. 

Q.  What  are  the  indications  and  contraindications  of  using  thorazine  in  that 
case? 

A.  In  the  case  of  agitation? 

Q.  "Xes,  a  highly  agitated  child  who  is  becoming  assaultive. 

A.  There  are  no  contraindications.  As  long  as  the  basic  precautions  that  are 
essential  in  administering  medication  of  any  kind  have  been  taken. 

Q.  Has  it  been  your  experience  that  a  child  who  is  given  medication  under 
those  circumstances  would  experience  any  dangerous  side  effects,  any  per- 
manently harmful  side  effects? 

A.  Thorazine  is  not  one  of  the  dangerous  drugs.  The  side  effects  that  we  see 
from  thorazine  are  when  a  certain  level  of  thorazine  in  the  blood  is  reached  we 
get  what  is  called  the  Parkinson  effect,  which  can  be  easily  averted  by  admin- 
istering at  the  same  time  that  you  administer  thorazine  one  of  the  anticon- 
vulsants, and  these  are  well  known  and  used  quite  regularly. 
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I  am  sorry.  That  is  not  correct,  not  anticonvulstant  but  anti-Parkinsonian, 
such  as  Artane,  for  example. 

Now,  the  side  effects  that  we  know  besides  that  are  rarely  an  occasional  hy- 
potensive response  in  which  the  blood  pressure  drops  and  the  patient  may  feel 
very,  very  faint,  and  this  is  usually  adequately  managed  by  placing  the  patient 
in  bed  or  in  a  prone  position.  Sometimes  it  requires  the  administration  of  addi- 
tional medication  to  raise  the  blood  pressure.  But  that  is  very,  very  rare. 

Another  side  effect  of  thorazine,  which  is  an  undesirable  one  but  by  no  means 
dangerous,  is  jaundice,  and  I  think  what  needs  to  be  pointed  out  there  is  that 
the  jaundice  is  not  jaundice  which  results  from  actual  damage  to  liver  tissue, 
what  we  would  call  parenchymatous  jaundice.  It  is  obstructive  jaundice  which 
simply  involves  the  occlusion  or  the  blocking  of  the  canals  that  deliver  the  bile 
from  the  liver  to  the  intestines.  There  is  no  real  danger  in  that.  And,  as  a  mat- 
ter of  fact,  patients  with  hepatitis  can  be  given  thorazine  with  impunity,  and 
patients  who  are  chronic  alcoholics  and  have,  say,  cirrhosis  of  the  liver  can  be 
given  thorazine  with  no  damage  to  the  liver  as  a  consequence. 

Q.  Is  thorazine  preferable  to  other  medication  in  the  control  of  the  violent 
patient? 

The  Court.  Do  you  give  thorazine  to  patients  who  are  not  psychotic? 

The  Witness.  Yes,  we  do,  your  Honor. 

The  Court.  What  is  the  purpose  of  that? 

The  Witness.  Well,  I  mentioned  earlier  that  one  of  the  specific  indications  of 
the  use  of  thorazine  is  agitation.  Now,  agitation  may  occur  in  a  psychotic  pa- 
tient, but  it  can  very  well  occur  in  a  nonpsychotic  patient,  and  it  is  very,  very 
definitely  beneficially  affected  by  the  administration  of  the  phenothiazines.  The 
phenothiazines  are  not  exclusively  antipsychotic  agents,  they  are  used  primarily 
in  that  way,  but  they  are  used  also  for  marked  agitation  and  severe  anxiety. 

Q.  Is  thorazine  preferable  to  other  medication  in  the  control  of  a  violent 
patient? 

A.  It  may  be,  and  here  you  really  have  to  know  your  patient.  I  think  there 
are  many  differences  in,  as  with  all  medications,  the — many  variations  between 
one  patient  and  another.  If  you  know  your  patient,  if  he  has  been  receiving  the 
particular  medication  you  can  predict  much  more  intelligently  what  effect  a  par- 
ticular dose  of  medication,  of  a  specific  medication,  will  have.  It's  always  best, 
of  course,  not  to  use  a  known  medication  with  an  unknown  patient  or  with  a 
patient  in  whom  the  effect  is  not  known.  And  that's  a  basic  medical  precaution. 
There  are  instances  where  one  of  the — one  of  the  reasons  why  we  would  prefer 
to  use  thorazine  rather  than,  let's  say,  the  most  common  alternative,  which  is 
barbiturates,  is  because  the  level  of  tolerance,  the  level  of  safety  between  the 
optimal  effective  dose  and  the  point  at  which  toxic  effects,  undesirable  toxic 
effects,  begin  to  occur  is  rather  large,  quite  broad  with  thorazine.  It  is  far  less 
broad  with  other  medications,  notably  the  barbiturates.  So  that  we  would  gen- 
erally prefer  to  use  thorazine  rather  than  barbiturates. 

In  the  case  of  a  patient  who  is,  however,  completely  out  of  control  and  some- 
one who  is  big  and  powerful,  and  particularly  if  we  happen  to  have  one  male 
aide  on  duty  and  there  are  three  femal  aides  trying  to  help  this  one  male  aide  to 
subdue  a  patient  who  may  be  an  expert  in  karate  and  could,  you  know,  really  do 
very  serious  damage  if  he  really  lets  go,  what  we  have  to  go  to  then  is  something 
that  will  work  immediately  and  there  the  medication  of  choice  will  not  be 
thorazine,  it  would  be  sodium  amatol,  one  of  the  fast-acting  barbiturates  which, 
if  given  in  the  muscle,  will  quiet  the  patient  within  three  to  five  minutes,  let's 
say,  if  given  in  the  vein,  which  is  perfectly  safe,  will  quiet  the  patient  instantly. 
And  sometimes  it  is  really  the  only  way  to  protect  life  and  limb  of  other  patients 
and  staff,  as  well  as  the  patient  himself,  of  course. 

Q.  Doctor,  have  you  read  the  rules  and  regulations  of  the  Division  for  Youth 
pertaining  to  room  confinement? 

A.  I  have. 

Q.  Would  you  express  your  opinion  as  to  the  propriety  of  using  room  confine- 
ment in  accordance  with  those  rules  and  regulations? 

A.  Well,  I  differ  with  some  of  the  rules,  as  you  know.  I  had  more  to  object  to 
in  the  past  than  with  the  revised  system.  I  think  a  lot  has  been  changed  and  is 
much  more  palatable.  To  my  particular  approach  I  still  have  questions  about 
the  use  of  seclusion  for  as  long  as  24  hours,  for  example.  I  am  not  saying  it  can't 
be  justified  in  certain  cases  as  long  as  the  patient  is  checked  with  regularity,  pos- 
sibly removed  for  a  few  minutes  every  couple  of  hours.  It  may  be  justified,  de- 
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pending  on  the  nature  of  the  case.  I  wouldn't  rule  it  out,  but  my  preference  would 
be  for  the  use  of  exclusion  as  a — for  acute  situations  of  crisis  intervention  and 
not  for  more  extended  periods  of  what  might  be  called  treatment  behavior 
modification. 

Q.  Doctor,  do  you  think  that  there  is  any  uniform  way  that  the  institution 
could  react  to  the  explosions  of  individual  children? 

A.  Not  really,  because  there  are  some  variables.  No.  1,  what  I  was  saying  this 
morning  in  terms  of  the  particular  diagnostic  category  that  the  patient  falls 
into  I  think  I  mentioned  for  example  that  with  a  population  such  as  we  have  at 
Bellevue,  but  that  perhaps  you  don't  have  a  Goshen,  the  organic  brain-damaged 
person  who  loses  control  is  the  most  serious,  poses  the  most  serious  danger  of  all. 

Now,  that  requires  a  much  more  immediate  and  definitive  response  than  some- 
one whom  you  might  be  able  to  reason  with  a  little  bit  or  someone  who  will  more 
easily  be  held  down  momentarily  while  medication  is  administered,  a  camisole 
will  have  to  be  used  with  the  organic  very  often,  and  sometimes  as  a  most  effec- 
tive means  of  helping  him  to  control  himself.  I  don't  believe  that  you  can  draw 
general  rules.  I  think  that  good  medicine  is  a  highly  individualized  medicine. 

Good  medicine  is  base  on  as  firm  a  knowledge,  as  intimate  a  knowledge  of  your 
particular  patient,  as  is  possible. 

Q.  Do  you  think  that  if  there  was  a  higher  staff  ratio  at  Goshen  Annex,  or  at 
other  institutions,  that  the  use  of  seclusion  could  be  eliminated  completely? 

A.  No,  I  don't  think  it  could  be  eliminated  completely.  I  think  it  could  be 
minimized.  But  I  would  be  in  favor  of  a  better  staff  ratio  of  the  staff  at  Goshen 
than  at  Bellevue. 

Q.  Do  you  know  of  your  own  personal  knowledge  whether  seclusion  is  used 
at  other  institutions? 

A.  Yes,  indeed  it  is. 

Q.  Are  the  members  of  your  profession  in  unanimous  agreement  about  the  use 
of  seclusion? 

A.  By  no  means.  Some  of  my  best  friends  would  disagree  with  me. 

Mr.  Hoffman.  I  have  no  further  questions. 

CROSS   EXAMINATION   BY   MS.   THORPE 

Q.  Doctor,  your  experience  with  adolescents  in  institutional  settings  has  been 
limited  to  hospital  settings,  is  that  correct? 

A.  That's  correct. 

Q.  You  testified  that  you  have  seen  a  number  of  boys  at  Bellevue  who  have 
gone  to  the  training  school  and  ultimately  wound  up  at  Goshen  Training 
School.  Can  you  tell  us  specifically  how  many  you  know  went  on  to  Goshen? 

A.  No,  I  really  couldn't.  Had  I  known  that  that  might  be  a  desirable  statistic 
I  could  have  gotten  figures  for  how  many  go  on  to  the  trainnig  schools,  at  least, 
let's  say,  over  the  past  six  months  or  a  year.  But  specifically  how  many  end  up 
at  Goshen,  most  of  them  do  not  go  directly  to  Goshen,  as  you  are  probably  aware. 
They  go  to  one  of  the  other  training  schools  based  on  their  age,  and  may  go  from 
the — from  that  training  school  on  to  Goshen. 

Q.  That's  the  point  of  my  question.  The  children  are  placed  not  directly  at 
Goshen  but  at  other  training  schools. 

A.  Yes,  I  am  aware  of  that. 

Q.  So  what  I  am  asking  you  is  do  you  know  how  many  of  the  patients  you 
have  seen  were  transferred  from  the  training  schools  to  Goshen? 

A.  The  best  I  could  give  you  is  a  rough  guess.  I  would  say  that  over  the  years 
there  may  have  been  a  dozen  or  two  that  I  have  had  contact  with  that  have 
been  on  my  service  that  may  have  ended  up  at  Goshen. 

Q.  That  may  have  ended  up  at  Goshen? 

A.  That's  a  guess,  yes. 

Q.  Yes.  You  are  not  certain. 

A.  No. 

Q.  All  right.  Now,  you  also  said  that  some  of  the  youngsters  you  have  seen  on 
your  ward  came  from  Goshen  to  your  ward? 

A.  That's  right. 

Q.  Is  that  because  they  were  very  disturbed  youngsters? 

A.  Well,  what  usually  happens  is  that  a  youngster  is  at  Goshen,  he  may  be 
manifesting — he  will  be  in  the  training  school  system  and  he  may  be  manifesting 
the  usual  aggressive  behavior  which  is  common  to  many,  many  kids,  but  then 
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something  peculiar  happens :  he  may  either  begin  to  act  bizarrely  as  part  of  the 
aggressive  behavior  or  separate  from  that,  or  he  may  become  acutely  suicidal 
and  the  state  training  school  feels  that  they  cannot  deal  with  that  and  they  need 
a  hospital  at  that  point.  And  that  would  be  a  prime  reason  for  his  coming  to  us. 

Q.  So  such  a  youngster  would  not  be  appropriately  placed  at  the  state  training 
school  in  the  first  place,  is  that  right? 

A.  No,  I  didn't  say  that.  He  may  have  been  quite  appropriately  placed  in  the 
training  school  in  the  first  place  but  kids  change,  patients  change.  And  there  is 
a  normal  evolution  of  a  psychiatric  disturbance  which  may  or — which  may  be 
abetted  by  various  conditions  under  which  one  finds  one's  self,  or  quite  inde- 
pendent of  the  conditions  under  which  one  lives.  There  is  an  evolution,  in  other 
words,  if  we  take  an  adult  paranoid  schizophrenic  at  one  point  in  his  past  he 
was  not  visibly  paranoid  schizophrenic  to  anybody.  At  a  certain  point  later 
on  he  would  have  been  possibly  diagnosed  by  some  psychiatrist  as  an  incipient 
paranoid  schizophrenic  and  by  others  still  doubting  it.  And  then  at  a  later 
point  maybe  this  would  have  been  clear  end  then  finally  we  would  see  the 
flowering  of  the  full-blown  psychotic  process.  So  you  do  get  spontaneous  changes. 

Q.  So  the  children  that  you  have  seen  that  came  from  Goshen  were  children 
who  got  worse  in  the  course  of  their  stay  there,  is  that  correct?  Without 
reference  to  whether  Goshen  produced  that  or  not,  they  got  worse  in  the  course 
of  their  stay  there.  . 

A.  I  would  only  object  to  your  use  of  the  word  "worse."  They — let's  say  that 
the  manifestations  of  their  disturbance  changed.  Whether  it  is  worse  or  not  is  a 
debatable  issue. 

Q.  You  testified 

The  Court.  Excuse  me.  Before  we  proceed,  is  there  a  comparable  state  institu- 
tion for  girls  to  Goshen? 

The  Witness.  Yes. 

The  Court.  What's  the  name? 

The  Witness.  Well,  I  believe  so,  I  am  not  sure.  Brookwood  is  the  comparable 
institution. 

Ms.  Thorpe.  Yes,  Brookwood. 

The  Witness.  And  Hudson  is  the 

The  Court.  Girls? 

The  Witness.  Yes. 
By  Ms.  Thorpe  : 

Q.  You  testified  that  organically  brain-damaged  children  have  unprovoked 
explosions  of  violence.  That  was  one  of  the  examples  you  gave  of  unprovoked 
violence. 

A.  Yes. 

Q.  Such  a  child  would  not  properly  be  at  Goshen  in  the  first  place,  wouldn't 
you  agree  with  that? 

A.  Assuming  that  our  diagnostic  skills  were  refined  enough  so  that  we  could 
establish  the  presence  of  organicity  on  first  contact  with  the  patient,  I  would 
say  yes. 

Q.  You  said  there  were  other  unprovoked  instances  of  violence.  Would  you 
say  that  most  of  those  would  occur  in  psychotic  children? 

A.  I  would  say  so,  yes. 

Q.  Doctor,  at  Bellevue  on  your  ward  psychiatrists  of  the  ultimate  responsi- 
bility for  the  way  the  children  are  handled,  don't  they? 

A.  They  do. 

Q.  And  the  use  of  isolation  would  always  be  under  the  direct  supervision  of  a 
psychiatrist,  wouldn't  it? 

A.  Yes. 

Q.  On  your  ward  you  wouldn't  authorize  staff  to  leave  a  child  completely  alone 
in  isolation,  would  you?  By  "completely  alone,"  T  mean  either  not  being  in  the 
room  or  not  being  immediately  outside  the  door  watching  the 

A.  No,  that's  not  true.  What  I  described  earlier  is  that  we  placed  a  child  in 
seclusion  and  we  check  on  that  child  regularly.  That  doesn't  mean  that  there  is 
a  staff  member  directly  outside  of  the  room.  I  would  say  that  optimally  if  we 
could  afford  the  staff  and  the  budget  permitted  hiring  that  much  staff,  that  there 
should  be  someone  outside  the  room. 

Q.  So  you  do  believe  there  should  be? 

A.  I  believe  that  that's  better  than  not.  But  that's  not  our  practice  and  it's 
essentially  the  realities  that  we  determine  that. 
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Q.  You  would  agree,  would  you  not,  that  isolating  a  youngster  alone  in  a  room 
is  a  severe  and  drastic  measure? 

A.  Not  necessarily.  You  see,  I  think  what  we  get  into  there  is  a  bias  that 
affects  many  of  us,  which  is  that — you  know,  I  always  compare,  I  try  to  compare, 
with  what  happens  in  the  normal — let's  say  a  healthy  home,  in  a  good  home  situ- 
ation, and  that  his  parents  will — the  best  of  parents  will  send  a  kid  up  to  his 
room  at  times,  will  deprive  him  of  this  or  that  privilege  in  regards  to  certain 
disbehavior,  and  this  is  a  very  essential  part  of  growing  up,  because  where  this 
does  not  exist  the  child  gets  no  sense  of  direction  and  no  guidance.  And  I  think 
really  that  more  than  what  we  talked  a  heck  of  a  lot  more  about,  namely,  the 
giving  or  not  giving  of  love,  accounts  for  a  lot  of  the  social  problems,  specif- 
ically delinquency  and  antisocial  activity  that  we  see  today.  And  I  think  that 
there  is  a  very  pronounced  tendency  to  overreact  to  a  child  being  alone  by  him- 
self. And  I  think  that  kids  tell  us  very  often,  in  many  ways,  that  they  want  to  be 
alone,  by  themselves,  that  they  want  to  get  away  from  people,  people  bug  them. 
And  it  could  be  their  peers  on  a  ward  such  as  ours  or  it  could  be  a  particular 
staff  member  that  he  wants  to  get  away  from,  and  I  don't  see  that  is  a  cruel  or 
unnatural  punishment. 

Q.  Doctor,  I  wasn't  suggesting  that  it  would  be  severe  if  the  child  asked  to  be 
alone  by  himself.  We  are  talking  about  forced  isolation. 

Now,  would  you  describe  an  isolation  room  at  Bellevue,  please? 

A.  Yes.  It  is  a  pretty  bare  room.  There  is  usually  a  mat,  such  as  we  use  in  the 
gym,  on  the  floor.  Otherwise,  nothing  else.  Eventually  because  what  we  are  con- 
cerned with  is  that  a  patient  who  is  extremely  angry  may  attempt  to  inflict  per- 
sonal injury  in  the  course  of  his  anger  and  it  is  very  strongly  contraindicated  to 
provide  him  with  any  objects  that  he  could  possibly  use  to  do  that. 

Q.  So  then,  doctor,  it  is  really  not  analogous,  putting  a  child  in  an  isolation 
roam  at  Bellevue,  a  seclusion  room,  as  you  call  it,  to  a  parent  sending  a  child 
to  his  room  at  home  where  he  has  his  own  personal  things  and  things  to  occupy 
himself,  is  it? 

A.  It  is  not  analogous?  It  is  not  parallel ;  it  may  be  analogous. 

Q.  Would  you  agree  the  containment  of  violence,  which  isolation  is,  is  strictly 
a  management  technique? 

A.  I  am  not  sure  I  understand  your  question.  As  opposed  to  what? 

Q.  As  opposed  to  constituting  therapy  in  and  of  itself. 

A.  No,  I  look  upon  it  as  most  emphatically  therapy.  Therapy  is  wrong  to  the 
patient's  most  immediate  needs.  That's  what  therapy  is.  And  if  we  are  dealing 
with  a  patient  who  has  lost  control,  his  most  immediate  need  is  the  reestablish- 
ment  of  those  controls.  And  if  we  know  from  experience  that  that  particular 
pa'ient  responds  most  quickly  to  being  placed  in  seclusion,  why,  that  is  the 
optimal  treatment  of  choice  at  that  moment. 

Q.  Well,  doctor,  you  recall,  I  presume,  an  article  you  wrote  entitled  Therapy 
Of  Assaultive  Psychiatric  Patients,  as  a  matter  of  fact,  you  referred  to  it  earlier 
in  your  testimony,  which  was  contained  in  Current  Psychiatic  Therapies  pub- 
lished in  1973. 

Now,  in  the  second  paragraph  of  that  article  you  state  that  the  definitive 
approach  to  the  treatment  of  assaultive  patients  is  two-pronged,  on  the  one  hand, 
management  or  containment  of  the  assaultive  behavior,  and  simultaneous  ther- 
apy of  the  basic  psychopathological  condition.  And  what  I  was  asking  you  was 
if  you  don't — excuse  me ;  withdraw  that  last  sentence. 

Now,  as  you  go  through  this  article  you  divide  it  up  into  management  tech- 
niques and  treatment  techniques.  And  under  management  techniques  you  in- 
clude seclusion  as  one  of  the  techniques. 

Now,  what  I  was  asking  you  was  if  you  still  agree  with  the  view  that  you  were 
putting  forth  in  that  article,  and  that  is  that  isolation  is  a  management  technique. 

A.  Yes,  but  it  is  a  question  of  playing  on  words,  I  believe.  I  think  that  man- 
agement is  treatment.  If  you  are  managing  the  problem  that  is  being  presented 
at  the  moment,  you  are  treating. 

Q.  Well,  what  do  you  mean,  doctor,  then,  by  the  statement  that  management 
or  containment  of  assaultive  psychiatric  behavior  and  simultaneously  therapy 
of  the  basic  psychopathological  condition  means? 

A.  Therapy  refers  there  to  psychotherapy,  which  is  talking  therapy,  which  is 
aimed  at  getting  at,  as  I  said,  what  stirs  up  the  patient's  anger ;  in  other  words, 
the  making  known  to  the  patient  that  which  he  may  not  be  able  to  understand, 
of  what  it  is  that  brings  him  to  the  point  of  losing  control.  If  he  can  become 
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conscious  of  that,  if  he  can  be  made  to  see  what  provocations  play  a  role,  what 
happens  to  him  when  he  is  provoked  in  a  particular  way,  this  becomes  a  most 
potent  means  of  helping  him  to  establish  the  control  in  the  long  view  over  the 
process  of  growing  up,  let's  say,  as  opposed  to  dealing  with  the  crisis  situation. 
When  I  talk  about  management  there  I  am  talking  about  crisis  intervention, 
you  realize? 

Q.  Yes. 

A.  Which  is  treatment. 

Q.  All  right.  But  then  do  I  understand  you  to  say  that  along  with  that  form 
of  agreement  as  you  have  now  defined  it  there  must  be  also  the  longer  term 
psychotherapy  in  therapeutic  intervention? 

A.  Most  emphatically. 

Q.  Now,  would  you  say  that  isolation  without  the  accompanying  therapy,  the 
longer  term  therapy,  psychotherapeutic  intervention,  we  will  call  it,  would  be 
harmful  to  a  patient,  simply  isolating  him,  then  doing  nothing  further  after  he  is 
calmed  down? 

A.  I  would  not  consider  it  desirable ;  I  would  need  research  to  satisfy  me  that 
it  is — if  I  had  to  guess  I  would  say  that  what  is  harmful  is  the  absence  of  psycho- 
therapy rather  than  the  imposition  of  solution. 

Q.  Doctor,  are  you  under  impression  that  Goshen  provides  treatments  for  the 
boys  in  confinement  there  ? 

A.  No.  Well,  I  don't  know  specifically,  but  I  know  that  the  patients  have  some 
opportunity  to  talk  about  their  problems  either  with  nursing  staff  or  with  other 
staff  members  at  times,  but  I  really  don't  know  to  what  extent  that  is  true. 

Q.  Is  your  view  of  the  appropriateness  of  permitting  isolation  or  the  use  of 
isolation  at  Goshen  based  on  the  assumption  that  there  is  some  opportunity  for 
therapy,  psychotherapy — psychotherapeutic  intervention? 

A.  Again,  we  have  to  distinguish  between  what  is  optimal  and  what  one  must 
do  in  dealing  with  overwhelming  realities. 

When  you  are  confronted  with  the  overwhelming  reality  of  a  patient  who  is 
violent  and  who  may  in  the  course  of  his  violence  hurt  another  patient  who  may 
be  several  years  younger  or  hurt  a  staff  member  or  hurt  himself,  you  have  to 
address  yourself  to  that  as  the  primary  concern  at  that  moment. 

Now,  you  may  also  be  faced  with  the  fact  that  you  have  a  shortage  of  staff, 
you  may  be  faced  with  the  fact  that  you  cannot  provide  the  psychotherapy  that 
this  patient  should  be  having,  which  may  have  to  be  optimally  in  some  cases 
very  intensive  psyehoanalytically  ;  these  are  realities  that  are  based  on  the  short- 
comings of  our  society  and  perhaps  other  issues  as  well.  But  we  don't  throw  out 
the  baby  with  the  bathwater.  We  will  be  helping  the  patient  more  if  we  deal  with 
the  little  that  we  can  deal  with  than  if  we  don't  deal  with  that  because  we  don't 
have  the  rest  of  the  pie. 

Q.  Doctor,  you  testified  earlier  that  if  it  wasn't  used  properly  isolation  could 
be  a  harmful  experience  for  a  youngster,  is  that  correct? 

A.  Yes,  I  did  say  that. 

Q.  Wouldn't  you  say  that  used  properly  its  use  involves  followup  with  psycho- 
therapeutic intervention? 

A.  Optimally,  yes. 

Q.  If  a  child  was  quiet  and  cooperative  for  a  period  of  a  half  hour  or  more 
in  an  isolation  room,  would  you  authorize  his  release  at  that  point? 

A.  In  all  likelihood  I  would  speak  to  him  first.  You  know,  I  would  find  out 
what  he  is  feeling  and  what  he  would  like.  And  as  I  mentioned  in  my  earlier 
testimony,  it  is  sufficient  in  most  cases  for  me  that  the  patient  tell  me,  "I  am 
ready  to  come  out,"  for  me  to  release  him  from  seclusion.  And  my  staff  operates 
the  same  way.  A  patient  will  not  say  he  is  ready  to  come  out  unless  he  really 
has  regained  his  controls,  you  see.  But  if  he  has  reached  that  point,  then  it  is 
convincing  and  you  know  he  is  not  pulling  a  fast  one,  then  of  course 

Q.  But  you  are  not  referring  to  the  patient's  apologizing  for  the  outburst  or  the 
behavior? 

A.  No,  that  isn't  what's  important. 

Q.  If  he  were  able  to  write  a  coherent  statement  about  the  incident  that  led 
to  his  isolation,  would  you  say  that  he  should  be  released  from  the  isolation 
room,  or  at  least  have  someone  in  there  with  him  at  that  point? 

A.  A  coherent  statement  or  even  an  incoherent  statement  would  make  me  want 
to  speak  with  him  to  find  out  what  he  really  wants  to  communicate.  And  it  would 
be  upon  that  that  I  would  determine  whether  he  should  come  out  or  not. 
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Q.  Wouldn't  you  agree  that  it  would  be  an ti therapeutic  to  punish  a  youngster 
for  verbal  expression  of  anger  or  hostility? 

A.  Not  necessarily.  I  think  there  we  have  to  distinguish  between  anger  and 
hostility.  Anger — this  is  something  that  is  a  particular  interest  of  mine — an  - 
is  usually  an  appropriate  response  to  a  particular  stimulus.  Hostility  is  quite 
a  different  matter  and  is  generally  inappropriate,  displaced  onto  the  wrong 
person,  and  generally  involves  a  wish  to  hurt  the  other  individual.  Sometimes  in 
quite  physical  terms ;  but  if  not,  at  least  by  insult  or  abuse  or  something — put- 
downs,  let's  say,  things  of  that  sort     . 

Q.  Well,  would  you  authorize  isolation  for  a  youngster  who  expressed  anger? 
A.  No,  that  alone  would  not  be  sufficient  reason. 

Q.  Would  you  authorize  it  for  someone  who  expressed  hostility? 

A.  That  alone  would  not  be  sufficient. 

Q.  If  a  youngster  was  placed  in  isolation  for  either  of  these  reasons,  wouldn't 
it  be  likely  that  the  anger  or  hostility  would  increase  rather  than  decrease? 

A.  If  the — it  depends  on  the  expectations  of  the  child.  If  the  child  feels  that  he 
is  being  treated  unfairly  his  anger  will  certainly  increase  and/or  his  hostility. 
If  his  expectations  are  different,  if  he  feels  that  this  is  appropriate  treatment,  I 
very  often  get  kids  telling  me — I  will  always  ask  about  parental  abuse,  for 
example,  and  one  of  the  questions  I  will  always  put  to  kids  is,  "Do  you  feel 
that  the  punishment,  that  the  beating  you  got,  was  justified  or  not? 

Do  you  feel  it  was  right  for  your  father  to  hit  you?"  And  very  often  he  will 
say,  "Sometimes  yes;  sometimes  no."  So  kids  do  distinguish.  And  I  think  what  is 
important  is  that  they  have  a  concept  of  fairness,  and  if  we  address  ourselves  to 
that  and  relate  to  that  I  think  we  will  be  wrong  less  often. 

Q.  Doctor,  you  certainly  wouldn't  justify  a  boy  a  choice  of  going  either  to 
church  services  or  going  into  isolation,  would  you? 

A.  No,  I  would  not. 

Q.  All  right.  Now.  in  such  a  situation,  wouldn't  the  boy  perceive  isolation  as  a 
punitive  measure?  If  that  was  the  offer  made  you  would  agree  that  that  would 
be  perceived  as  punitive? 

A.  Most  emphatically. 

Q.  Now,  if  boys  were  frequently  threatened  with  isolation  by  staff  to  get  them 
to  comply  with  staff  instructions,  wouldn't  you  agree  that  the  boys  would  always 
view  being  put  into  isolation  as  punishment? 

A.  I  would  say  that  there  is  a  high  probability  of  that,  yes. 

Q.  In  that  case  isn't  it  likely  that  a  boy  would  become  anxious  or  fearful  when- 
ever he  is  sent  to  wing  1  where  the  isolation  rooms  exist  or  are  located? 

A.  In  such  a  case  you  say.  In  the  case  where  a  kid  is  being  threatened.  I 
would  say  he  would  be  angry.  Whether  he  is  frightened  or  not  depends  on  other 
variables  that,  you  know,  I  would  have  to  know  about. 

Q.  That  might  produce  violence  on  his  part,  might  it  not? 

A.  It  would  produce  anger.  I  suppose  it  again  is  a  variable  thing.  Some  kids 
get  a  little  bit  angry  and  they  become  violent  and  other  kids  can  tolerate  a  tre- 
mendous amount  of  anger  without  becoming  in  the  least  bit  violent. 

Q.  Doctor,  I  show  you  Plaintiff's  Exhibit  5-4,  which  are  photographs  of  physical 
restraints.  Would  you  authorize  the  use  of  any  of  these  restraints  on  any  of  your 
patients  at  Bellevue  Hospital? 

A.  I  don't  know  that  the  thing  in  the  left-hand  corner  is.  It  looks  like  a  snake. 

Q.  This  is  a  plastic  device  which  acts  as — somewhat  like  a  belt.  In  other 
words,  this  portion  of  it  gets  put  through  here  and  it  is  pulled  tight,  and  in  order 
to  get  out  of  it  it  requires  a  metal  clipper.  You  may  assume  all  of  this. 

A.  Yes. 

Q.  It  requires  a  metal  clipper  to  get  out. 

A.  The  only  thing  that  resembles  anything  that  we  use  at  Bellevue  is  the  top 
item,  which  is  the  restraints,  and  in  that  case — I  don't  know  what  you  call  it, 
but  the  top,  the  wrist  grips — I  guess  that's  what  they  are — and  that  is  not — 
never  used  with  a  lock  which  is  attached  to  that  particular  exhibit.  Manacle-  I 
have  never  seen  in  our  ward  unless  a  policeman  brought  in  a  patient  in  manacles 
and  they  are  immediately  removed  by  my  order  or  anyone  else's  order. 

And  I  don't  know  about  the  other  item.  I  have  never  seen  it. 

Q.  Doctor,  you  testified  earlier  that  some  youngsters  are  very  sensitive  to  being 
held  because  they  have  suffered  great  abuse  in  their  previous  life  experiences 
in  their  homes,  is  that  correct? 

A.  That's  correct. 
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Q  Those  experiences  were— that  you  were  referring  to— were  brutal  experi- 
ences;  it  was  hostile  touching  that  was  going  on,  is  that  correct? 

\  Yes  it  is  very  variable  again  and  it  might  be  something— it  might  be  out- 
rageous brutality  of  a  very  extraordinary  kind,  or  it  might  be  something  as  dif- 
ferent from  that  as  a  child  being  hit  over  the  back  of  the  head  unsuspectingly 
bv  the  mother's  boyfriend  who  is  just  kidding  around  with  him  but  giving  him 
a'good,  hard  wallop.  There  is  a  tremendous  variety  in  the  kind  of  physical  abuse, 

obviously.  .  ,    .       .    ..  . 

Q.  Doctor,  if  a  boy  who  suffered  such  abuse  in  the  past  were  being  held  by 
human  beings  who  were  giving  him  the  message  that  they  carried,  that  they  were 
trying  to  stop  the  violent  behavior  but  that  it  was  a  message  of  caring  and  not 
hostility  and  brutality,  wouldn't  your  opinion  change  about  the  advisability  of 
having  human  beings  hold  children? 

A.  The  attempt  is  always  to  convey  that  message,  but  yonr  question  presup- 
poses that  the  message  gets  through  to  the  child,  and  when  a  child  is  out  of  con- 
trol he  is  in  what  is  a  quasipsychotic  state  and  his  contact  with  reality  is  ex- 
tremely impaired.  . 

Q.  Doctor,  you  would  certainly  agree,  would  you  not,  that  thorazine  should 

not  be  used  punitively  ? 

A.  I  don't  think  any  medication  should  be  used  punitively. 

Q.  Would  you  say   that  a  nurse  is  qualified  to  prescribe  thorazine  for  a 

patient?  .  .  , 

A.  A  nurse  is  not  qualified  to  prescribe  medication,  only  a  physician  is,  and 
this  is  the  one  thing  that  distinguishes  a  psychiatrist's  rights  nowadays  from 
a  lot  of  other  things  that  we  share  with  other  mental  health  professionals. 

The  question  in  regard  to  a  nurse's  prerogatives  is  that  very  often  a  nurse — a 
nurse  carries  out  a  doctor's  orders  obviously.  I  authorize  my  staff  in  an  emer- 
gency situation  where  life  or  limb  is  being  threatened  to — and  this  would  apply 
to  a  nurse  and  it  would  apply  to  a  nurse's  aide  and  perhaps  to  any  other  staff 
member  who  happened  to  be  on  the  scene  at  the  time — to  use  medication  in  an 
extreme  situation.  I  emphasize  that,  in  an  extreme  situation  where  life  or  limb 
are  literally  threatened,  even  in  the  absence  of  a  medical  order  to  that  effect, 
because  what  we  are  concerned  with  is  making  certain  that  nobody  gets  hurt 
at  that  point.  The  damage  that  may  be  done  in  terms  of  whatever  we  want  to 
think  of,  overdosage  or  something  of  the  sort,  is  very  minimal  indeed,  and  then 
what  we  then  do  is  quickly,  as  quickly  as  possible — at  Bellevue  we  are  fortunate 
in  that  there  is  always  a  psychiatrist  on  duty  in  the  hospital  at  any  hour  of  the 
day  we  get  a  doctor  to  write  an  order  after  the  fact. 

Q.  Would  you  also  agree  that  a  nurse  is  not  qualified  to  double  the  dosage 
previously  prescribed  by  a  doctor  in  a  dosage  of  thorazine  administered 
intramuscularly? 

A.  I  believe  that  it  is  illegal. 

Q.  Would  you  say  it  would  be  dangerous? 

A.  Not  necessarily.  It  could  be.  Again  it  depends  on  the  particular  drug  that 
we  are  talking  about,  and  as  I  mentioned  Mr.  Hoffman's  examination  thorazine 
has  a  very  wide  latitude  of  safety  so  you  don't  run  into  serious  trouble  just  by 
doubling. 

Q.  But  it  would  depend  on  the  patient? 

A.  It  has  a  wide  latitude  with  all  patients.  So  patients  are  perhaps  a  good 
bit  more  sensitive  to  its  effects  than  other  patients. 

Q.  Doctor,  you  said  earlier  that  thorazine  might  be  preferable  to  control 
violent  behavior,  is  that  correct? 

A.  Yes,  I  did  say  that. 

Q.  In  your  article  again,  Therapy  of  Assaultive  Psychiatric  Patients,  in  the 
section  on  management  techniques  as  opposed  to  treatment  techniques,  you  dis- 
cuss the  use  of  medication,  however  you  do  not  suggest  in  this  article  that  thora- 
zine is  an  appropriate  method  of  controlling — an  appropriate  medication  to  be 
administered  for  a  patient  who  needs  to  be  quickly  subdued,  is  that  correct? 

A.  I  don't  remember  really,  but  I  suppose — 

Q.  Well,  I  will  read  you  the  sentence,  if  you  like. 

A.  Yes. 

Q.  You  have  talked  earlier  about  maintaining  patients  on  dosages  of  pheno- 
thiazines,  chlorpromazine  and  some  others,  but  that's  on  an  on-going  basis ;  then 
you  say  sodium  amatol,  in  injectable  form,  should  always  be  available  for  the 
patient  who  may  have  to  be  quickly  subdued. 

A.  Yes. 
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Q.  You  do  not  suggest  thorazine  in  there? 

A.  Because,  as  I  pointed  out  earlier,  thorazine  does  not  have  that  quick  effect 
that  sodium  amatol  has  and  would  not  be  a  suitable  substance  if  you  need  to 
have  quick  results. 

Ms.  Thorpe.  Thank  you.  I  have  no  further  questions. 

The  Court.  Anything  further? 

Mr.  Hoffman.  Just  one  or  two  questions. 

REDIRECT   EXAMINATION   BY   MR.    HOFFMAN 

Q.    Doctor,    do    all    of   the    boys    that    you    treat    at    Bellevue    respond    to 
psychotherapy? 
A.  No,  they  don't  all  get  psychotherapy  either. 
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Joe  Pena,  et  al. 

V. 

New  York  State  Division  for  Youth,  et  al. 

[In  open  court.] 

The  Court.  Good  morning,  ladies  and  gentlemen.  Mr.  Hoffman,  are  you  ready 
to  proceed? 

Mr.  Hoffman.  Yes,  your  Honor. 

The  Court.  All  right. 

Mr.  Hoffman.  I  will  call  Mr.  Carlos  Estrada. 

Carlos  Estrada,  called  as  a  witness  on  behalf  of  the  defendant,  having  been 
first  duly  sworn  by  the  Clerk  of  the  Court,  testified  as  follows  : 

DIRECT   EXAMINATION   BY   MR.    HOFFMAN 

Q.  Dr.  Estrada,  what  is  your  current  position? 

A.  I  am  the  clinical  director  at  the  Boys'  Industrial  School  in  Topeka,  Kansas. 

Q.  What  is  your  professional  background  and  training? 

A.  Psychiatry,  child  psychiatry. 

Q.  Where  did  you  receive  your  degree  or  your  training  in  child  psychiatry? 

A.  At  the  Menninger  School  of  Psychiatry  in  Topeka,  Kansas. 

The  Court.  Are  you  saying  "Menninger"? 

The  Witness.  Yes,  Menninger. 

Q.  Have  you  written  any  papers  or  articles  on  the  subject  of  the  treatment  of 
children? 

A.  Yes. 

Q.  Will  you  tell  the  Court  the  title  of  the  papers  that  you  have  written? 

A.  I  have  written  a  couple  of  papers  that  are  not  yet  published.  One  is  en- 
titled "Treatment  of  the  Deprived,"  and  has  to  do  with  the  treatment  of  children 
who  have  suffered  severe  degree  of  deprivation  and  abuse  during  their  infancy 
and  early  childhood.  And  that  as  a  result  of  this  later  developed  into  delinquent 
behavior. 

The  other  papers  that  I  have  written  are  papers  for  the  training  of  the  staff 
of  the  Boys'  Industrial  School. 

Q.  Will  you  tell  the  Court  something  about  the  Boys'  Industrial  School  where 
you  are  the  director? 

A.  Yes.  The  Boys'  Industrial  School  is  a  state  institution  developed  with  the 
purpose  of  the  care,  treatment  and  education  of  disturbed,  delinquent  adolescent 
boys.  It  has  a  capacity  for  190,  but  currently  we  usually  have  an  average  of  150. 

Q.  Would  you  tell  the  Court  the  types  of  boys  that  are  sent  to  the  Boys'  In- 
dustrial School? 

A.  In  terms  of  their  commitment  all  of  the  students  sent  to  the  Boys'  Indus- 
trial School  have  to  be  committed  by  the  Juvenile  and  Probate  Courts  of  the 
state  in  a  finding  of  delinquency.  That  is  being  found  .guilty  of  having  committed 
an  act  that  if  they  were  adults  they  would  have  been  found  guilty  of  a  felony. 

In  terms  of  their  age.  there  are  two  state  facilities  for  delinquent  youth ;  one 
for  younger  children  ages  13  to  15  in  Atcheson,  and  one  for  the  older  youth,  this 
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is  Topeka  Boys'  Industrial  School  for  children  aged  15  to  18  on  the  average  of 
admission,  but  we  can  retain  them  in  residency  until  the  age  of  21. 

Q.  What  type  of  boys  do  you  deal  with  in  terms  of  their  mental  and  emotional 
problems  ? 

A.  From  a  diagnostic  point  of  view  about  10  percent  of  the  population  would 
be  considered  psychotic,  or  mentally  ill,  both  medically  and  legally.  This  first 
group  are  youth  who  chronically  have  problems  in  their  perception  of  reality 
and  have  either  perceptional  distortions,  such  as  hallucinations,  or  thought  dis- 
orders, including  delusions  and  so  forth. 

The  second  group  that  comprises  about  50  percent  of  the  students  is  a  group 
that  we  call  borderline  cases.  That  is  youth  who  ordinarily  are  functioning  and 
capable  of  distinguishing  fact  and  fantasy,  reality  from  wishes,  but  occasionally 
have  episodes  of  lack  of  control  and  lack  of  touch  with  reality. 

So  in  effect  they  are  psychotic  for  brief  periods  of  time,  but  may  go  from  a 
few  minutes  to  a  few  days. 

The  third  and  largest  group  of  students  is  comprised  of,  that  would  be  about 
50,  60  percent  of  the  students,  students  who  have  chronic  long-standing  serious 
problems  of  behavior,  and  particularly  in  their  relationships  with  other  people. 

This  is  the  group  that  we  ordinarily  call  in  psychiatry  diagnosis  the  youth 
with  character  pathology,  or  character  disorders.  And  there  are  several  sub- 
groups within  this  larger  group. 

Now,  in  regard  to  their  background,  the  great  majority  of  these  children  have 

had  a  very  deprived  background  in  which  they  have  been  abused  and  neglected, 

h  emotionally  and  physically,  for  a  great  number  of  years.  Their  usual  police 

record  and  legal  background  includes  at  least  four  years  and  five  or  more  offenses 

that  have  been  heard  formally  in  court. 

All  of  them  have  been  attempted  to  be  helped  through  other  methods  than 
institutional.  Such  as  counseling  in  the  local  centers,  placement  in  boarding 
homes,  foster  homes,  boys'  ranches,  and  about  one-third  of  them  have  also  been 
placed  in  state  hospitals  previous  to  their  commitment. 

So  pretty  much  in  the  way  the  system  of  agencies  that  offer  help  for  youth 
operates  in  Kansas,  the  Boys'  Industrial  School  is  the  last  resort  before  they 
are  referred  to  the  adult  penal  system. 

Q.  Doctor,  you  described  three  categories  of  boys  that  you  deal  with.  Do  you 
encounter  violent  behavior  from  these  boys? 

A.  Certainly. 

Q.  Do  you  find  that  the  violent  behavior  predominates  more  in  one  category 
than  in  any  of  the  other  categories? 

A.  No.  The  type  of  violent  behavior  is  different  in  one  group  than  in  another. 
In  both  the  psychotic  and  borderline  group  the  violent  behavior  is  unpredictable. 
Usually  triggered  by  events  that  would  not  produce  a  violent  reaction  in  most 
people,  not  planned  and  purposeless,  or  bizarre.  It  is  typically  the  result  of  a 
reaction  of  panic  or  rage  to  a  misinterpretation  of  a  current  event,  such  as 
voices  that  they  are  hearing,  or  other  type  of  hallucination  or  delusion. 

The  management  of  this  type  of  violence  is,  of  course,  very  difficult  in  the 
community,  but  it  is  a  very  easy  procedure  in  an  institution.  These  are  the  kinds 
of  violent  outbursts  that  can  be  controlled  with  medication  and  other  means 
s     That  after  a  drug  treatment  has  been  started  these  problems  disappear. 

The  other  type  of  violent  behavior  is  the  violent  behavior  that  is  not  the  result 
of  an  impulsive  action  resulting  from  a  misinterpretation  of  current  events, 
but  is  a  style  of  dealing  with  frustration  and  relating  to  others  that  is  a  chronic 
and  that  is  a  part  of  the  learning  and  the  makeup  of  the  person. 

Usually  then  this  violent  behavior  is  planned,  premeditated  and  far  more 
dangerous  and  usually  takes  very  much  into  consideration  the  possibilities  of 
being  found  and  caught. 

So  the  persons  or  group  involved  in  this  type  of  violent  behavior  take  many 
steps,  usually  unsuccessful,  to  avoid  being  caught  in  the  act. 

Q.  Doctor,  is  there  a  system  at  the  Boys'  Industrial  School  by  which  the  boys 
can  guide  their  behavior? 

A.  Yes. 

Q.  Very  briefly  would  you  just  explain  to  the  Court  what  that  system  is? 

A.  We  have  a  system  of  management  of  the  student  behavior  and  program  that 
we  call  the  step  system  because 

The  Court.  The  step  system? 

The  Witness.  The  step  system. 
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A.  [Continuing.]  Because  it  goes  from  steps  from  the  responsibilities  that  are 
most  fundamental  and  necessary  and  easy  to  acquire  to  the  responsibilities  that 
are  more  sophisticated  and  not  a  basic  necessity,  but  a  luxury,  if  you  may  wish, 
and  together  with  this  they  then  increase  in  the  individual  students'  freedom, 
privileges  and  activities.  So  that  at  Step  1,  which  is  admission,  or  the  beginning 
step,  the  responsibilities  and  freedom  and  the  privileges  will  correspond  pretty 
much  to  that  of  a  toddler,  that  is  a  child  of  around  three  years  old,  and  at  the 
end  of  the  program,  that  is,  Step  10,  which  is  the  pre-parole  step,  the  responsi- 
bilities the  demands  on  the  student  and  the  amount  of  freedom  and  privileges 
will  correspond  to  those  available  to  an  ordinary  sixteen  year  old  in  the 
community. 

In  between  each  step  has  a  gradation  of  more  advanced  demands  and  responsi- 
bilities paralleled  with  an  increase  in  his  privileges,  freedom  and  area  of  free 
movement. 

Q.  Doctor,  do  you  have  secure  cottages  and  seclusion  rooms  at  the  Boys' 
Industrial  School? 

A.  Yes,  we  have  a  campus  with  11  cottages.  One  is  a  community  cottage,  that 
is,  that  there  are  students  on  most  of  the  program  in  the  community  either 
working  or  going  to  school  or  vocational  training  and  come  to  the  cottage  in 
the  evenings  for  recreation  activities,  therapy  and  to  sleep. 

Then  we  have  the  open  cottages,  four  of  them,  where  the  students  can  walk 
free  in  and  out  of  the  cottages  into  the  different  activities  on  campus.  And  we 
have  the  semi-open  cottages  that  are  cottages  with  the  doors  open,  but  most 
of  the  treatment  activities,  including  classroom  work,  education  and  so  forth, 
take  place  inside  of  the  cottage. 

Then  we  have  the  closed  treatment  cottages,  three  of  them,  where  the  doors 
are  locked  in  the  building  and  there  are  15  rooms  of  which  five  are  seclusion 
rooms  in  each  of  these  cottages. 

The  program  in  these  cottages  takes  place  almost  all  of  the  psychotherapy, 
recreation,  physical  education,  academic  classes,  and  so  forth,  inside  the 
building. 

Q.  Doctor,  will  you  describe  how  seclusion  is  used  in  connection  with  the 
step  system  that  you  spoke  about  before? 

A.  Yes.  Seclusion  is  the  Step  0.  The  responsibilities  of  a  student  in  a  Step  1 
are  those  responsibilities  that  are  absolutely  indispensable  in  order  to  be  able 
to  relate  in  society,  and  they  include,  One,  do  not  run  away  from  the  ins! 
tion ;  Second,  do  not  hurt  yourself  or  others  physically ;  and  Third,  do  not  de- 
stroy or  steal  anybody  else's  property,  including  theirs. 

If  the  student  breaks  any  of  these  responsibilities  he  is  placed  in  Step  1. 
Step  1  simply  means  that  he  will  have  to  be  on  a  one-to-one  supervision  with 
a  staff  member  in  the  open  cottage.  If  after  a  student  because  of  any  violation 
of  this  Step  1  responsibility  is  placed  in  Step  1,  he  still  continues  or  repeats 
the  destruction  of  property  or  hurting  or  attacking  somebody  else  physic: 
or  attempts  to  hurt  himself,  then  he  will  be  dropped,  so  to  speak,  that  is  the 
word  the  boys  use,  to  Step  0. 

Step  0  is  being  placed  in  a  seclusion  room.  In  the  closed  cottages  the  seel': 
rooms  are  right  there  in  the  same  building,  and  there  are  no  seclusion  rooms 
in  any  other  cottage. 

So  if  the  boy  is  to  be  placed  in  Step  0,  then  he  is  taken  to  the  closed  cc>-     a 
for  placement  in  seclusion. 

Now,  Step  0,  or  seclusion  level,  step,  has  five  levels.  What  we  call  the  Level 
00  A,  B,  C  and  D. 

Step  00,  which  will  be  comparable  to  what  is  usually  referred  to  as  seclusion 
in  the  mental  hospitals,  is  the  step  where  a  student  is  placed  when  he  is  abso- 
lutely out  of  control.  He  is  trying  desperately  to  attack  or  to  hurt  somebody, 
trying  to  break  things,  trying  to  hurt  himself  by  banging  his  head  on  the  floor 
or  something  like  that. 

This  Step  00,  Level  00,  lasts  for  whatever  length  is  necessary  for  the  youth 
to  control  himself,  and  usually  does  not  go  beyond  an  hour  to  two  hours. 

During  this  state  the  student  is  taken  to  this  room,  and  the  room,  the  se- 
clusion room,  is  emptied  of  furniture,  but  he  remains  with  his  personal  cloth- 
ing. 

The  Court.  Excuse  me.  What  state  was  he  in  just  prior  to  that?  What  kind 
of  room? 

The  Witness.  If  he  is  in  this  state  he  will  be  taken  to  the  seclusion  room 
and  the  furniture  from  the  seclusion  room 
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The  Court.  No.  Before  you  take  him  to  that  room,  what  is  the  room  he  was 
in?  When  he  was  violent  for  two  hours. 

The  Witness.  Oh,  he  might  be  violent  anywhere  on  campus. 

The  Court.  No.  No.  I  was  trying  to  get  straight  what  room  he  was  in.  You 
said  he  was  there  for  about  an  hour  or  two.  What  kind  of  room  was  that? 

The  Witness.  Oh,  this  is  in  the  seclusion  room. 

The  Court.  In  the  seclusion  room? 

The  Witness.  Yes. 

The  Court.  Then  he  goes  to  a  different  kind  of  seclusion  room? 

The  Witness.  No. 

The  Court.  All  right. 

The  Witness.  If  he  is  in  this  very  highly,  very  violent  state,  then — I  was 
trying  to  explain  the  difference  between  a  Level  00  and  0-A.  00  is  only  for 
the  students  in  this  highly  agitated  state  and  during  this  time  the  furniture 
that  is  available  in  the  seclusion  rooms,  such  as  a  desk,  a  bed,  a  chair  and  a 
small  closet  for  their  clothing,  is  removed  because  they  could  use  these  to  harm 
themselves.  And  a  staff  member  remains  with  the  student  usually  until  they 
are  able  to  talk  the  student  down,  into  calming  down,  including  the  need  to 
restrain  him  physically. 

If  he  doesn't  calm  down  pretty  soon,  in  a  matter  of  a  few  minutes,  then  they 
call  the  person  in  charge,  usually  a  child  psychiatrist,  who  comes  and  talks  with 
the  student,  and  if  it  is  indicated  he  could  be  sedated  with  the  medication  so 
the  whole  procedure  of  this  agitated  state  ordinarily  doesn't  go  beyond  a  couple 
of  hours. 

Q.  Doctor,  if  I  may  interrupt  you  for  a  moment,  does  the  staff  necessarily  re- 
main in  the  room  with  the  boy  when  he  is  at  the  00  level? 

A.  In  the  00  level,  yes.  When  he  is  in  this  very  agitated  state,  yes,  because 
he  could  hurt  himself. 

Q.  What  is  the  next  stage  after  the  00  level? 

A.  As  soon  as  he  calms  down,  then  his  furniture  and  the  rest  of  his  possession, 
if  he  has  a  radio  and  so  forth,  are  brought  in.  But  he  remains  in  seclusion.  The 
difference,  the  main  difference  between  the  Step  00,  you  know,  there  is  what 
will  be  called  in  a  hospital  stripped  seclusion.  And  Step  0-A  which  is  not  used 
in  most  hospitals,  because  in  most  hospitals  as  soon  as  the  person  is  calmed 
down  he  comes  back  into  the  area  where  the  general  group  of  patients  is.  We 
don't  use  this  procedure  after  a  person  has  calmed  down,  we  still  keep  him 
in  the  seclusion  room,  but  he  starts  participating  in  his  program  of  activities  in 
a  one-to-one  supervision. 

'  For  example,  if  the  students  have  psychotherapy,  group  psychotherapy  or 
individual  academic  classes  and  the  school  has  a  period  of  physical  education, 
and  so  on,  and  so  forth,  in  a  Step  0-A  he  can  participate  and  he  is  encouraged 
to  participate  in  all  these  previous  activities  of  the  program. 

The  only  difference  is  that  he  is  supervised  in  a  one-to-one  basis.  Whenever 
possible  the  activity  is  brought  to  him  in  the  cottage  and  there  are  conference 
rooms  and  classrooms  in  the  cottage  available  for  him  not  to  miss  his  class  and 
not  to  miss  his  recreation  or  his  therapy,  and  so  on,  and  so  forth. 

If  this  is  not  possible  the  teacher  herself,  or  the  physical  education  instructor 
will  come  and  pick  up  the  student  in  the  seclusion  room  and  take  him  to  the 
school  for  him  to  finish  his  class.  So  he  is  in  effect  in  seclusion  during  such 
times  as  he  is  not  scheduled  in  some  activity  or  not  willing  to  participate.  Par- 
ticipation in  activities  of  this  program  is  not  required  during  this  state. 

Q.  During  these  intervening  periods  of  time  between  activities  when  the  boy 
is  at  O-A  level,  is  a  person  necessarily  in  the  room  with  him? 

A.  Not  at  this  time  in  0-A,  because  the  student  is  no  longer  in  an  agitated 
and  highly  dangerous  state.  But  he  is  being  observed  frequently  and,  in  effect, 
there  is  not  that  much  time  that  he  is  not  participating  in  activities.  Unless 
he  prefers  to  have  more  time  for  thinking  and  to  be  alone,  as  many  of  them  do. 
Q.  How  long  will  a  boy  remain  in  the  0  levels  of  seclusion? 
A.  On  the  00  step  usually — well,  for  one  thing,  about  half  of  the  boys  who 
become  involved  in  any  of  this  very  dangerous  behavior,  such  as  physical  harm 
to  themselves  or  others,  or  to  property,  about  half  of  them  or,  more  than  half, 
controlled  simply  by  being  placed  on  a  one-to-one  supervision  in  the  original 
cottage.  And  the  other  half,  most  of  them  are  calmed  down  simply  by  coming 
into  seclusion,  and  they  are  in  0-A  with  their  possessions  simply  by  being  moved 
from  this  thing  that  created  the  stress. 
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So  that  the  boys  who  actually  go  to  00  and  would  need  to  be  physically  con- 
trolled for  a  while  and  their  furniture  taken  away  are  very  far  and  between. 
I  think  we  have  an  incident  like  that  maybe  once  a  month  in  which  we  use  the 

00  step. 

Q.  For  what  period  of  time  would  a  boy  remain  in  the  secluded  wing  going 

through  the  levels  0-A  up  to  0-D? 

A.  There  are  three  different  considerations.  One  is  that  any  student  has  tii 
right  to  request  to  go  to  the  closed  cottage,  to  the  seclusion  area  whenever  be 
feels  he  is  tempted  to  do  something  he  shouldn't  do,  that  he  feels  furious  with 
somebody,  or  he  feels  like  he  needs  some  time  away  from  the  stress. 

When  he  has  himself  placed  voluntarily  in  either  his  room  in  the  cottage  or 
in  the  closed  cottage,  then  whenever  he  feels  he  is  ready  to  go  back  to  his  activi- 
ties he  goes,  and  this  with  some  students  may  vary  from,  you  know,  a  half  hour 
to  occasionally  a  few  days.  But  the  student  took  the  initiative  to  find  a  way  to 
control  himself,  a  boy  doing  something  he  would  be  sorry  for  later,  and  he  has; 
the  right  to  exercise  his  freedom  and  go  back  to  his  activities  whenever  he  feels 
like. 

The  second  consideration  Is  that  whenever  a  boy  is  placed  in  seclusion  within 
24  hours  the  members  of  his  treatment  team,  the  head  of  the  treatment  team 
which  is  either  a  psychologist  or  a  child  psychiatrist,  the  social  worker,  the  youth 
worker,  would  go  and  interview  him,  and  the  person  or  other  staff  person  in- 
volved in  the  incident  or  the  other  student,  the  one  involved  in  the  incident  that 
led  to  his  being  placed  in  seclusion,  and  if  after  this  conference  they  feel  that 
he  should  be  back  in  the  cottage,  he  is  back  before  the  24  hours  pass. 

If  in  considering  all  of  the  situation  they  decide  that  he  is  not  ready  to  go 
back,  then  he  will  finish  the  seclusion  program  which  is  a  program  that  will 
take  ordinarily  six  days. 

Q.  Will  you  tell  the  Court  what  the  seclusion  program  is? 

A.  The  seclusion  program  in  this  closed  cottage  consists  of  a  program  of  indi- 
vidualized counseling  and  activities  with  a  one-to-one  coverage  in  order  to  help 
the  student  do  a  number  of  things:  One,  reflect  upon  the  circumstances  thar 
triggered  his  emotional  outburst,  to  gain  some  insight  into  the  internal  emotional 
conditions  and  problems  that  he  was  attempting  to  cope  with  with  his  behavior : 
and,  second,  in  the  cottage  to  help  him  put  to  practice  this  learning  into  the 
exercising  of  responsibilities  and  higher  privileges  during  these  steps  through 
a  six-day  period,  at  the  end  of  which  if  he  has  been  able  to  advance  in  each  of 
these  steps,  and  this  is  very  clearly  specified  what  the  responsibilities  to  be  ex- 
ercised and  what  the  the  privileges  in  each  one  of  these  levels,  then  he  goes 
back  to  his  cottage. 

If  a  student  has  either  been  in  and  out  from  a  Step  0  to  Step  1,  you  know, 
during  several  times,  maybe  a  couple,  three  times  during  a  month,  or  if  he  is 
not  back  in  his  cottage  within  a  week,  then  a  review  conference  is  called  where 
the  treatment  team  and  the  staff  attending  the  student  gets  together  under  the 
direcion  of  a  consultant,  usually  one  of  the  senior  staff  members  or  myself,  to 
find  out  what  the  problem  is  that  the  youth  is  not  making  it. 

Q.  Doctor,  is  seclusion  used  at  your  institution  for  what  might  be  described  as 
a  treatment  purpose? 

A.  Yes. 

Q.  Will  you  explain  what  the  treatment  purpose  is? 

A.  The  student  has  a  way  to,  one,  control  himself,  put  a  stop  to  his  impulsive 
or  violent  behavior  and,  at  the  same  time,  remove  him  from  the  temptation?. 
over  excitement,  over  demands  of  the  current  situation  that  precipitated  that 
outburst  in  the  first  place. 

These  are  the  two  basic  purposes.  Secondarily  to  this  in  specific  instances  for 
example,  it  helps  those  students  who  are  in  the  process  of  trying  to  control  som- 
kind  of  destructive  behavior  they  are  starting  to  see  as  self-destructive,  such 
as  lashing  out  to  other  people  physically  whenever  thev  are  frustrated    smh 

f*S  SfK*  S^  SUCh  as  runnin*  a™*y.  but  they  are  not  yet  capable  of  4oi»g 
it,  and  they  feel  very  much  in  a  bind. 

,JJf°,!,he.re  °^  this^0(Ulsion  allows  them  the  time  while  thev  develop  thes* 
controls  themselves  the  control  is  provided  by  the  institution,  by  the  phvsic.i' 
boundaries  Other  students  feel  unable  to  give  into  the  group  pressure  or  to  the 
pressure  of  another  student.  So  they  are  very  afraid  that  thev  would  gfve  in  to 
this  pressure  and  become  involved  in  activities  that  scare  them.  Such  as  hom  »- 
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sexual  activities,  such  as  giving  their  possessions,  such  as  running  away,  such  as 
being  involved  in  a  delinquent  plot,  and  so  forth. 

The  Court.  "What  do  you  mean  by  giving  their  possession? 

The  Witness.  Somebody  might  threaten  them,  to  hit  them  if  they  didn't  give 
them  some  money,  another  student,  and  they  may  feel  in  this  instance  that  they 
cannot  tell  the  staff  in  the  cottage  because  they  don't  want  to  be  disloyal,  you 
know.  A  very  misunderstood  aspect  of  loyalty,  but  in  any  event  they  feel  very 
much  in  a  bind.  So  usually  they  may  act  up  in  order — usually  by  running  away — 
in  order  to  be  placed  in  the  seclusion  room  where  they  will  be  protected. 

Now,  if  we  simply  were  to  take  care  of  their  agitated  states,  they  calm  down 
and  send  them  back  to  the  cottage,  we  would  not  find  out  what  triggered  his 
running  away,  or  their  upset,  but  if  we  keep  him  there  longer  after  he  has  calmed 
down  and  provide  the  opportunity  for  frequent  diagnostic  interviews  to  find  out 
what  triggered  what  happened,  we  will  find  out,  and  we  usually  do,  that  some- 
body else  was  threatening  him  and  we  can  do  something  about  it. 

Q.  Doctor,  do  you  use  physical  restraints  at  the  Boys'  Industrial  School? 

A.  Yes,  we  do. 

Q.  Will  you  tell  the  Court  in  what  situations  you  would  use  them? 

A.  We  use  them  very,  very  once  in  a  while.  There  are  some  occasions  in  which 
a  student  would  need  to  be  physically  restrained  immediately  in  order  to  prevent 
serious  damage  to  himself,  to  other  persons  or  to  property.  Such  as  a  student  in 
the  arts  and  crafts  shop  who  is  working  with  leather  and  gets  hold  of  a  knife  and 
he  is  trying  to  cut  another  boy  with  whom  he  is  angry  about  something.  This 
requires  an  immediate  intervention  and  holding  physically  that  student. 

Now,  very  seldom  the  physical  intervention  will  have  to  be  sustained.  In  those 
situations  in  which  the  student  cannot  be  let  go  physically  because  he  will  im- 
mediately go  back  into  his  violent  behavior,  with  adolescents  I  prefer  to  use 
temporarily  until  the  psychiatrist  comes  leather  straps  rather  than  physical 
holding.  I  would  not  advise  this  with  small  children,  you  know,  to  tie  their  hands 
with  a  leather  strap,  for  example,  because  with  small  children  it  would  be  far 
more  preferable  to  hold  them  physically  until  they  calm  down. 

But  for  a  couple  of  big  men  on  the  staff,  you  know,  to  physically  subdue  a 
teenaged  boy  and  hold  him  until  he  calms  down  has  a  very  deleterious  result. 
For  one,  this  student  is  going  to  have  a  tremendous  loss  of  face  in  front  of  this 
group.  So  we  usually  try  to  remove  him  right  from  the  group  immediately,  you 
know. 

To  have  your  friends,  you  know,  witness  the  fact  that  several  men,  you  know, 
had  to  control  you  physically  is  a  tremendous  loss  of  face.  And  if  they  don't  let 
you  go  and  treat  you  like  a  little  boy,  you  know,  that  is  a  very  embarassing 
situation. 

Second,  this  is,  in  adolescents,  and  by  adolescents  I  will  say,  you  know,  any 
boy  who  already  is  showing  secondary  sex  characteristics,  I  wouldn't  keep  hold- 
ing, you  know,  I  would  use  the  leather  restraints  instead  because  if  you  keep 
holding  by  one  or  two  persons,  you  know,  an  adolescent  boy,  he  and  his  friends 
are  going  to  misinterpret  this  as  a  homosexual  attack.  And  there  is  going  to  be  a 
very  traumatic  experience,  you  know,  to  get  over  with. 

The  Court.  Why  couldn't  you  get  some  women  on  the  staff  to  hold  them?  All 
these  boys  have  had  mothers,  haven't  they? 

The  Witness.  Yes. 

The  Court.  Why  couldn't  you  use  women? 

The  Witness.  We  have  women  on  the  staff  and  they  occasionally  help  in  this. 
But  again,  a  boy,  an  adolescent  boy,  you  know,  would  rather  be  physically  sub- 
dued by  a  man  than  by  a  woman.  If  a  women  would  attempt  to  try  to  subdue  the 
boy,  I  wouldn't  advise  a  woman  to  do  it,  you  know,  with  an  adolescent  boy. 

The  Court.  Well,  she  might  not  have  to  do  it,  just  approaching  him  might  be 
enough,  wouldn't  it? 

The  Witness.  That's  right.  We  have  learned  that,  that  the  female  staff  often 
is  more  capable  of  helping  a  boy  settle  down  and  control  him  verbally,  you  know, 
than  a  man,  than  the  male  staff.  But  in  terms  of  the  physical  control  a  boy  will 
be  far  more  embarrassed,  you  know,  if  it  has  to  be  physical  control,  far  more 
embarrassed  about  being  physically  controlled  by  a  women,  you  know,  than  by  a 
man. 

Now,  this  I  say,  you  know,  might  happen  three,  four  times  a  year,  you  know, 
that  the  staff  have  to  go  as  far  as  placing  the  leather  cuffs  on  the  boy's  wrist. 
If  this  is  the  case,  then  myself,  if  it  is  in  the  evenings,  or  any  of  the  other  child 
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psychiatrists  on  duty,  that  is  on  weekends  or  evenings,  would  be  called  imme- 
diately. And  we  will  come  and  try  to  talk  with  the  boy  and  see  if  we  can  calm  him 
down. 

When  this  is  not  possible  to  be  done  by  talking,  I,  in  the  institution,  we  prefer 
to  calm  him  down  with  medication  rather  than  to  allow  him  to  continue,  you 
know,  tied  up  with  handcuffs  and  kicking  and  trying  to  bang  his  head  and  so 
forth  for  a  lengthy  period  of  time.  Because  that  wouldn't  help  him  and  it  would  be 
extremely  embarrassing  for  him  the  next  day  when  he  recovers,  you  know,  to 
find  out  to  what  extremes  he  went. 

In  these  circumstances  when  he  is  not  calmed  down,  we  tell  the  student  that 
he  is  out  of  control,  that  this  is  not  helping  him,  that  we  need  to  help  him  to 
control  and  that  we  are  going  to  give  him  a  medication  to  control  him. 

The  Court.  Are  we  talking  about  psychotic  people  now? 

The  Witness.  Not  necessarily  so.  Not  necessarily  psychotic. 

Q.  Doctor,  will  you  explain  the  institution's  policy  with  respect  to  medication, 
and  particularly  the  use  of  thorazine? 

A.  Okay.  In  this  state,  you  know,  we  tell  him  we  are  going  to  give  him  medica- 
tion, but  he  has  a  choice  between  taking  it  orally  or  being  given  in  an  injection. 
This  is  when  the  student  is  in  a  Step  00,  in  this  highly  acutely  violent  stage. 
Once  the  student  has  calmed  down,  and  from  any  step  above,  a  student  has  a 
right  to  refuse  medication,  you  know,  the  psychotherapeutic  medications  that 
are  for  the  purposes  of  helping  a  person  with  anxiety  or  depression. 

So  the  physician  will  discuss  with  him  the  fact  that  certain  medication  might 
help  him  in  this  and  otherwise  will  answer  all  his  questions,  will  explain  the 
side  effects  or  possible  advantages,  and  if  a  student  refuses  to  take  it,  he  has  the 
right  to  do  so.  And  he  can  refuse  to  take  it  at  any  time. 

He  might  say,  I  want  it,  you  know,  now,  and  the  physician  will  prescribe  it. 
And,  you  know,  the  day  after  tomorrow  he  might  change  his  mind  and  say,  I 
don't  want  to  take  it  any  more.  And  the  staff  on  duty  who  is  to  give  him  medication 
just  make  a  notation  that  he  has  refused  the  medication  and  it  is  stopped. 

Q.  With  respect  to  seclusion,  what  is  the  policy  of  giving  medication  V 

A.  Only  on  the  Step  00  when  the  student  is  in  this  very  highly  agitated  state, 
only  then  he  doesn't  have  a  right  to  refuse  the  medication.  Now,  he  has  a  choice 
of  taking  the  medication  by  mouth,  that  is,  in  a  concentrate,  in  a  glass  of  juice, 
or  receiving  it  in  an  injection  if  he  refuses.  In  I  would  say  almost  SO  percent 
of  the  instances  the  person  will  say,  I  will  drink  it,  I  will  take  it  by  mouth.  And 
we  prefer  it  to  be  like  this  because  there  was  at  least  some  degree  of  attempt  at 
self-control. 

So  for  all  practical  purposes  we  give  very  few  injections  of  tranquilizing 
medication. 

Q.  Would  you  give  an  injection  of  thorazine  if  the  boy  refused  to  accept  oral 
medication  ? 

A.  If  the  student  refuses  to  accept  oral  medication  and  he  is  in  this  very  wildly 
violent  state,  I  would  give  medication  intramuscularly.  Now,  the  type  of  medica- 
tion that  I  will  give  will  depend  on  this  student's  condition  and  previous  medical 
history.  I  might  decide  that  certain  medication  would  not  be  indicated  because 
in  the  past  when  this  was  given  he  had  a  bad  reaction  to  this,  or  a  member  of  his 
family  had  a  bad  reaction  to  this,  and  there  are  some  familial  tendencies  to 
react  in  a  certain  form. 

I  might  decide  that  his  symptoms  and  psychiatric  diagnosis  will  call  rather  for 
this  medication  than  for  this  other. 

So  that  we  generally  use  three  types  of  medication  under  these  conditions. 
You  know,  the  most  commonly  used  you  would  have  to  give  a  shot.  One  would 
be  thorazine.  The  other  that  we  use  often  enough  is  Haldol.  And  the  third  one 
that  we  use  occasionally  is  librium  intramuscularly. 

Q.  What  dosage  of  thorazine  would  you  administer  if  you  used  thorazine? 

A.  The  dosage  will  be  gauged  according  to  the  condition  of  the  patient,  you 
know,  the  patient  might  have  been  taken  medication  on  an  ongoing  basis,  so  he 
might  need  less.  The  patient  may  be  small  or  large,  and  that  will  have  something 
to  do  with  the  medication.  But  in  any  event,  after  I  decide,  let's  say,  anywhere 
from  25  to  200  milligrams  of  thorazine  in  the  shot,  he  will  be  observed  in  the 
following  hour  to  decide  if  he  needs  more  after  an  hour,  or  if  there  has  been  any 
problems  with  the  medication. 

Q.  Doctor,  how  many  full-time  psychologists  do  you  have  on  your  staff? 

A.  Psychologists? 
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Q.  Yes. 

A.  Six. 

Q.  How  many  full-time  child  psychiatrists  do  you  have  on  your  staff? 

A.  Three. 

Q.  How  many  social  workers  do  you  have  on  your  staff? 

A.  Twelve. 

Q.  How  many  youth  care  workers  do  you  have  on  your  staff? 

A.  98. 

Q.  Do  you  also  have  people  in  training  at  your  institution? 

A.  Yes. 

Q.  Will  you  tell  the  Court  the  types  of  people  who  are  in  training  and  the  num- 
bers of  people  that  you  have  there? 

The  Court.  Well,  I  don't  know  if  that  is  relevant.  How  many  boys  are  there 
in  your  institution? 

The  Witness.  150  average.  Wednesday  when  I  left  we  had  142  to  be  precise, 
but  the  average  around  the  year  is  150. 

Q.  Doctor,  in  your  opinion,  do  you  believe  that  it  is  cruel  or  destructive  to 
confine  a  boy  in  a  room  by  himself? 

A.  If  he  is  in  a  very  violent  agitated  state,  it  is  very  dangerous  to  confine  him 
in  this  room  alone.  Under  this  very  acute  state  of  agitation  he  should  have 
somebody  right  there.  With  counseling,  physical  restraints  or  drugs,  this  never 
goes  beyond  a  couple  of  hours.  Very,  very  seldom  if  ever. 

After  he  has  calmed  down  to  leave  him  alone  by  himself  would  be  destructive 
if  that's  all  you  do,  you  know,  to  lock  somebody  up  and  forget  about  him  and 
come  to  see  how  he  is  doing  next  day  or  at  mealtime  to  bring  him  his  food.  But 
if  you  do  not  deprive  the  student  of  his  capacity  to  become  involved  in  the  activi- 
ties under  a  one-to-one  supervision,  I  don't  think  it  is  destructive.  I  think  it 
provides  the  student  a  buffer  from  the  temptations,  peer  pressure,  and  so  forth, 
and  as  soon  after  the  student  is  no  longer  in  evident — out  of  control,  he  can 
participate  in  education,  in  sports,  in  recreation,  in  psychotherapy,  go  back  to 
his  cottage  for  the  meetings  with  the  small  group  leader,  you  know,  his  counselor, 
for  meetings,  daily  meetings  and  the  therapeutic  community,  you  know,  and  so 
on,  and  so  forth. 

Mr.  Hoffman.  Thank  you,  doctor. 

Ms.  Thorpe.  I  have  no  questions,  your  Honor. 

The  Court.  No  cross  examination? 

Ms.  Thorpe.  No,  your  honor. 

The  Court.  All  right,  thank  you.  You  may  come  down. 

[Witness  excused.] 

United  States  District  Court,  Southern  District  of  New  York 

70  CIV.  4868  C.B.M. 
V. 

New  York  State  Division  for  Youth,  et  al.,  defendants 

plaintiffs'  post-trial  memorandum,  proposed  findings  of  fact  and 

conclusions  of  law 
Statement 

This  action  is  brought  pursuant  to  42  U.S.C.  §  1988  on  behalf  of  all  children 
placed  with  and  paroled  from  the  Goshen  Annex  for  Boys,  an  institution  within 
the  New  York  State  Training  School  system,  challenging  the  use  of  isolation,  the 
use  of  hand  and  feet  restraints  and  the  intramuscular  use  of  thorazine  or  other 
tranquilizing  drugs  to  control  excited  behavior  of  the  children.  Jurisdiction  is 
conferred  upon  this  Court  by  28  U.S.C.  §1343(3)  and  28  U.S.C.  §2201,  et  seq. 

The  complaint  in  this  case  was  filed  on  November  6,  1970.  Although  the  orig- 
inal complaint  challenged  only  isolation  and  the  use  of  physical  restraints,  upon 
consent  of  both  parties  the  constitutionality  of  the  use  of  medical  restraints  was 
added  as  a  triable  issue.  The  complaint  herein  was  filed  shortly  after  the  filing 
of  a  nearly  identical  action  in  Lollis  v.  Department  of  Social  Services,  70  Civ. 
4750,  which  challenged  similar  practices  at  the  Brookwood  Annex,  which  is  also 
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part  of  the  State  Training  School  system.  In  each  case  a  motion  for  a  preliminary 
injunction  was  made. 

Judge  Morris  E.  Lasker  treated  the  actions  as  companion  cases  although  he 
did  not  consolidate  them.  On  December  18,  1970,  he  ruled  that  the  isolation  of 
the  named  plaintiffs  in  both  Pena  and  Lollis  constituted  cruel  and  unusual  pun- 
ishment in  violation  of  the  Eighth  Amendment.  Lollis  v.  Department  of  Social 
Services,  322  F.Supp.  473  (S.D.N.Y.  1970).  He  enjoined  defendants  in  both  cases 
from  imposing  extended  isolation  on  inmates  pending  approval  by  the  Court  of 
regulations  to  be  submitted  by  defendants.  In  the  same  opinion,  Judge  Lasker 
declined,  because  of  an  unresolved  factual  issue,  to  enjoin  the  defendants  from 
handcuffing  or  binding  the  feet  of  children  in  the  training  schools,  and  denied 
defendants'  motion  to  dismiss  the  complaint. 

Subsequent  to  the  issuance  of  the  injunction,  but  prior  to  approving  the  pro- 
posed regulations  drafted  by  defendants,  the  Second  Circuit  Court  of  Appeals 
decided  Sostre  v.  McGinnis,  442  F.  2d  178  (1971).  Since  that  case  appeared  to 
stand  for  the  proposition  that  a  federal  district  court  should  not  supervise  in- 
ternal regulations  of  state  prisons,1  Judge  Lasker  modified  his  first  order  by 
eliminating  the  need  for  defendants  to  submit  proposed  regulations,  and  en- 
joined the  defendants  only  from  placing  Pena  (and  Lollis)  in  isolation  under 
the  conditions  alleged  in  the  original  complaints.  In  so  doing,  the  Court  acknowl- 
edged that  the  defendants  advised  the  Court  that  "an  injunction  relating  to  one 
plaintiff  would  be  'respected  by  the  State  of  New  York  to  the  same  degree  as  an 
injunction  on  behalf  of  unknown  and  unspecified  plaintiffs.'  "  Lollis  v.  Depart- 
ment of  Social  Services,  328  F.Supp.  1115,  1119  (S.D.N.Y.  1971). 

The  case  was  declared  a  class  action  on  January  19,  1971,  by  Judge  Lasker, 
and  on  May  17,  1971,  Judge  Lasker  issued  a  modified  injunction  which  provided 
"that  defendants  be  and  they  hereby  are  enjoined  pending  trial  from  placing 
plaintiffs  or  any  member  of  the  plaintiff  class  in  isolation  under  the  conditions 
alleged  in  the  respect  complaints." 

On  October  28,  1971,  having  evidence  of  violations  of  the  injunction,  plaintiffs 
moved  for  an  order  amending  or  altering  the  preliminary  injunction  (1)  to 
forbid  the  continued  imposition  of  isolation  upon  members  of  the  plaintiff  class 
in  excess  of  twenty-four  hours;  and  (2)  to  forbid  the  continued  imposition  of 
isolation  upon  members  of  the  plaintiff  class  in  stripped  rooms.  As  a  result  of 
that  motion,  counsel  for  plaintiffs  and  counsel  for  defendants  met  with  Judge 
Lasker  in  a  series  of  conferences  over  the  next  year  or  so.  The  motion  was  never 
ruled  upon.  Believing  that  a  plenary  hearing  was  more  valuable  to  plaintiffs,  on 
February  6,  1973,  plaintiffs  withdrew  their  motion  to  amend  the  preliminary 
injunction. 

Discovery  was  then  undertaken  which,  by  order  of  the  Hon.  Constance  Baker 
Motley,  was  completed  by  October,  1973.  On  February  5,  1974  defendants  moved 
for  the  convening  of  a  three-judge  court  pursuant  to  28  U.S.C.  §  2281  to  hear 
those  portions  of  plaintiffs'  case  which  sought  to  enjoin,  on  constitutional 
grounds,  implementation  of  the  state-wide  regulations  of  the  Division  for  Youth. 
Plaintiffs  did  not  oppose  the  motion,  and  on  February  15,  1974,  Judge  Motley 
granted  defendants'  motion  in  a  written  opinion.  On  March  18,  1974  both  parties 
entered  into  a  stipulation  whereby  plaintiffs  withdrew  their  prayer  for  any 
injunctive  relief  which  would  prohibit  defendants  from  taking  any  action 
authorized  by  state-wide  regulations. 

On  May  28,  1974,  trial  commenced  before  Judge  Motley.  The  trial  continued 
on  May  29,  30,  31,  June  3  and  7, 1974. 

SUMMARY    OF    TESTIMONIAL    AND    DOCUMENTARY    EVIDENCE    BEFORE    THE    COURT 

Plaintiffs  called  fifteen  witnesses  (six  boys  who  had  been  incarcerated  at 
Goshen,  six  experts,  one  named  defendant,  one  agent  of  the  defendant  and  one 
former  ombudsman  at  Goshen).  Additionally,  plaintiffs  introduced  two  hundred 
and  eight  exhibits  in  evidence.  Defendants  called  five  witnesses  and  introduced 
three  exhibits. 

The  following  is  a  list  of  plaintiff's  witnesses  who  were  incarcerated  at  Goshen. 
All  were  subjected  to  isolation  there. 


1  But  see  nost-Sosire  decisions  in  Inmates  of  the  Attica  Correctional  Fncilitii  v.  Rocke- 
feller, 453  F.2d  12  (2d  Cir.  1971;  Rhem  v.  McOrath,  326  F.  Supp.  681  (S.D.N.Y.  1971)  ; 
See  also.  Nelson  v.  Heyne,  355  F.  Supp.  451  (N.D.  Ind.  1972;  aff'd.  491  F.2d  352  (7th 
Cir.  1974),  cert,  denied.  42  U.S.L.W.  3681  (1974)  ;  Inmates  of  the  Boys'  Training  School  r. 
Affleck,  346  F.  Supp.  1354  (D.R.I.  1972). 
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1.  Darcy  Fowler  was  at  Goshen  from  June  8,  1973  to  December  10,  1973  (23).2 

2.  Alvin  Morrison  was  admitted  to  Goshen  in  January,  1973  (51).  The  evidence 
does  not  indicate  his  date  of  release. 

3.  William  Ashley  was  at  Goshen  from  December  13,  1972  to  August  20,  1973 
(Exhibit  6-2). 

4.  George  Kesick  was  at  Goshen  from  April  27,  1973  to  February  6,  1974 
(Exhibit  6-7). 

5.  Robert  Frazier  was   at  Goshen  from  January  2,   1973  to  August,   1973 
(Exhibit  6-5). 

6.  Sam  Brown  was  at  Goshen  twice :  from  March,  1972  to  November,  1972  and 
from  February,  1973  to  August,  1973  (144). 

The  following  is  a  list  of  plaintiffs'  expert  witnesses  and  a  summary  of  their 
qualifications : 

1.  Dr.  James  L.  Curtis,  Associate  Dean  and  Associate  Professor  of  Psychiatry, 
Cornell  University  Medical  College.  Dr.  Curtis  has  been  certified  as  a  specialist 
in  psychiatry  by  the  American  Board  of  Psychiatry  and  Neurology,  holds  a 
certificate  of  training  in  psychoanalytic  medicine  and  has  also  had  training  in 
child  psychiatry  (158).  He  was  formerly  Chief  Psychiatrist  for  the  New  York 
City  Department  of  Social  Services  and,  in  that  capacity,  was  the  principal 
psychiatric  consultant  for  the  child-care  facilities  operated  by  the  Department's 
Bureau  of  Child  Welfare  (159,  160).  He  has  served  as  a  consultant  to  a  number 
of  private  child-care  agencies  (158,  159),  and,  as  a  member  of  both  the  Mayor's 
Juvenile  Detention  Center  Visitation  Committee  (235)  and  the  Citizen's  Com- 
mittee for  Children  (160),  has  been  active  on  task  forces  studying  children  in 
trouble  with  the  law  and  the  State  training  schools  and  City  detention  facilities 
in  which  those  children  are  confined  (160,  161).  Dr.  Curtis  has  also  been  Direc- 
tor of  Psychiatry  for  the  Mitchell  Air  Force  Base  which  included  an  in-patient 
psychiatric  service  (215). 

2.  Dr.  Ira  Goldenberg,  holds  a  doctorate  in  clinical  psychology  and  is  Associate 
Professor  of  Education  and  Clinical  Psychology  at  Harvard  University  (238). 
Prior  to  that  appointment,  he  was  first  Director  of  the  Residential  Youth  Center 
in  New  Haven,  Connecticut,  a  facility  for  mentally  disturbed  and  retarded  delin- 
quents most  of  whom  had  a  history  of  violent,  acting  out  behavior.  Following 
that  he  was  Director  of  the  Training  and  Research  Institute  for  Residential 
Youth  Centers,  an  organization  which  assisted  in  the  development  of  facilities 
similar  to  his  New  Haven  Center  (238-240).  Dr.  Goldenberg  has  also  served  as 
a  consultant  to  the  Governor's  Committee  on  Law  Enforcement  and  the  Admin- 
istration of  Criminal  Justice  in  Massachusetts  on  problems  of  juvenile  delin- 
quency and  the  development  of  alternatives  to  the  juvenile  institutions  being 
closed  down  in  that  state  (241).  He  has  published  two  books  dealing  with  delin- 
quency and  youth  services  (241,  242). 

3.  Dr.  Edward  Kaufman,  certified  as  a  specialist  in  psychiatry  by  the  Ameri- 
can Board  of  Psychiatry  and  Neurology,  is  Clinical  Professor  at  Mount  Sinai 
College  of  Medicine  and  collaborating  psychoanalyst  at  the  Columbia  Psycho- 
analytic Institute  (553).  He  is  the  former  Chief  of  Psychiatric  Services  at  Lewis- 
burg  Penitentiary  and  also  served  as  Director  of  Prison  Health  Services  for  the 
New  York  City  prison  system.  Dr.  Kaufman  has  held  academic  appointments  at 
Albert  Einstein  College  of  Medicine  and  at  the  College  of  Physicians  and  Sur- 
geons of  Columbia  University  and  was  Director  of  an  in-patient  unit  at  the  New 
York  State  Psychiatric  Institute  (553).  Currently,  he  is  also  Chief  Psychiatrist 
of  the  Lower  East  Side  Service  Center  in  New  York  City  and  Chairman  of  the 
American  Psychiatric  Association  District  Branch  Committee  on  Prisons  (554). 

4.  Dr.  Jonathan  O.  Cole,  a  psychiatrist  and  noted  specialist  in  clinical  psycho- 
pharmacology,  was  in  charge  of  the  Psychopharmacology  Research  Branch  of 
the  National  Institute  of  Mental  Health  for  eleven  years.  He  has  conducted  nu- 
merous studies  of  thorazine  and  other  phenothorazines,  winning  an  award  from 
the  American  Psychiatric  Association  for  one  of  them  (339)  Dr  Cole  is  Pro- 
fessor of  Psychiatry  at  Tufts  Medical  School  and  is  former  Chairman  of  the  De- 
partment of  Psychiatry  at  Temple  University  Medical  School,  as  well  as  former 

^n^teildenL0f  Boston  State  Hospital  (337,  338,  347).  He  was  also  Director 
of  the  Boston  Mental  Health  Foundation,  one  of  whose  functions  was  to  operate 
a  program  in  Boston  for  hard-core  delinquents  for  the  Massachusetts  Youth 

wi^inSedrS  lD  parenthesis  refer  t0  Pa^e  numbers  of  the  trial  transcript  unless  other- 
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Service  Board  (338,  372).  Dr.  Cole  has  published  approximately  one  hundred 
and  fifty  articles,  primarily  in  the  field  of  psychopharmacology,  a  list  of  which 
is  in  evidence  as  Exhibit  8-2. 

5.  Dr.  Fritz  Bedl,  holds  a  doctorate  in  clinical  psychology  and  is  a  licensed 
psychoanalyst.  He  was  Chief  of  the  Child  Research  Branch  of  the  National  In- 
stitute of  Mental  Health  for  six  years  and  then  became  Distinguished  Professor 
of  Behavioral  Sciences  at  Wayne  State  University  in  Michigan  (393).  He  has 
served  as  a  consultant  to  numerous  institutions  for  aggressive  and  delinquent 
children  and  is  a  past  president  of  the  American  Orthopsychiatric  Association 
(395,  396).  Dr.  Redl  has  operated  three  facilities  for  aggressive,  disturbed 
children  (394).  He  has  written  extensively  in  this  area  and  his  bibliography  is 
in  evidence  as  Exhibit  8-1. 

6.  Miriam.  Pew  holds  a  Masters  Degree  in  Social  "Work  and  is  currently  with 
the  Center  for  Youth  Development  and  Research  at  the  University  of  Minnesota 
as  a  trainer  of  youth  workers  in  various  facilities.  She  also  serves  as  a  consultant 
to  a  number  of  group  homes  for  adolescents.  She  is  the  former  Director  of  a 
program  providing  services  for  misdemeanants  both  prior  and  subsequent  to  their 
release  from  jail  in  Ramsey  County,  Minnesota. 

The  following  is  a  list  of  tbe  other  witnesses  called  by  plaintiffs  and  a  descrip- 
tion of  their  roles : 

1.  Horace  Belton  is  employed  by  the  New  York  State  Division  for  Youth  as  a 
Program  Supervisor.  Mr.  Belton  formerly  served  as  an  Executive  Assistant  to  the 
Director  of  the  Division  for  Youth  and  as  a  Middle  Manager  (477) . 

2.  Milton  Luger,  a  named  defendant  in  this  action,  is  the  Director  of  the  New 
York  State  Division  for  Youth  (652). 

3.  James  Silbert  was  formerly  employed  by  the  Division  for  Youth  as  an  om- 
budsman assigned  to  the  Goshen  Annex  for  Boys  (813,  814). 

Defendants  called  the  following  witnesses  : 

1.  Dr.  Michael  G.  Kalogerakis  is  Clinical  Psychiatrist  of  the  Adolescent  Inpa- 
tient Service  at  Bellevue  Hospital,  a  public  hospital  in  New  York  City.  He  has 
been  affiliated  with  Bellevue  since  1959  when  he  completed  his  residency  in  psy- 
chiatry there.  He  is  past  president  of  the  Society  for  Adolescent  Psychiatry 
(595).' He  has  written  a  few  articles  on  assaultive  psychiatric  patients  and  has 
edited  a  book  about  disturbed  adolescents  (596). 

2.  Dr.  Carlos  Estrada  is  Clinical  Director  at  the  Boys'  Industrial  School  in 
Topeka,  Kansas  (783).  He  has  received  training  in  child  psychiatry  (784). 

3.  Charles  H.  King  is  Deputy  Director  of  the  Division  for  Youth  in  charge  of 
rehabilitation  services  (692). 

4.  J.  Thomas  Mullen  is  a  Youth  Division  counselor  trainee  employed  at  Goshen 
(736). 

Due  to  the  length  of  the  trial  and  lack  of  additional  time,  the  parties  agreed 
to  stipulate  to  the  introduction  into  evidence  of  certain  portions  of  the  Examina- 
tion Before  Trial  of  Norman  Catlett,  former  Director  of  the  Goshen  Annex,  as 
Plaintiffs'  Exhibit  11-1  and  the  balance  of  that  Examination  as  Defendants' 
Exhibit  D.  

United  States  District  Court 
Southern  District  of  New  York 

stipulation — 70  civ.  48c8 

Joe  Pena,  et  al.,  plaintiffs 

v. 

New  York  State  Division  for  Youth,  et  al.,  defendants 

It  is  hereby  stipulated  and  agreed  by  and  between  the  attorneys  for  the  plain- 
tiffs and  the  attorneys  for  the  defendants  that  for  the  purposes  of  this  action 
the  following  facts  are  admitted  as  true. 

1.  Seperate  medical  files,  case  files,  AC  (Administrative  Committee)  files  and 
room  confinement  files  are  maintained  for  each  child  at  the  Goshen  Annex. 
When  a  child  is  released  from  Goshen,  the  materials  kept  in  the  medical,  case 
and  room  confinement  files  are  left  intact,  but  the  materials  kept  in  the  AC  file 
are  either  destroyed  or  discarded.  The  memoranda  kept  in  the  AC  files  concern 
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the  imposition  of  Wing  I  status,  detention  status  and  reception  status  and  the 
reasons  therefor.  Materials  kept  in  the  AC  files  normally  are  not  kept  any  place 

With  respect  to  confinement  to  a  room  on  Wing  I,  the  memoranda  contained 
in  the  case,  AC  and  room  confinement  reports  at  Goshen  are  intended  to  convey 
the  elements  of  each  incident  noted. 

2.  On  March  11,  1974,  regulations  concerning  the  placement  of  children  on 
Wing  I  and  physical  and  medical  restraints,  were  promulgated  by  the  new  Direc- 
tor of  the  Goshen  Annex,  J.  Thomas  Mullen. 

3.  The  following  abbreviations  are  frequently  found  in  Goshen  records  : 
AC — Administrative  Committee 

HOCW— Head  Child  Care  Worker 

SOCW — Senior  Child  Care  Worker 

ypw — Youth  Parole  Worker  (Social  Worker) 

RC — Room  Confinement  Status 

W/I — Wing  I  (either  the  location  or  the  status) 

WTS — Warwick  Training  School 

Det. — Detention  Status 

SP — Special  Program 

YDC — Youth  Division  Counselor  (Social  Worker) 

4.  Through  February  1974  the  Wing  I  Program  Summary  in  the  monthly  re- 
ports at  the  Goshen  Annex,  contained  the  list  of  children  who  were  on  Wing  I 
status  and  the  dates  they  were  on  such  status.  The  Wing  I  Program  Summary 
now  is  intended  to  reflect  the  children  who  are  placed  in  a  Wing  I  Special  Pro- 
gram pursuant  to  the  new  regulations  which  were  promulgated  by  the  new  Direc- 
tor of  the  Goshen  Annex  on  March  11,  1974.  The  Wing  I  Program  Summary  now 
also  includes  children  who  are  placed  on  Wing  I  for  orientation. 

'5.  Through  February  1974  the  Wing  I  Summary  in  the  monthly  reports  of  the 
Goshen  Annex  contained  the  list  of  children  who  were  in  "detention"  status,  and 
the  date,  length  of  time  and  summary  of  the  reason  in  each  instance. 

6.  Unlike  detention  status  and  room  confinement  status,  reasons  for  the  im- 
position of  Wing  I  status  are  not  recorded  in  the  Wing  I  Program  Summary,  but 
such  information  may  be  contained  in  the  child's  case  record. 

7.  The  terms  "detention  status"  and  "Wing  I  status"  are  no  longer  used.  The 
new  regulations  promulgated  on  March  11,  1974,  provide  that  a  child  who  is  so 
disruptive  that  he  cannot  function  in  a  segment  of  the  regular  program  (or  who 
prevents  other  children  from  functioning  in  a  segment  of  the  regular  program) 
may  be  specially  programed  from  Wing  I,  and,  a  child  who  is  so  disruptive  that 
he  cannot  function  in  the  total  program,  may  be  specially  programed  from  Wing  I 
for  periods  exceeding  one  day.  The  regulations  also  require  that  when  a  child 
is  placed  in  special  program  his  door  must  remain  open  and  educational  and 
recreational  activities  must  be  provided  for  him  by  the  staff. 

8.  Through  February  1974  "standing"  was  a  form  of  punishment  which  was 
imposed  by  the  staff.  A  child  was  required  to  "stand"  for  anywhere  from  one-half 
hour  to  three  hours  in  a  designated  spot  without  moving  or  saying  anything. 
Children  were  often  required  to  "stand"  either  with  their  backs  to  or  facing  a 
group  of  other  children.  The  new  regulations  prohibt  "standing." 

9.  The  failure  of  a  child  to  stand  or  to  stand  "properly,"  has  lead  to  place- 
ment in  a  room  on  Wing  I  in  detention  status. 

10.  The  notation  on  a  record  that  a  child  failed  to  "respond"  means  that  he 
did  not  do  what  he  was  instructed  to  do. 

11.  Through  February  1974,  children  who  were  confined  to  a  room  on  Wing  I 
were  required  to  discuss  the  incident  which  resulted  in  their  being  put  in  the 
room  before  they  were  considered  for  release  from  the  room.  Failure  of  the  child 
to  participate  in  such  a  discussion  resulted  in  his  continued  confinement  in  the 
roOm. 

12.  Through  February  1974,  children  were  required  to  apologize  and/or  make 
a  "positive  commitment"  to  follow  the  rules  and  regulations  of  the  institution 
before  they  were  released  from  confinement  in  a  room  on  Wing  I.  The  new  regu- 
lations require  that  a  youngster  lie  released  from  room  confinement  when  he  is 
no  longer  a  danger  to  himself  or  others. 

13.  The  portion  of  the  Room  Confinement  Report  [Form  DY  750.1  (2/72)] 
which  gives  the  date  and  time  a  child  was  "Placed  in  Room  Confinement"  indi- 
cated the  date  and  time  the  child  was  placed  in  or  released  from  room  confine- 
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ment  status,  and  not  necessarily  the  date  and  time  he  was  confined  to  or  released 
from  a  room  on  Wing  I.  Through  February  1974,  a  child  may  have  been  placed 
in  a  room  on  Wing  I  and  may  have  been  assigned  detention  tstatus,  room  confine- 
ment status  and  Wing  I  status  or  any  combination  of  those  statuses  or  any  com- 
bination of  those  statuses  without  ever  leaving  the  particular  room.  Under  the 
new  regulations,  a  child's  status  may  be  converted  from  special  program  status 
to  room  confinement  status  only  if  he  is  a  physical  threat  to  himself  or  others. 

14.  Through  February,  1974  there  was  no  limit  on  the  number  of  hours  a 
child  may  have  been  held  in  "detention  status"  or  "Wing  I  status."  Under  the 
new  regulations  a  child  who  is  in  Wing  I  Special  Program  because  he  is  so  dis- 
ruptive that  he  cannot  function  in  a  segment  of  a  regular  program,  is  to  leave 
the  Wing  I  area  as  soon  as  he  can  function  in  whatever  segment  of  program  he 
was  disruptive. 

15.  Through  February,  1974,  there  was  no  requirement  that  a  child  in  deten- 
tion status  or  Wing  I  status  be  visited  by  any  particular  category  of  staff. 
Under  the  new  regulations  a  child  who  is  placed  in  Wing  I  Special  Program 
must  be  seen,  if  time  permits,  by  a  Senior  Child  Care  Worker  from  his  team,  a 
Head  Child  Care  Worker  on  duty,  a  Youth  Division  Counselor  (social  worker) 
from  his  team,  and  if  a  problem  involves  school,  a  teacher  and/or  the  education 
supervisor. 

16.  Children  are  and  have  bene  placed  in  a  room  on  Wing  I  for  reasons  other 
than  that  they  constitute  a  serious  and  evident  danger  to  themselves  or  others. 
Under  the  new  regulations  they  may  be  placed  in  Wing  I  Special  Program  when 
they  are  so  disruptive  that  they  cannot  function  in  a  segment  of  the  regular  pro- 
gram or  in  a  total  regular  program. 

17.  In  those  instances  in  which  a  child  is  placed  in  a  room  on  Wing  I  because 
of  a  violent  outburst  of  anger,  the  child  may  not  be  released  from  the  room  as 
soon  as  he  has  calmed  down.  Under  the  new  regulations  he  is  to  be  released 
from  special  program  when  he  can  be  returned  to  a  segment  of  the  regular  pro- 
gram without  disrupting  it,  or  when  he  can  be  returned  to  a  new  segment  of 
program.  ' 

18.  Although  the  "Visitors  to  Child  in  Room  Confinement"  form  requires  the 
notation  of  the  time  the  visit  started  and  ended,  the  latter  time  may  or  may  not 
be  noted.  Where  noted,  visits  by  the  child  care  workers  are  usually  five  minutes 
to  ten  minutes  in  length. 

19.  Through  February,  1974  it  was  a  common  practice  to  release  children  from 
confinement  in  a  room  on  Wing  I  at  9  :30  p.m. 

20.  Children  were  ordinarily  locked  in  their  rooms  at  9  :30  p.m. 

21.  Each  child  is  assigned  a  single  room  at  Goshen. 

22.  Through  February,  1974  the  term  "Special  Program"  referred  to  confine- 
ment to  a  room  on  Wing  I.  Under  the  new  regulations  the  term  currently  refers 
to  a  Wing  I  Special  Program.  (See  Regulations  of  Goshen  Annex,  dated  March 
11,  1974,  annexed  hereto). 

23.  The  forms  which  bear  the  notation  "jb  :8/72-2000"  or  "BE"  in  the  lower 
left  hand  corner  indicate  when  visual  checks  on  a  child  placed  in  room  confine- 
ment were  made  and  the  time  the  child  was  out  of  the  room  for  any  purpose 
(e.g.  to  see  a  doctor,  recreation).  The  notations  on  these  forms,  together  with  the 
notations  on  the  "Visitors  to  Child  in  Room  Confinement"  forms,  record  the  total 
number  of  visits  during  a  child's  stay  in  room  confinement. 

24.  Through  February,  1974,  the  Administrative  Committee  had  to  approve  the 
release  of  a  child  from  room  confinement  status.  Under  the  new  regulations  a 
child  is  to  be  removed  from  room  confinement  as  soon  as  he  ceases  to  be  a  danger 
to  himself  and/or  others,  and  this  decision  does  not  have  to  be  reached  by 
Committee.  The  Director  is  to  be  notified  of  the  removal. 

25.  Through  February,  1974,  if  a  child  was  in  confinement  in  a  room  on  Wing 
I  because  of  trouble  with  a  staff  member,  the  child  was  not  ordinarily  approved 
for  release  by  the  Administrative  Committee  until  the  particular  staff  member 
in  question  bad  given  bis  approval. 

26.  The  Head  Child  Care  Worker  on  duty  or  the  Director  or  the  Assistant 
Director  may  dec!de  whether  or  not  a  child  is  placed  in  a  room  on  Wing  I.  The 
Head  Child  Care  Worker  must  notify  the  Director  or  Assistant  Director  if  he 
takes  such  action. 

27.  The   notation    "Return   via    (or   through)    Mr.   '   means   that   the 

particular  staff  member  referred  to  bad  to  approve  the  child's  release  from  con- 
finement in  a  room  on  Wing  I. 

28.  The  term  "Security  Wing"  refers  to  Wing  I. 
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29.  Through  February,  1074.  children  who  ran  away  either  from  the  institu- 
tion or  while  off  campus  were  confined  to  a  room  on  Wing  I  upon  their  return 
to  the  institution. 

30.  When  children  are  admitted  to  Goshen,  a  PRN  order  for  intramuscular 
injections  of  thorazine  is  routinely  obtained  by  a  registered  nurse  by  telephone 
from  a  doctor  who  has  never  personally  examined  the  child. 

31.  It  was  not  the  practice  of  the  nurse  who  ^ave  an  intramuscular  injection  of 
thorazine  to  make  checks  on  the  child  during  the  hour  following  the  shot.  The 
nurse's  office  is  located  on  Wing  I  across  the  hall  from  the  rooms  which  are 
used  for  room  confinement  and  special  program.  Under  the  new  regulations, 
between  7  a.m.  and  10  p.m.,  a  registered  nurse  must  visit  a  child  within  the 
first  hour  after  administering  the  medication. 

32.  Through  February,  1974,  upon  admission  to  Goshen,  children  were  confined 
in  a  room  on  Wing  I  for  periods  of  up  to  a  week.  The  new  regulations  provide 
that  where  practicable  and  feasible,  a  child  is  to  be  placed  on  a  regular  wing 
within  48  hours. 

33.  No  complete  set  of  rules  and  regulations  which  specifies  what  conduct  will 
result  in  a  child's  confinement  to  a  room  on  Wing  I  is  made  available  to  each 
child  when  he  enters  the  institution. 

34.  Social  workers  are  not  on  duty  on  Saturdays  and  Sundays  and  normally  do 
not  see  children  confined  to  rooms  on  Wing  I  on  those  days. 

35.  The  term  "Transportation"  unofficially  refers  to  movement  of  children 
about  the  facility. 

Dated  :  New  York,  New  York,  March  22,  1974. 

Louis  J.  Lefkowitz, 
Attorney  General  of  the  State  of  Neiv  York. 
Hillel  Hoffman, 
Assistant  Attorney  General. 
Charles    Schinitsky, 
Legal  Aid  Society,  Attorney  for  Plaintiffs. 


Medical  Regulations  Prior  to  Pen  a  Trial 
subtitle  e  youth 

(1)  Review  and  request  for  extension  of  room  confinement. — A  review  of  the 
necessity  for  continued  room  confinement  shall  be  made  prior  to  the  beginning  of 
each  new  24  hour  period  by  the  superintendent  (or  director)  or  acting  super- 
intendent (or  director).  Room  confinement  may  be  extended  beyond  the  24  hours 
only  with  the  approval  of  the  director  of  the  division  for  youth  or  designee.  Ap- 
proval shall  be  obtained  prior  to  the  beginning  of  each  24  hour  period.  Initially, 
such  requests  may  be  made  orally  (by  telephone).  The  reqeust  must  then  be  sub- 
mitted in  writing  on  forms  designated  by  the  division.  This  written  request  must 
be  forwarded  to  the  director  of  the  division  for  youth  or  his  designee  within  24 
hours  of  the  oral  request. 

(m)  Every  effort  shall  be  made  to  return  the  child  to  the  regular  program  of 
care  as  quicklv  as  possible. 

Historical  Note.— Sec.  added,  filed  Feb.  9,  1972;  amd.  filed  July  18,  1973  eff. 
July  18,  1973.  Amended  (a),  substituted  new  (j),  relettered  (k)-(l)  to  be  (1)- 
( m )  and  added  new  ( k ) . 

168.3  Use  of  physical  and  medical  restraints. —  (a)  Physical  restraints.  Physi- 
cal restraints  shall  be  used  only  in  cases  where  a  child  is  uncontrollable  and  con- 
stitutes a  serious  and  evident  danger  to  himself  or  others.  They  shall  be  removed 
as  soon  as  the  child  is  no  longer  uncontrollable.  If  restraints  are  placed  on  a 
child's  hands  and  feet,  the  hand  and  foot  restraints  are  not  to  be  joined,  as  for 
example,  in  hog  tying.  When  in  restraints,  a  child  may  not  be  attached  to  any 
furniture  or  fixture  in  the  room.  Nothing  in  this  section  shall  preclude  the  use 
of  restraints  in  the  transportation  of  a  child  from  one  institution  to  another. 

(b)  Medical  restraint. — For  the  purposes  of  this  Part,  medical  restraint  shall 
mean  medication  administered  either  by  injection  or  orally  for  the  purpose  of 
quieting  an  uncontrollable  child. 

( 1 )  Medical  restraint  shall  be  administered  only  in  situation  where  a  child 
is  so  uncontrollable  that  no  other  means  of  restraint  can  prevent  the  child 
from  harming  himself. 

(2)  Medical  restraint  shall  be  authorized  only  by  a  physician  and  be  admin- 
istered only  by  approved  personnel. 
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(c)  Reporting  requirements. — Use  of  physical  and  medical  restraints  shall  be 
reported,  pursuant  to  section  168.2,  subdivision  (j). 

Historical  Note.— Sec.  added,  tiled  July  18,  1973  eff.  July  18,  1973. 

168.4  Group  confinement. —  (a)  Group  confinement  shall  be  construed  to  in- 
clude situations  where  a  child  is  separated  from  the  general  population  and 
normal  daily  program  by  confinement  in  a  locked  cottage  or  living  unit. 

(b)  Group  confinement  shall  not  be  used  as  punishment. — It  shall  be  used  only 
in  cases  where  a  child  constitutes  a  serious  and  evident  danger  to  himself  or 
others,  is  himself  in  serious  and  evident  danger,  or  demonstrates  by  his  own  be- 
havior or  by  his  own  expressed  desire,  that  he  is  in  need  of  special  care  and  at- 
tention in  a  living  unit  separate  from  his  normal  surroundings. 

(c)  Each  institution  wishing  to  institute  a  group  confinement  program  must 
submit  a  detailed  description  of  the  program,  including  regulations  governing  its 
administration  to  the  director  of  the  division  for  youth  for  approval. 

(d)  Each  institution  administering  an  approved  group  confinement  program 
shall  maintain  a  daily  log  indicating  the  number  of  children  in  group  confinement 
and  their  period  of  stay  in  the  program.  This  information  shall  be  forwarded  to 
the  director  or  his  designee  monthly. 


Medical  Regulations  Subsequent  to  Pena  Trial 
subtitle  e  youth 

(1)  Review  and  request  for  extension  of  room  confinement. — A  review  of  the 
necessity  for  continued  room  confinement  shall  be  made  prior  to  the  beginning  of 
each  new  24  hour  period  by  the  superintendent  (or  director)  or  acting  super- 
intendent (or  director).  Room  confinement  may  be  extended  beyond  the  24  hours 
only  with  the  approval  of  the  deputy  director  of  rehabilitation  services  or 
designee.  Approval  shall  be  obtained  prior  to  the  beginning  of  each  24  hour 
period.  Initially,  such  requests  may  be  made  orally  (by  telephone).  The  request 
must  then  be  submitted  in  writing  on  forms  designated  by  the  division.  This 
written  request  must  be  forwarded  to  the  deputy  director  of  rehabilitation  serv- 
ices or  his  designee  within  24  hours  of  the  oral  request. 

(m)  Every  effort  shall  be  made  to  return  the  child  to  the  regular  program  of 
care  as  quickly  as  possible. 

Historical  Note.— Sec.  added,  filed  Feb.  9,  1972;  amds.  filed:  July  18,  1973; 
May  23, 1974  eff.  May  23, 1974.  Amended  (c),  (f)  and  (1). 

168.3  Use  of  physical  and  medical  7-estraints. —  (a)  Physical  restraints.  Physi- 
cal restraints  shall  be  used  only  in  cases  where  a  child  is  uncontrollable  and  con- 
stitutes a  serious  and  evident  danger  to  himself  or  others.  They  shall  be  removed 
as  soon  as  the  child  is  controllable.  Use  of  physical  restraints  shall  be  prohibited 
beyond  one-half  hour.  If  restraints  are  placed  on  a  child's  hands  and  feet,  the 
hand  and  foot  restraints  are  not  to  be  joined,  as  for  example,  in  hog  tying.  When 
in  restraints,  a  child  may  not  be  attached  to  any  furniture  or  fixture  in  the  room. 
Nothing  in  this  section  shall  preclude  the  use  of  restraints  in  the  transportation 
of  a  child  from  one  institution  to  another. 

(1)  The  division  shall  prohibit  the  utilization  of  foot  manacies. 

(2)  Physical  restraints  may  be  utilized  beyond  one-half  hour  only  in  the 
case  of  vehicular  transportation  where  such  utilization  of  physical  restraints 
is  necessary  for  public  safety. 

(b)  Medical  restraint. — For  the  purposes  of  this  Part,  medical  restraint  shall 
mean  medication  administered  either  by  injection  or  orally  for  the  purposes  of 
quieting  an  uncontrollable  child. 

(1)  Medical  restraint  shall  be  administered  only  in  situations  where  a 
child  is  so  uncontrollable  that  no  other  means  of  restraint  can  prevent  the 
child  from  harming  himself. 

(2)  Medical  restraint  shall  be  authorized  only  by  a  physician  and  be 
administered  only  by  a  registered  nurse  or  a  medical  doctor. 

(c)  Prn  orders  of  psychiatric  medication. — A  pro  re  nata  order,  authorizing  a 
registered  nurse  to  administer  prescribed  psychiatric  medication,  for  purp-ses  of 
crisis  intervention,  may  lie  used  by  the  Division  for  Youth  pursuant  to  the  follow- 
ing guidelines : 

(1)  Prescription  by  medical  doctor. — Before  any  Prn  order  may  be  pre- 
scribed, a  medical  doctor  must  examine  the  ehi'd  and  determine  the  need 
for  such  an  order  in  terms  of  the  individual  child's  ongoing  treatment  needs 
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at  the  facility.  These  Prn  orders  shall  be  prescribed  on  an  individual  basis 
and  shall  not  be  prescribed  pro  forma  to  all  children  at  the  time  of  their 
arrival  at  a  facility,  as  follows  : 

(i)  The  medical  doctor  must  sign  the  order  and  the  medical  doctor 
must  provide  specific  instructions  and  guidelines  for  the  nurse. 

(ii)  Periodic  review  of  all  Prn  orders  must  be  made  by  a  medical 
doctor,  monthly,  including  physically  examining  the  child. 

(iii)  At  the  time  of  the  periodic  review,  the  medical  doctor  must  indi- 
cate, in  writing,  reasons  for  his  continuing  the  Prn  order. 
(2)  Administration  by  registered  mirse.—A  registered  nurse  may  admin- 
ister a  Prn  order  when  the  actions  of  the  child  clearly  present  a  danger  to 
himself  or  other  residents,  as  follows  : 

(i)  She  must  physically  examine  the  child  and  refer  to  the  child's 
medical  record  including  the  specific  instructions  left  by  the  medical 
doctor  for  utilization  of  the  Prn  order. 

(ii)  The  pulse  and  blood  pressure  of  children  receiving  such  medica- 
tion must  he  taken  during  the  first  half  by  the  nurse  and  periodi- 
cally thereafter  until  his  release. 

(iii)  The  nurse  must  keep  a  record  indicating  the  results  of  those 
examinations  and  shall  prepare  a  medication  report  indicating  reasons 
giving  rise  to  her  dispensing  the  medication. 

(iv)  If  the  initial  or  subsequent  examination  by  the  nurse  reveals  the 
development   of   any   symptoms   indicating   an   adverse   reaction   to   the 
medication,  she  shall  immediately  notify  the  medical  doctor, 
(d)  Reporting  requirements.— Use  of  physical  and  medical  restraints  shall  be 
reported,  pursuant  to  subdivision  (j)  of  section  168.2  of  this  Part. 

Historical  Note.— Sec.  added,  filed  July  18,  1973;  amds.  filed:  Aug.  2  ,1974; 
Feb.  26,  1975  eff.  Feb.  24,  1975. 

16S.4  Group  confinement. —  (a)  Group  confinement  shall  be  construed  to 
include  situations  where  a  child  is  separated  from  the  general  population  and 
normal  daily  program  by  confinement  in  a  locked  cottage  or  living  unit. 

Hi)  Group  confinement  shall  not  be  used  <;s  punishment. — It  shall  be  used 
only  in  cases  where  a  child  constitutes  a  serious  and  evident  danger  to  himself 
or  others,  is  himself  in  serious  and  evident  danger,  or  demonstrates  by  his  own 
behavior  or  by  his  own  expressed  desire,  that  he  is  in  need  of  special  care  and 
attention   in  a   living  unit  separate  from  his  normal  surroundings. 

(c)  Each  institution  wishing  to  institute  a  group  confinement  program  must 
submit  a  detailed  description  of  the  program,  including  regulations  governing 
its  administration  to  the  deputy  director  of  rehabilitation  services  for  approval. 

(d)  Each  institution  administering  an  approved  group  confinement  program 
shall  maintain  a  daily  log  indicating  the  number  of  children  in  group  confine- 
ment and  their  period  of  stay  in  the  program.  This  information  shall  be  for- 
warded to  the  director  or  his  designee  monthly. 

(e)  The  ombudsman  for  each  institution  administering  an  approved  group 
confinement  program  shall  have  access  to  the  daily  log  and  the  confinement 
area.  It  shall  be  his  responsibility  to  report  any  deviation  from  the  approved 
program  to  the  institution's  superintendent  or  director  and,  in  an  appropriate 
case,   he  may   include  documented  deviations  in  his  ombudsman's  reports. 

(f)  Where  institutions  instituted  group  confinement  programs  prior  to  the 
adoption  of  this  section,  they  shall  submit  detailed  written  program  descrip- 
tion and  regulations  to  the  deputy  director  of  rehabilitation  services  within 
.".n  days  from  receipt  of  notice  of  adoption  of  this  section.  Any  institution  failing 
to  have  an  approved  program  within  60  days  of  the  adoption  of  this  Part,  shall 
terminate  the  use  of  group  confinement. 


Excerpt   From    Transcript   in   Nelson   v.   Heyne 
e.   the   t'se   of   injection's   of   thorazine 

Thorazine  (technically  called  chlorpromazine  (339-340))  is  an  anti-psychotic 
drug  which  is  principally  used  for  the  treatment  of  schizophrenic  states  and 
"severely  agitated  depressions"  (341.  582).  According  to  Dr.  Cole,  who  is  a 
specialist  in  psychopharmacology,  thorazine  is  of  questionable  value  in  other 
conditions  (341,  348).  It  is  a  drug  which  should  be  given  for  treatment  purposes 
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only  and  not  as  a  behavior  control  device  (366,  367).  It  is  usually  administered 
orally,  but  may  be  given  intramuscularly  (342). 

There  are  a  number  of  adverse  side  effects  associated  with  the  use  of  thor- 
azine.  Dr.  Cole  described  it  as  "clearly  an  unpleasant  sedation"  (344).  The 
patient  feels  "strange",  "disconnected",  "sluggish",  ••miserable",  "lightheaded", 
"not  at  all  comfortable",  and  sometimes  has  difficulty  breathing  (344,  354,  582). 
( Both  Anthony  A.  and  George  Kesick  reported  difficulty  in  breathing  after  re- 
ceiving an  injection  (125,  574).) 

Thorazine  also  produces  a  drop  in  blood  pressure,  called  orthostatic  hypo- 
tension (341,  583),  which  causes  the  person  to  feel  dizzy  or  even  to  black  out 
entirely.  If  this  effect  were  severe  the  patient  would  be  in  "shock'  (343). 
Dr.  Cole  stated  that  the  duration  of  these  effects  is  from  6  to  12  hours  although 
since  intramuscular  thorazine  is  not  usually  administered  to  non-schizophrenic 
persons,  he  has  not  observed  many  non-psychotic  people  with  a  single  dose  and 
he  said  that  there  is  some  indication  that  the  duration  of  the  action  is  longer 
in  such  people  (3~>4,  378). 

Other  effects  of  the  drug  include  dystonia,  a  state  in  which  the  muscles  around 
the  face  and  neck  go  into  spasm,  jaundice  (although  not  permanent  or  serious), 
Parkinsonian  symptoms' which  include  shuffling  gait,  tremor  of  the  hands,  drool- 
ing and  a  mask-like  face,  a  lowering  of  the  seizure  level  for  epileptics,  muscular 
discomfort  in  the  legs,  and  agranulocytosis  which  is  a  severe  drop  in  white 
blood  cells,  although  this  latter  effect  occurs  in  only  one  out  of  every  2,000  to 
5,000  patients  (341,  342,  583,  591).  Additional  side  effects  mentioned  by 
Dr.  Kaufman  are  skin  disorders  and  changes  in  the  patient's  electrocardiogram. 
Ho  said  he  had  seen  a  patient  whose  heart  had  stopped  from  one  dose  of 
thorazine  (583).1 

Dr.  Cole  said  it  is  not  possible  to  determine  in  advance  if  any  of  these  side 
effects  will  occur,  although  if  a  patient  is  being 'maintained  on  thorazine  orally 
or  has  received  an  injection  previously  without  adverse  reaction,  the  possibility 
of  negative  side  effects  from  a  future  injection  is  "somewhat  less"  (342,  379,  380). 
However,  the  adverse  possibilities  are  not  eliminated  altogether  as  there  are 
variations  in  a  patient's  state  and  in  the  rate  of  absorption  from  different  spots 
and  different,  injections  (380).  Dr.  Cole  also  stated  that  there  is  not  even  a 
clear  relationship  between  dosage  and  the  probability  of  side  effects.  One  may 
suffer  severe  side  effects  from  a  low  dose  (342). 

Dr.  Kaufman  testified  that  if  thorazine  is  given  intramuscularly,  there  is  a 
peak  pharmacologic)  1  level  which  is  10  times  higher  than  that  which  occurs 
when  it  is  given  orally.  Thus,  when  given  by  injection  the  side  effects  described 
above  are  10  times  more  likely  to  occur  (584). 

Defendants  have  stipulated  that  it  is  their  practice  to  obtain  a  standing  order, 
known  as  a  "PRX"  order,  for  intramuscular  injections  of  thorazuie  for  each  boy 
upon  admission  to  Goshen  (Pre-trial  Order.  §111,  16) .  Such  an  order  permits 
a  nurse,  at  her  discretion,  to  give  the  medication  in  the  dosage  designated  in 
the  order  at  any  time  (345). 

Dr.  Cole  and  Dr.  Kaufman  were  critical  of  both  the  general  use  of  thorazine 
itself  and  of  the  practice  of  automatically  obtaining  standing  orders  for  its 
use  for  all  boys  at  Goshen.  They  said  that  these  practices  are  not  acceptable 
by  current  medical  standards  (345,  584). 

Both  said  thorazine  is  a  drug  used  principally  for  treatment  of  psychotics 
(341,  582).  Dr.  Cole  said  that  there  is  no  good  evidence  that  thorazine  itself  is 
useful  for  the  usual  conditions  manifested  by  juvenile  delinquents  (3l5,  346)  : 
personality  disorders,  asocial  or  anti-social  personalities  or  gang  delinquency 
(381,  382).  He  considers  thorazine  an  inappropriate  drug  to  use  for  these  chil- 
dren (3^1),  with  two  exceptions.  It  is  medically  permissible  to  writ0  a  PRN 
order  for  thorazine  for  a  psychotic  child  who  ought  to  be  in  a  state  hospital  and 
for  one  who  is  (1)  on  on-going  anti-psychotic  medication.  (2)  do'ng  somewhat 
better  on  it  but  still  out  of  control  some  of  the  time,  so  that  (3)  there  is  a  short 
period  when  a  PRX  order  might  be  necessary  while  the  doctor  is  adjusting  the 
maintenance  dose  (390). 

Dr.  Kalogerakis  al«o  indicated  that  although  Bellevue  gives  thorazine  to  non- 
psychotic  patients  (623),  "more  likely  than  not:  it  would  give  an  injection  of 
thorazine  to  a  patient  who  is  already  receiving  it  as  part  of  his  overall  treatment 


1  Both  Dr.  Colo  and  Dr.  Kaufman  testified  to  additional  offers  nr^duced  bv  lon^-'orm 
use  of  Thorazine,  but  they  are  not  diseased  hero  since  the  nror'uction  of  such  effects 
by    occasional   injections   is    "unlikely"    although    "conceivable"    (379). 
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plan"  (620).  However,  he  said  thorazine  would  not  be  a  suitable  drug  if  quick 
results  were  needid  (647).  Dr.  Cole  said  that  neither  at  Andros  nor  at  Boston 
.State  Hospital  would  thorazine  be  given  to  a  non-psychotic  child  who  was  acting 
out  violently  <34i,  372,  3.3). 

While  thorazine  may  be  given  to  a  child  who  is  on  ongoing  anti-psychotic 
medication,  the  mere  fact  that  he  is  would  not  automatically  warrant  a  PRN 
order  for  thorazine,  in  Dr.  Cole's  view  (348).  Good  medical  practice  and  the 
Joint  Commission  on  Hospital  Accreditation  would  require  that  such  an  order 
be  part  of  a  treatment  plan  which  clearly  indicates  why  the  PRN  order  is  given 
(349,  585).  Dr.  Cole  stated  that  in  the  case  and  medical  records  contained  in 
Exhibits  7-3,  7-5,  7-24,  7-26,  4-5,  4-22,  4-25  and  4-52  which  he  reviewed,  there 
was  no  adequate  explanation  for  issuing  the  PRN  orders  for  thorazine  and  no 
justification  of  PRN  medication  as  part  of  any  treatment  plan  (346,  359,  360). 
I  >r.  Kaufman  made  the  same  statement  about  the  files  he  had  reviewed  ( 585,  586, 
589).  None  of  the  case  files  in  the  "7"  series  and  none  of  the  medical  records  in 
the  "4"  series  set  forth  any  justification  whatsoever  for  the  PRN  orders  and 
defendants  offered  none  at  trial. 

Indeed,  neither  of  defendants'  expert  witnesses  offered  any  justification  for 
the  practice  of  obtaining  PRN  orers  for  intramuscular  use  of  thorazine  for  every 
boy  at  Goshen.  Dr.  Estrada  sai  dlthat  thorabine  is  only  one  of  three  types  of 
medication  used  at  his  school  (807),  which  has  psychotic  youngsters  as  part  of 
its  regular  population  ('<85).  Dr.  Estrada  did  not  mention  the  use  of  PRN  orders 
and  it  can  be  inferred  from  his  testimony  that  they  are  not  used  since  he  said 
that  if  a  child  goes  out  of  control  a  child  psychiatrist  is  called  immediately  and 
a  determination  is  made  if  medication  is  necessary  ( 794) . 

The  fact  that  the  children  are  delinquents,  in  and  of  itself,  in  no  way  justifies 
the  practice  of  obtaining  the  PRN  orders  since  the  nature  of  a  crime  committed 
and  diagnosis  bear  almost  no  relationship  (348).  Furthermore,  it  is  not  even 
acceptable  medical  practice  to  have  PRN  orders  for  all  children  of  any  diagnostic- 
category  in  any  institution,  whether  it  be  a  training  school  or  a  psychiatric  hos- 
pital (347). 

Not  only  does  Goshen  routinely  obtain  PRN  orders  for  intramuscular  use  ot 
thorazine  for  all  of  its  children,  it  obtains  them  by  telephone  from  a  doctor  who 
has  never  personally  examined  the  child  (Stipulation,  3/22/74,  1130).  Dr.  Cole 
stated  that  such  a  practice  is  not  acceptable  by  current  medical  standards  (350) 
and  Dr.  Kaufman  was  extremely  critical  of  this  as  well  (5S4).  Current  medical 
standards  require  a  physician  to  examine  a  child,  decide  that  there  is  a  specific 
medical  condition  which  would  respond  to  the  medication  and  then  sign  an  order 
for  its  use  (352).  As  indicated  above,  the  order  must  be  part  of  a  treatment  plan 
which  explains  why  it  has  been  given  (358).  Dr.  Cole  also  indicated  that  current 
medical  standards  would  not  sanction  the  authorization  by  phone  of  an  injection 
of  thorazine  on  the  basis  of  a  nurse's  description  to  a  physician  of  violent  be- 
havior (351).  He  said  the  staff  must  ride  through  a  period  of  disturbed  behavior 
in  such  a  situation  in  an  understanding  and  interactive  manner  (351).  Dr. 
Kalogerakis  also  testified  that  a  basic  medical  precaution  is  not  to  use  a  medica- 
tion with  an  unknown  patient  or  with  a  patient  in  whom  the  affect  is  not  known 
(623,  624).  Although  Dr.  Kalogerakis  said  that  thorazine  might  be  preferable  to 
other  drugs  for  control  of  a  violent  patient,  "you  really  have  to  know  your 
patient"  ((523).  It  is  obvious  that  this  cannot  be  done  by  telephone. 

Dr.  Cole  said  that  PRN  orders  should  be  reviewed  between  every  week  and 
every  month  (355)  since  they  should  relate  to  the  condition  of  the  patient  and 
that  condition  cannot  he  assumed  to  remain  constant  over  time  (356).  Dr.  Kauf- 
man said  that  in  the  beginning  of  a  treatment  program  a  careful  review  ought 
to  be  made  at  least  every  week  to  determine  if  the  order  should  be  left  outstand- 
ing (589).  However,  Dr.  Cole  and  Dr.  Kaufman  repeated  their  views  that  giving 
an  injection  of  thorazine  to  a  non-psychotic  person  is  poor  practice  (356)  and 
that  doing  so  after  a  timely  renewal  of  the  authorization  is  no  better  practice 
(5S9).  Even  if  a  child  is  on  on-going  anti-psychotic  medication,  a  renewal  of  a 
PRN  order  for  thorazine  is  warranted  only  if  his  behavior  is  highly  unstable 
(358)  and  there  should  be  some  statement  in  the  record  as  to  why  the  order  is 
being  renewed  (589).  Dr.  Kaufman  would  not  approve  a  renewal  of  a  PRN  order 
unless  the  person  was  acutely  paranoid,  delusional  and  hallucinating,  out  of 
control  and  refusing  oral  medication  (590). 

Although  all  exhibits  in  the  "4"  series  show  that  PRN  orders  for  intra- 
muscular use  of  thorazine  are  carried  on  the  boys'  records  for  the  duration  of 
their  stay  at  Goshen,  injections  are  often  given  under  PRN  orders  which  have 
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been  renewed  less  frequently  than  once  a  month,  which  is  the  outside  limit  set  by 
Dr.  Cole  (355).  Examples  of  this  laxity  are  contained  in  Exhibits  4-1,  4-3,  4-5, 
4-6,  4-7,  4-9  (order  4y2  months  old),  4-14,  4-22,  4-23  (order  3x/2  months  old), 
4-32,4-35,4-39,4-51. 

The  following  exhibits  indicate  other  eases  in  which  renewals  of  the  PRN 
order  were  not  made  within  the  period  of  one  month,  although  no  injections 
were  actually  administered  under  a  particular  renewal  order :  4-1,  4-3,  4-4,  4-6, 
4-7,  4-8,  4-9,  4-10,  4-12,  4-13,  4-15,  4-16,  4-18,  4-19,  4-20,  4-21,  4-23,  4-24,  4-27, 
4-28,  4-31,  4-36,  4-38,  4-42,  4-44  and  4-56. 

A  final  group  of  exhibits  shows  PRN  orders  for  thorazine  carried  throughout 
a  boy's  stay  at  Goshen  despite  the  fact  that  it  was  never  deemed  necessary  to 
administer  a  shot  to  the  boy.  These  include  :  4-4,  4-10,  4-11,  4-12,  4-13,  4-15,  4-16, 
4-17,  4-19,  4-20,  4-21,  4-22,  4-27,  4-29,  4-36,  4-46,  4-48,  and  4-56.  (Exhibits 
4-18,  4-24,  4-25,  4-30,  4-31,  4-50  which  fall  into  this  category  show  that  renewal 
orders  were  entered  in  the  boys'  records  while  they  were  on  home  visits!) 
Dr.  Kaufman  said  that  these  renewals  were  inappropriate  (590). 

In  addition  to  improper  use  of  thorazine  and  of  the  PRN  order  generally, 
defendants  have  also  abused  thorazine  in  numerous  specific  instances  by  using 
it  in  a  punitive  manner.  For  example,  Jeffrey  B.  was  given  a  shot  of  thorazine 
for  being  "nasty  concerning  washing-up"  (Ex.  1-42A).  On  the  following  day  he 
was  again  given  a  shot  for  refusal  to  clean  his  room  and  shower  (Ex.  1-42B). 
Renia  A.  was  given  a  shot  for  being  profane  and  belligerent  when  told  his  door 
was  going  to  be  locked  (Ex.  1-142A).  See  also  exhibits  1-110,  1-110A,  1-110B. 

Other  youngsters  have  been  given  injections  because  they  were  "noisy", 
profane,  throwing  furniture  around  the  isolation  room  or  banging  on  the  door. 
For  example,  James  Z.,  during  the  fourth  consecutive  day  of  isolation  was 
"making  noise  like  a  dog"  and  pounding  on  the  walls.  He  was  given  a  shot  to 
quiet  him  (ex.  1-33A).  Other  examples  of  the  use  of  thorazine  injections  for 
such  reasons  are  included  in  the  following  exhibits :  1-31A,  1-34A,  1-75B,  1-81B, 
1-82B,  1-1 02D,  1-103D,  1-14 ID,  1-151,  1-1 53 A,  1-174D,  1-177B.  The  use  of 
thorazine  in  the  instances  reflected  in  Exhibits  1-33A,  1— 42A,  1-75A  and  1-81 B 
were  specifically  commented  upon  by  Dr.  Cole  as  not  consonant  with  current 
standards  of  the  medical  profession  (363-365).  Dr.  Kaufman  specifically  said 
that  the  use  of  thorazine  in  Exhibit  1-141C  was  not  in  conformance  with  such 
standards  either  (591). 

In  other  instances  the  institution  has  provoked  children  into  violent  behavior 
by  placing  them  in  isolation  rooms  and  then  giving  them  an  injection  of  thorazine 
"for  their  own  protection."  For  example.  Exhibit  1-158E  describes  an  incident 
between  John  K.  and  a  supervisor  in  which  the  supervisor  pulled  the  bedding 
off  of  John's  bed  because  his  room  did  not  meet  the  supervisor's  standards  of 
neatness.  After  refusing  to  put  his  room  back  in  order,  John  was  taken  to  Wing  I 
where  he  refused  to  "stand"  and  was  consequently  put  into  an  isolation  room 
(Ex.  1-158F).  After  being  put  into  the  room  he  started  to  stuff  th<>  '  eddi^g  down 
the  toilet  and  "to  scratch  his  poison  ivy  to  make  his  arms  bleed"  (Ex.  1-158B). 
The  boy  calmed  down  but  4  hours  later  started  to  scream,  kick  the  door,  bang 
the  furniture  and  make  verbal  threats  about  harming  himself.  Exhibit  1-15SG 
says  he  was  given  medication  for  his  own  protection. 

Exhibit  4-33  shows  that  the  medication  was  an  intramuscular  injection  of 
thorazine.  Dr.  Cole,  who  had  reviewed  this  boy's  case  and  medical  records, 
stated  that  this  was  an  inappropriate  use  of  thorazine.  Whether  or  not  it  was  a 
real  suicide  threat  neither  isolation  nor  thorazine  were  useful.  In  his  opinion, 
someone  should  have  been  with  the  boy  (369).  Other  examples  of  this  type  of 
provocation  are  contained  in  Exhibits  1-149A  (a  situation  which  Dr.  Kaufman 
commented  upon  as  creating  a  very  high  risk  of  producing  an  epileptic  seizure 
(360)),  1-33,  1-11,  1^8C,  1-64,  1-83C,  1-89A,  1-93,  1-111A,  1-130A,  1-152, 
1-157,  1-1 76B. 

Dr.  Curtis  stated  that  should  be  obvious  in  these  situations :  if  a  child  begins 
to  yell  and  pound  on  the  door  of  an  isolation  room  he  should  be  released  rather 
than  be  given  a  shot  (203).  Dr.  Kalogerakis  himself  described  releasing  a 
patient  from  an  isolation  room  within  five  minutes  because  he  was  banging  on 
the  door  (608). 

The  staff  has  also  provoked  children  into  violence  in  other  ways  and  then 
used  that  violence  as  justification  for  administering  a  shot  of  thorazine.  For 
example,  Gilbert  D.  became  "violent"  when  told  to  go  to  "detention"  for  having 
been  uncooperative  with  staff  the  previous  evening.  He  was  given  an  injection 
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so  that  staff  could  restrain  him  "without  re-injuring"  his  broken  leg  (Ex.  l-l4?)- 
Another  example  is  David  F.,  who  failed  to  have  his  "conduct  memo"  signed 
and  was  scheduled  to  be  placed  in  "detention"  one  afternoon.  When  the  time 
came  to  go  to  Wing  I  he  became  "nasty"  and  "hostile"  but  finally  went  to  Wing  I 
with  staff.  However,  there  he  became  "highly  agitated",  made  threats  to  hurt 
someone,  and  said  he  could  not  stay  in  the  room.  Exhibit  1-1-J9A  notes  that 
since  he  is  an  epileptic  and  was  on  verge  of  losing  control  he  was  given  a  shot 
of  thorazine  (4-22). 

Other  examples  include  Exhibits  1-1  (see  p.  174  of  trial  transcript  for  Dr. 
Curtis'  statement  that  boy  was  provoked),  1-77A,  1-85B,  1-113A,  1-144A,  1-175 
and  7-20.  Dr.  Kaufman  specifically  stated  that  the  use  of  thorazine  in  the 
incident  described  in  Exhibit  7-20  was  inappropriate  (502). 

Despite  occasional  self-serving  statements  in  the  records  that  thorazine  was 
given  for  the  child's  own  protection,  the  inevitable  impression  made  by  a  reading 
of  the  exhibits  enumerated  in  this  section  is  that  the  staff  perceive  it  and  use 
it  as  a  punitive  device.  This  is  confirmed  by  the  testimony  of  George  Kesick  to 
the  effect  that  while  confined  to  a  room  on  Wing  I  he  was  threatened  that  he 
would  receive  a  shot  of  thorazine  if  he  did  not  stop  knocking  (115).  George 
testified  that  he  is  afraid  of  "getting  a  needle"  (120).  Dr.  Curtis  confirmed  that 
most  children  are  afraid  of  needles  (204). 

Dr.  Cole  stated  that  the  pattern  he  saw  in  all  of  the  Goshen  records  lie  reviewed 
was  that  an  interaction  between  a  boy  and  a  staff  member,  thorazine  would  be 
used  as  a  way  of  setting  limits  (364).  In  his  professional  view,  drugs  should 
only  be  used  for  treatment,  not  for  behavior  control  (366,  367),  and  that  setting 
limits  on  undesirable  behavior  should  be  done  by  people  (369).  Dr.  Kalogerakis 
agreed  that  no  medication  should  be  used  punitively  (644). 

Other  instances  of  abusive  or  negligent  use  of  thorazine  include  the  following. 
Injections  of  thorazine  have  been  given  in  the  absence  of  a  PRN  authorization 
for  it  (Exhibit  4-2).  Dr.  Cole  and  Dr.  Kaufman  indicated  that  such  action  does 
not  conform  with  current  medical  standards  (346.  585).  An  injection  of  50 
milligrams  of  thorazine  was  given  under  a  PRN  order  authorizing  25  milligrams 
only  (Ex.  4— 49) .  Dr.  Cole  called  this  negligent  practice  (350 ) . 

An  excellent  ex.imple  of  how  PRN  orders  are  issued  automatically  and  without 
consideration  appears  in  Exhibit  4-50.  This  shows  that  a  boy  was  admitted  to 
Goshen  on  August  7,  1973,  suffering  from  orthostatic  hypotension  as  a  result  of 
the  thorazine  which  had  been  administered  24  hours  earlier.  A  verbal  order  for 
a  PRN  order  for  thorazine  intramuscularly  was  entered  on  the  hoy's  record  on 
the  same  date,  with  the  caveat  not  to  give  any  that  day.  Dr.  Cole  testified  that 
such  an  order  was  not  consonant  with  current  medical  standards  and  that  an 
evaluation  of  the  boy  should  first  have  been  made  after  he  had  recovered  from  the 
earlier  medicaton  (370.  371). 

Dr.  Curtis  stated  that  tr  inpiilizing  medication  should  never  be  forced  on  a 
non-psychotic  youngster.  In  his  opinion,  a  child  would  feel  as  if  he  were  being 
aggressively  overpowered  and  feel  humiliated  by  being  wrestled  down,  having  his 
pants  pulled  down  and  an  injection  administered  against  his  will.  Dr.  Curtis  said 
this  would  he  a  harmful  experience  and  would  tend  to  nullify  treatment  efforts 
by  the  staff  since  the  child  would  perceive  it  as  mistreatment  (203). 

Even  in  those  instances  in  which  medication  ought  to  be  used,  however,  Dr. 
Cole.  Dr.  Kaufman  and  Dr.  Estrada  agreed  that  it  should  he  given  by  injection 
only  when  the  patient  has  been  offered  the  opportunity  to  take  it  orally  and 
rejected  it  (352,  586,  805,  803).  They  also  agreed  that  given  a  choice  between 
taking  medication  orally  or  by  injection,  most  patients  will  choose  to  take  it  orally 
(385,  594-10,  806). 

If  an  injection  of  thorazine  is  given,  Dr.  Cole  said  that  it  is  necessary  to  take 
the  child's  blood  pressure  at  half-bur  intervals  for  two  hours  and  to  watch  for 
shock  (3-"»9).  In  Dr.  Kaufman's  opinion,  blood  pressure  should  be  taken  at  15 
minute  intervals  for  several  hours  (590).  Also,  in  hot  weather  the  child's  temper- 
ature should  he  taken  as  thorazine  can  interfere  with  body  heat  regulation  (359). 
Dr.  Estrada  stated  that  children  at  his  school  are  checked  during  the  hour 
following  the  administration  of  medication  to  see  if  there  are  any  problems  (808  | . 
Dr.  Kaufman  said  it  would  be  "very  dangerous"  not  to  check  a  person  who  has 
received  an  injection  of  thorazine  for  several  hours  (591).  There  is  evidence, 
however,  that  medical  checks  are  not  routinely  made  at  Goshen.^  Exhibits  1-1B, 
1-lfiB,  1-77  and  1-77D,  1-136B.  1-151  and  1-151B,  1-152  and  1-152A,  1-158D  are 
examples  of  this  negligent  treatment  of  the  boys. 
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This  monograph  is  one  of  a  series  on  current  issues  and  directions 
in  the  area  of  crime  and  delinquency.  The  series  is  being  spon- 
sored by  the  Center  for  Studies  of  Crime  and  Delinquency,  Na- 
tional Institute  of  Mental  Health,  to  encourage  the  exchange  of 
views  on  issues  and  to  promote  in-depth  analyses  and  development 
of  insights  and  recommendations  pertaining  to  them. 
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ject matter  field  under  contract  number  NIH-69-1122  from  the 
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in are  the  views  of  the  author  and  do  not  necessarily  reflect  the 
official  position  of  the  National  Institute  of  Mental  Health  or  the 
Department  of  Health,  Education,  and  Welfare. 
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Foreword 

While  experimental  psychologists  have  for  several  decades  been 
concerned  with  laboratory  research  pertaining  to  theories  and 
principles  of  learning,  it  has  been  primarily  in  the  past  two 
decades  that  a  sophisticated  technology  of  learning  and  behavior 
change  has  begun  to  be  applied  to  a  wide  range  of  clinical, 
educational,  and  many  other  situations.  Since  such  studies  typi- 
cally are  reported  in  specialized  scientific  and  professional  jour- 
nals,- the  information  is  not  readily  and  widely  available  to  the 
broader  audience  which  might  be  interested  in  such  develop- 
ments and  their  possible  applications. 

In  this  monograph,  Dr.  Ralph  Schwitzgebel  provides  informa- 
tion about  behavior  change  technologies  of  relevance  to  the 
treatment  and  handling  of  offenders.  Not  only  does  the  author 
provide  a  description  of  the  major  behavior  modification  techni- 
ques which  have  been  developed  or  are  in  process  of  being  tested 
and  refined,  but  he  also  discusses  some  of  the  legislative,  ad- 
ministrative, and  judicial  approaches  concerning  the  regulation 
of  the  above  technologies. 

The  aforementioned  developments  and  some  related  electronic 
innovations  raise  a  number  of  legal,  constitutional,  and  broad 
social  policy  questions  concerning  their  use.  It  is  interesting  to 
note  that  many  of  these  social  policy  questions  have  been  present 
in  reference  to  several  of  our  traditional  and  longstanding  meth- 
ods for  the  handling  of  delinquents  and  offenders,  viz.,  involuntary 
programs  of  treatment,  correction,  and  rehabilitation.  However, 
the  basic  issues  appear  to  have  been  sharpened  and  made  more 
visible  because  of  increasing  concerns  about  the  rights  of  in- 
dividuals subjected  to  coercive  treatment,  and  also  because  the 
power  and  effectiveness  of  behavior  change  techniques  have  been 
markedly  increased.  There  is  a  common  assumption,  indeed  often 
a  complaint,  that  technological  innovations  typically  bring  about 
and  even  force  a  variety  of  changes  in  the  social  order  of  a  cul- 
ture. It  has  also  been  said  that  technology  is  the  scientific  tail 
which  often  wags  the  social  dog.  Quite  typically,  however,  the 
larger  effects  and  consequences  of  technological  developments  are 
not  often  adequately  anticipated  nor  are  they  carefully  studied 
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prior  to  their  utilization.  Thus,  social  policy  guidelines  to  regulate 
and  control  the  uses  of  such  innovations  are  not  usually  developed 
in  advance  of  their  applications. 

Widely  available  information  about  the  nature  and  potential 
uses  of  technological  innovations,  and  open  discussion  of  their 
value,  limitations,  and  potential  problems  and  consequences,  ap- 
pears to  be  one  of  the  most  effective  wavs  to  prevent  misunder- 
standing about  and  misuse  of  such  developments. 

Dr.  Schwitzgebel,  whose  academic  training  includes  the  fields 
of  psychology  and  law,  and  who  is  also  a  part-time  inventor, 
is  very  knowledgeable  regarding  potential  applications  of  elec- 
tronic and  related  innovations  to  various  social  situations.  He 
has  written  extensively  on  this  topic,  and  is  also  alert  to  the 
possible  misuses  of  such  knowledge.  He  notes,  for  example,  that 
while  much  crime  could  be  technologically  prevented,  procedures 
would  have  to  be  developed  for  the  effective  regulation  of  the 
use  of  such  equipment  to  avoid  political  coercion  by  governments. 

If  this  monograph  helps  to  provide  a  better  understanding 
of  the  possible  uses,  and  limitations,  of  behavior  change  tech- 
nologies, and  if  it  helps  to  stimulate  open  discussion  about  the 
social  policy  issues  pertaining  to  the  regulation  of  such  develop- 
ments, then  the  major  purpose  underlying  this  work  will  indeed 
have  been  accomplished. 

In  order  to  provide  the  author  full  freedom  to  develop  the 
issues  pertaining  to  this  area,  no  detailed  specifications  were  set 
in  advance  and  no  substantive  or  editorial  changes  have  been 
made  in  the  manuscript  submitted.  The  views  expressed  herein 
are  those  of  the  author  and  do  not  necessarily  reflect  the  policies 
or  position  of  the  National  Institute  of  Mental  Health;  the  Cen- 
ter for  Studies  of  Crime  and  Delinquency  is  pleased  to  make 
this  monograph  widely  available  to  facilitate  discussion  of  its 
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I.  Introduction 


Within  the  past  few  years  there  has  been  a  rapid  growth  in  the 
experimental  study  and  application  of  behavior  modification  tech- 
niques derived  from  the  principles  of  learning  and  technology. 
These  techniques,  which  have  been  used  primarily  in  clinical  and 
experimental  settings  thus  far,  create  the  potential  for  major 
changes  in  the  area  of  corrections.  It  may  be  helpful  to  com- 
pare briefly  these  techniques  with  other  techniques  that  have 
been  used  historically  to  modify  the  behavior  of  offenders. 

The  use  of  coercive  techniques  to  deter  or  change  the  behavior 
of  offenders  has  a  long  history  of  social  and  legal  approval  in 
Western  civilization,  including  the  United  States.  The  care  and 
treatment  of  offenders  in  the  early  American  colonies  had  certain 
medieval  overtones.  Punishment  was  often  viewed  as  a  form  of 
"enforced  penance."  For  example,  although  branding  on  the  fore- 
head or  hand  was  a  frequent  form  of  punishment,  the  most 
common  penalty  for  "immorality"  was  to  stand  the  offender  on 
the  gallows  for  an  hour  or  two  on  lecture  day  with  the  hang- 
man's rope  around  his  neck  and  then  whip  him.1  Profane  tongues 
were  treated  more  directly  by  squeezing  them  in  a  cleft  stick 
for  as  long  as  an  hour  while  the  offender  was  standing  with 
his  neck  and  arms  held  in  a  pillory. 

Quakers  were  particularly  troublesome  to  the  political  leaders 
in  Massachusetts.  A  statute  of  1657  prohibited  their  entry  into 
the  colony,  and  provided  that  for  the  first  offense  a  male  Quaker 
could  have  one  ear  cut  off.2  If  he  entered  the  colony  a  second 
time,  the  other  ear  could  be  cut  off.  If  he  then  entered  a  third 
time,  the  statute  required  that  his  tongue  be  burned  through 
with  a  hot  iron.  In  several  early  American  colonies,  the  death 
penalty  was  used  not  only  for  murder  but  also  for  offenses  such 
as  rape,  witchcraft,  and  blasphemy. 

Perhaps  these  penalties  were  not  much  more  punitive  than 
those  used  in  the  rest  of  Western  civilization  at  that  time. 
They  were,  however,  as  far  as  can  be  ascertained,  rather  mechani- 
cally applied  to  the  offenders  with  little  concern  for  the  suffering 
they  produced.  Erickson  3  has  suggested  a  reason  for  this :  "It 
was  God,  not  the  magistrates,  who  had  sentenced  the  offender 
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to  everlasting  suffering,  and  if  the  magistrates  lashed  a  few 
stripes  on  his  back  or  printed  his  skin  with  a  hot  iron,  they  were 
only  doing  what  God,  in  His  infinite  wisdom,  had  already  decreed. 
In  a  sense,  then,  the  punishment  of  culprits  was  not  only  a 
handy  method  for  protecting  the  public  peace;  it  was  an  act  of 
fealty  to  God." 

In  1764,  Beccaria  published  his  now  famous  political  treatise, 
An  Essay  on  Crimes  and  Punishments.  It  opposed  the  use  of 
the  death  penalty  not  so  much  out  of  compassion  as  out  of  a 
realization  that  the  penalty  was  not  the  most  effective  method 
of  deterring  others  from  crime.  "The  death  of  a  criminal  is  a 
terrible  but  momentary  spectacle,  and  therefore  a  less  efficacious 
method  of  deterring  others  than  the  continued  example  of  a  man 
deprived  of  his  liberty,  condemned,  as  a  beast  of  burden,  to 
repair,  by  his  labour,  the  injury  he  has  done  to  society."  4  This 
essay  had  a  major  impact  upon  public  thinking  and  was  generally 
viewed  as  "humanitarian"  in  its  outlook. 

When  the  States  began  to  build  large  prisons  in  the  early 
1800's,  many  of  those  offenders  who  would  ordinarily  have  been 
executed  or  mutilated  were  often  placed  in  isolation  or  assigned 
to  hard  labor.5  Corporal  punishment  was  frequently  used  because, 
as  the  well-known  sociologist  de  Tocqueville  noted,  "It  effects  the 
immediate  submission  of  the  delinquent;  his  labor  is  not  inter- 
rupted a  single  instant;  the  chastisement  is  painful,  but  not 
injurious  to  health;  finally,  it  is  believed  that  no  other  punish- 
ment would  produce  the  same  effects."  e 

One  of  the  most  commonly  accepted  forms  of  treatment  at 
this  time,  in  addition  to  hard  labor,  was  enforced  silence  or 
what  was  more  commonly  called  "solitude."  Several  beneficial 
effects  were  assumed  to  result  by  not  permitting  prisoners  to 
talk  to  each  other  in  addition  to  facilitating  the  maintenance  of 
order  in  the  prison.  It  was  believed  that  whenever  prisoners 
associated  with  one  another,  it  was  those  prisoners  who  were  the 
most  troublesome  who  would  influence  those  who  were  less 
troublesome.  By  not  allowing  communication,  this  "mutual  pol- 
lution" could  be  avoided.  Furthermore,  solitude  would  promote 
meditation  and  repentance.  According  to  opinion  in  the  early 
nineteenth  century:  "Thrown  into  solitude,  he  reflects.  Placed 
alone,  in  view  of  his  crime,  he  learns  to  hate  it;  and  if  his  soul 
be  not  yet  surfeited  with  crime,  and  thus  have  lost  all  taste  for 
anything  better,  it  is  in  solitude,  where  remorse  will  come  to 
assail  him."  7 

Solitude  was  sometimes  accompanied  by  confinement  away 
from  other  prisoners.  Writing  in  1822,  the  Society  for  Preventing 
Pauperism  in  New  York  suggested  that,  "Six  months  solitary 
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confinement,  in  a  cell,  would  leave  a  deeper  remembrance  of 
horror  on  the  mind  of  the  culprit,  and  inspire  more  dread,  and 
prove  a  greater  safeguard  against  crime,  than  10  years  imprison- 
ment in  our  penitentiaries,  as  they  are  now  managed  ...  To 
felons,  whose  minds  should  be  broken  on  the  rack  and  wheel, 
instead  of  their  bodies,  and  who  can  only  have  their  obstinate 
and  guilty  principles  crushed  and  destroyed  by  severe  treatment, 
no  kind  of  labor  should  be  given  .  .  .  [S]olitude,  complete  and 
entire  solitude,  should  be  left  to  do  its  effectual  work."  8 

One  of  the  early  "experiments"  in  silence  and  isolation  was 
conducted  under  direction  of  the  New  York  State  Legislature  in 
1821.  Eighty  prisoners  were  placed  in  continual  solitary  con- 
finement on  Christmas  Day,  1821.  During  the  following  year 
five  of  the  prisoners  died,  one  attempted  to  escape,  only  acciden- 
tally avoiding  death  from  a  fall  of  four  galleries,  and  at  least 
one  became  insane.  So  many  others  became  extremely  depressed 
that  the  Governor  of  the  State  pardoned  and  released  26  of  them 
and  the  others  were  allowed  to  leave  their  cells  during  the  day 
to  work  in  the  common  workshop  of  the  prison.  Even  among 
those  prisoners  who  survived  the  confinement  and  were  released, 
the  results  were  disappointing.  At  least  12  of  them  were  returned 
in  a  short  time  for  new  offenses.  One  committed  burglary  the 
first  night  of  his  release,  and  the  warden  reported  "not  one 
instance  of  reformation."  9 

Following  these  results,  the  use  of  solitude  gradually  dimin- 
ished in  use  and  silence  is  now  seldom  required  except  in  large 
dining  halls.  Today  the  emphasis  is  much  more  likely  to  be 
placed  on  encouraging  the  prisoner  to  communicate  with  relatives 
and  to  discuss  his  problems  with  a  counselor  or  in  group  therapy 
with  other  offenders,  if  these  facilities  are  available.  This  re- 
markable change  from  silence  to  discussion  seems  to  have  re- 
sulted at  least  in  part  from  the  recognition  that  the  earlier 
method  did  not  effectively  change  the  behavior  of  prisoners  after 
they  were  released.  This  enlarged  perspective,  which  looks 
beyond  imprisonment  to  the  offender's  subsequent  behavior  in  the 
community,  has  occasioned  the  re-examination  of  many  cor- 
rectional practices  to  determine  if  they  are  in  fact  "correctional" 
or  only  temporarily  beneficial  or  expedient. 

Just  as  silence  was  discovered  not  always  to  be  an  effective 
treatment  procedure,  so  also  some  doubt  is  now  being  raised 
about  verbally  oriented  treatment  as  it  is  customarily  practiced 
with  offenders.  Some  studies  have  shown  no  greater  reduction 
in  the  behavior  problems  of  offenders  receiving  verbally  oriented 
treatment  than  that  found  for  offenders  not  receiving  treatment. 
Failures  have  been  noted  for  group  counseling  in  prison,10  group 
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counseling  outside  of  prison,11  and  individual  counseling.12  In  some 
studies,  the  group  receiving  the  treatment  has  shown  even  more 
maladaptive  behavior,13  psychoneurotic  symptoms,14  or  recidi- 
vism 15  than  the  control  group  not  receiving  the  treatment. 

The  general  picture  is  not  promising.  In  a  review  of  100  out- 
come reports  on  correctional  programs,  Baily  16  reported  that  those 
studies  based  upon  rigorous  research  designs  usually  showed  sta- 
tistically nonsignificant  improvement,  no  change,  or  a  worsening 
in  regard  to  the  outcome  criteria  used  by  the  study.  It  is  these 
often  disappointing  results  that  have  led,  at  least  in  part,  to 
an  increased  emphasis  on  treatment  procedures  derived  from 
certain  principles  of  learning  theory.  These  procedures  are  usu- 
ally developed  in  psychology  laboratories  on  a  small  scale  and 
then  applied  to  institutionalized  or  outpatient  populations. 
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II.  Behavior  Modification  Programs  and  Research 

A.  General  Characteristics  of  Behavior  Modification  Programs 

A  major  characteristic  of  behavior  modification  programs  is 
their  emphasis  upon  overt  behaviors  and  the  systematic  manip- 
ulation of  the  environment  to  change  these  behaviors.17  Some 
of  the  techniques  that  can  be  included  within  the  category  of 
behavior  modification  are  operant  and  classical  conditioning, 
aversive  suppression,  and  electronic  monitoring  and  intervention. 
These  techniques  are  only  a  few  of  many  behavior  modification 
techniques  that  may  also  include  imitation,  progressive  relaxa- 
tion, and  sensitivity  training.  The  techniques  discussed  in  the 
following  sections  are  those  that  are  now  playing  an  increasingly 
important  role  in  the  clinical  and  experimental  treatment  of 
offenders. 

Behavior  modification,  as  a  separate  area  of  study,  began  to 
emerge  clearly  in  the  early  1950's.  Its  direction  as  a  new  disci- 
pline is  still  not  clear.  The  emphasis  upon  the  treatment  of  overt 
behaviors  and  the  measurement  of  observable  events  in  the  pa- 
tient's environment  gives  the  discipline  a  great  heuristic  value 
over  some  of  the  more  traditional,  psychoanalytically  oriented 
treatment  procedures.18  Its  theoretical  bases  are,  however,  still  in 
the  process  of  being  formulated. 

Although  behavior  modification  procedures  are  often  oriented 
toward  operant  or  classical  conditioning  theories,  they  are  not 
necessarily  so  oriented  and  there  is  much  diversity.  Regardless 
of  orientation,  the  basic  underlying  theory  usually  involves  care- 
fully specified  changes  in  the  environment  of  the  person  whose 
behavior  is  to  be  changed.  A  procedure  for  changing  behavior 
that  relies  upon  unique,  nontransferrable  characteristics  of  a 
therapist  or  change  agent  lies  outside  of  the  domain  of  scientific 
behavior  modification. 

B.  Specific  Programs  and  Research 

The  following  programs  and  related  research  are  briefly  de- 
scribed to  give  a  general  purview  of  behavior  modification  studies 
that  have  been  completed  or  those  that  are  now  being  conducted. 


246 


The  studies  that  have  been  selected  are  those  that  are  generally 
related  to  present  or  potential  treatment  programs  for  offenders. 

1.  Operant  Conditioning 

In  operant  conditioning  studies,  a  reinforcer  (popularly  called 
a  "reward")  is  given  to  a  subject  after  he  produces  the  required 
behavior  once  or  several  times.  In  terms  of  operant  conditioning, 
it  is  said  that  the  reinforcer  is  made  contingent  upon  the  emission 
of  the  correct  response.  This  response  is  known  as  an  operant. 
If  the  response  is  not  emitted  by  the  individual,  no  reinforcer 
is  given.  In  a  sense,  the  person  must  voluntarily  "operate"  upon 
his  environment  to  receive  reinforcement.  A  reinforcer  such  as 
food,  money,  or  time  out  from  a  task  is  known  to  be  a  reinforcer 
when  it  increases  the  rate,  or  changes  the  form  of  the  behavior  it 
follows.  One  of  the  most  familiar  examples  of  operant  condi- 
tioning at  the  infrahuman  level  is  the  early  work  of  B.  F. 
Skinner  in  which  he  trained  pigeons  to  peck  at  lights  for  many 
hours  at  a  time  to  receive  small  pellets  of  food.19 

Although  a  detailed  discussion  of  operant  conditioning  theory 
is  beyond  the  scope  of  this  paper,  it  might  be  noted  that  except 
for  some  specialized  procedures  for  shaping  behavior,  reinforcers 
are  seldom  given  for  each  correct  response.20  Rather,  intermittent 
reinforcement  is  given.  A  fixed  ratio  schedule  provides  a  rein- 
forcer after  the  operant  response  has  occurred  a  specified  number 
of  times.  A  fixed  interval  schedule  provides  a  reinforcer  for  the 
first  response  occurring  after  a  specified  period  of  time  following 
the  preceding  reinforcement.  There  may  also  be  variable-ratio, 
variable-interval,  and  mixed  ratio-interval  schedules  of  consider- 
ate complexity.21 

Different  types  of  schedules  produce  varying  patterns  of  be- 
havior. As  Skinner  notes: 

The  efficacy  of  such  schedules  [variable  ratio]  in 
generating  high  rates  has  long  been  known  to  proprie- 
tors of  gambling  establishments.  Slot  machines,  roulette 
wheels,  dice  cages,  horse  races,  and  so  on  pay  off  on  a 
schedule  of  variable-ratio  reinforcement  .  .  .  The  path- 
ological gambler  exemplifies  the  result.  Like  the  pigeon 
with  its  five  responses  per  second  for  many  hours,  he  is 
the  victim  of  an  unpredictable  contingency  of  reinforce- 
ment. The  long-term  net  gain  or  loss  is  almost  irrelevant 
in  accounting  for  the  effectiveness  of  this  schedule.22 

The  scheduling  of  reinforcers  to  increase  the  probability  of 
socially  desirable  behaviors  of  offenders  is  generally  accomplished 
in  one  of  two  ways.  One  method  involves  reinforcing  a  desired 
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behavior,  such  as  cooperation,  in  such  a  way  that  it  competes 
with  an  undesirable  behavior,  such  as  fighting.  The  second  method 
involves  reducing  the  reinforcement  usually  obtained  by  the 
person  as  a  consequence  of  his  deviant  behavior.  This  is  based 
upon  the  assumption  that  deviant  as  well  as  normal  behaviors 
are  produced  and  maintained  by  their  reinforcing  consequences. 
Both  of  these  operant  conditioning  approaches  to  deviant  be- 
havior require  structuring  the  environment  so  that  the  reinforcers 
received  by  the  person  are  carefully  specified  and  controlled. 
Programs  that  control  reinforcers  in  this  manner  are  sometimes 
known  as  contingency  management  programs.23 

In  the  project  CASE  II  (Contingencies  Applicable  for  Special 
Education),  conducted  at  the  National  Training  School  for  Boys, 
delinquent  boys' could  obtain  points  for  successfully  completing 
specified  amounts  of  educational  material.24  These  boys  lived  in  a 
specially  constructed  environment  on  the  schoolgrounds  which 
for  the  first  3  to  5  days  included  a  small  but  attractive  private 
room  and  exceptionally  good  meals.  Following  this,  points  had 
to  be  earned  by  the  boy  in  order  to  pay  for  his  private  room 
and  good  meals.  In  addition,  he  could  use  these  points,  some- 
times converted  into  tokens  or  small  amounts  of  money,  to  pay 
for  such  things  as  snacks,  office  study  space,  private  tutoring, 
magazines,  telephone  calls,  or  articles  from  a  mail-order  catalog. 
Conversely,  if  a  student  did  not  successfully  complete  his  educa- 
tional tasks,  he  was  known  as  a  "relief"  student  and  would  lose 
his  private  room  and  would  have  to  have  his  meals  served  on  a 
metal  tray  after  the  other  students  had  eaten.  Also,  he  would 
not  be  able  to  wear  street  clothing,  attend  movies,  or  take  trips 
outside. 

Under  these  conditions  of  contingency  management,  most  of 
the  students  showed  very  great  increases  in  the  level  of  their 
academic  performance  and  there  were  marked  decreases  in  the 
number  of  behavioral  problems  as  compared  with  the  regular 
training  school  population.  These  were  the  primary  goals  of  the 
project.  The  effect  of  this  type  of  program  on  the  recidivism  of 
these  students  when  they  return  to  the  community  is  not  yet 
known. 

It  may  be  noted  that  the  CASE  II  project  used  secondary 
reinforcers  such  as  points  or  tokens  which  could  later  be  turned 
in  by  the  boys  to  purchase  primary  reinforcers  such  as  food 
or  a  trip  out  of  the  institution.  This  permits  the  immediate 
reinforcement  of  behavior  in  situations  when  the  use  of  primary 
reinforcers  would  be  difficult  or  impossible.  Although  the  use  of 
these  secondary  reinforcers  can  be  helpful  in  modifying  the  be- 
havior of  institutionalized  youths,25  even  greater  potential  may 
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lie  in  their  use  in  community  settings.  The  Behavioral  Research 
Project  in  Tucson,  Ariz.26  utilized  community-trained  teachers, 
parents,  or  other  adults  in  the  child's  natural  environment  to 
use  reinforcers  to  modify  delinquent  or  predelinquent  behavior, 
such  as  stealing,  property  destruction,  and  truancy,  following 
the  principles  of  contingency  management.  An  intervention  plan 
for  each  child  was  designed  and  the  child  was  given  notes,  points, 
or  a  mark  on  a  chart  which  could  be  exchanged  later  for  primary 
reinforcers.  Behaviors  such  as  prompt  arrival  at  school  or  obedi- 
ence to  instructions  were  reinforced,  as  well  as  periods  in  which 
a  particular  undesirable  behavior  did  not  occur,  e.g.,  a  recess 
completed  without  a  fist  fight.  Marked  improvements  in  behavior 
were  recorded.  Similar  token  economies  have  been  used  to  improve 
the  academic  and  job  performance  of  male  and  female  high 
school  dropouts.27  It  is  also  likely  that  the  reinforcement  proce- 
dures that  have  been  used  to  modify  a  wide  range  of  neurotic  and 
schizophrenic  symptoms  might  also  be  used  to  modify  some  types 
of  delinquent  behavior.28  Community  oriented  programs  are  still, 
however,  at  a  very  rudimentary  level. 

One  rapidly  emerging  area  of  research  in  operant  condition- 
ing should  perhaps  be  mentioned  before  discussing  classical  con- 
ditioning programs.  It  is  the  operant  conditioning  of  responses 
which  have  been  traditionally  associated  with  the  autonomic 
nervous  system.  Some  studies,  though  not  all,  have  been  able  to 
operantly  change  human  skin  potential,29  heart  rate,30  and  saliva- 
tion.31 Animal  studies  have  an  advantage  over  human  studies  in 
that  the  animals  can  be  temporarily  paralyzed  by  curare  to  re- 
move artifacts  caused  by  movement.  Under  these  conditions, 
animals  have  been  taught  to  increase  or  decrease  heart  rate, 
intestinal  contractions,  stomach  contractions,  urine  formation, 
and  electrical  brain  waves.32  Either  direct  electrical  stimulation 
of  the  brain  or  escape  from  mild  electrical  shock  has  been  used 
as  a  primary  reinforcer.  In  some  instances,  clear  and  extreme 
physiological  changes  can  be  produced  using  this  process.  Some 
success  has  also  been  obtained  in  training  epileptic  patients  to 
suppress  abnormal  paroxysmal  spikes  in  their  electroencephalo- 
grams.33 As  Miller  notes,  "While  it  is  far  too  early  to  promise 
any  cures,  it  certainly  will  be  worthwhile  to  investigate 
thoroughly  the  therapeutic  possibilities  of  improved  instrumental 
training  techniques."  34 

2.  Classical  Conditioning 

Another  type  of  conditioning  frequently  used  to  change  behavior 
is  classical  conditioning  as  demonstrated  by  the  work  of  Ivan 
Pavlov.35  If  a  stimulus  such  as  food  or  an  electric  shock  is  pre- 
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sented  to  a  person,  it  can  generally  elicit  an  involuntary  re- 
sponse (or  "reflex")  such  as  salivation  or  muscle  contraction. 
This  eliciting  stimulus  is  called  the  unconditioned  stimulus.  In  a 
typical  classical  conditioning  experiment,  a  neutral  stimulus  such 
as  a  bell  is  presented  to  the  person  and  this  stimulus  is  followed 
shortly  (from  a  few  tenths  of  a  second  to  3  or  4  seconds)  by 
the  presentation  of  the  unconditioned  stimulus  and  the  response. 
Sometimes  the  neutral  stimulus  and  the  unconditioned  stimulus 
overlap  each  other  briefly.  When  these  stimuli  are  repeatedly 
paired  with  each  other  in  this  manner,  the  neutral  stimulus 
eventually  becomes  able  to  elicit  the  response  even  when  the 
unconditioned  stimulus  is  no  longer  present.  The  neutral  stimulus 
is  then  labeled  a  conditioned  stimulus  and  the  response  is  known 
as  a  conditioned  response. 

In  Pavlov's  early  experiments,  dogs  were  presented  with  the 
sound  of  a  metronome  followed  by  meat  powder  until  the  pre- 
sentation of  the  sound  alone  elicited  salivation.36  Similar  condi- 
tioning procedures  have  been  used  with  humans  to  produce  sali- 
vation as  a  conditioned  response. 

Two  central  concepts  in  classical  conditioning  are  excitation 
and  inhibition.  Excitation,  in  most  general  terms,  was  used  by 
Pavlov  to  refer  to  the  gradual  irradiation  or  spread  of  impulses 
over  the  cerebral  cortex.  Thus,  if  a  conditioned  response  is 
elicited  by  a  tone  of  500  cycles  per  second,  a  tone  of  400  cycles 
might  also  elicit  the  same  or  similar  conditioned  response.  Op- 
posed to  this  process  were  various  types  of  inhibition  that  produce 
a  diminution  of  response  strength  to  all  stimuli.  For  example, 
a  conditioned  response  which  is  initially  elicited  by  both  500 
and  490  cycle  tones  will  become  restricted  to  one  of  them — the 
500  cycle  tone — if  the  490  cycle  tone  is  repeatedly  presented 
without  being  followed  by  the  unconditioned  stimulus,  while  the 
500  cycle  tone  remains  paired  with  the  unconditioned  stimulus.37 
This  process  is  known  as  differential  inhibition. 

These  concepts  of  excitation  and  inhibition  have  been  recently 
integrated  into  a  theory  suggesting  that  each  stimulus  produces 
a  generalization  gradient.  The  gradients  thus  produced  interact 
with  each  other  in  a  mathematically  predictable  manner  to 
produce  the  observed  conditioned  response.38  Classical  conditioning 
procedures  have  been  used  to  modify  salivation,  heart  rate,  blood 
pressure,  urination,  respiration,  excretion  of  bile,  infantile  suck- 
ing, eyelid  movement,  and  many  other  responses  usually,  but  not 
always,  associated  with  the  autonomic  nervous  system. 

Classical  conditioning  procedures  have  been  used  primarily  with 
two  major  categories  of  offenders — alcoholics  and  homosexuals. 
The  central  objective  is  to  produce  an  unpleasant  reaction  in  the 
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patient  to  alcohol  or  to  homosexual  activity.  In  the  case  of 
alcoholism,  the  patient  is  given  an  emetic  such  as  emetine  hy- 
drochloride (the  unconditioned  stimulus)  and  just  before  the 
onset  of  nausea  he  is  required  to  look  at,  smell,  or  taste  the 
alcohol  (the  conditioned  stimulus).39  The  results  of  this  procedure 
appear  to  be  as  effective  as  the  usual  psychotherapeutic  ap- 
proaches. Vallance,40  for  example,  found  that  approximately  5  per- 
cent or  fewer  alcoholics  treated  by  standard  psychotherapeutic 
methods  in  the  psychiatric  unit  of  a  general  hospital  could  be 
considered  abstinent  over  a  2-year  follow-up  period.  In  contrast, 
one  of  the  highest  rates  of  abstinence  was  reported  in  a  study 
by  Lemere  and  Voegtlin  41  in  which  51  percent  of  4,096  patients 
treated  by  conditioning  procedures  were  found  abstinent  for  2 
to  5  years  following  treatment.  These  studies  represent  extremes 
and  more  typical  studies  show  a  range  of  abstinence  between  10 
and  35  percent  over  a  period  of  1  year  or  longer.  Because  of  a 
wide  diversity  in  the  criteria  used  to  determine  abstinence  or 
improvement,  it  is  difficult  to  compare  the  results  of  different 
treatment  methods  reliably. 

Other  unconditioned  stimuli  have  been  used  with  alcoholics  in 
addition  to  emetics.  One  of  the  most  extreme  is  succinylcholine 
chloride,  or  its  derivatives,  a  curare-like  drug  that  rapidly  pro- 
duces complete  paralysis  of  the  skeletal  muscles,  including  those 
which  control  respiration.  Just  as  the  patient  is  about  to  drink 
the  alcohol,  paralysis  occurs,  producing  great  fright  about  being 
unable  to  breathe  and  a  fear  of  suffocation.  Without  danger, 
resuscitation  is  provided  for  the  patient  within  30  seconds  or 
less.  The  results,  however,  are  not  clearly  better  than  with 
emetics.42 

Although  electric  shock  was  reported  to  have  been  used  as  an 
unconditioned  stimulus  in  the  treatment  of  alcoholism  as  long 
ago  as  1930,43  it  is  only  in  recent  years  that  it  has  gained  some 
preference  in  use  over  emetics.  One  major  advantage  is  that 
its  onset  and  duration  can  be  precisely  controlled.  The  procedure 
generally  used  is  the  same  as  that  described  earlier  with  emetics. 
Because  of  the  high  degree  of  control  of  administration  of  elec- 
tric shock,  it  is  possible  to  pair  the  termination  or  avoidance  of 
the  shock  with  the  sight  or  smell  of  a  nonalcoholic  substance, 
thus  perhaps  associating  the  nonalcoholic  substance  with  reduced 
anxiety    or    relaxation.    Tentatively,    however,    this    relaxation- 

89  It  should  be  noted  that  if  nausea  follows  the  drinking:  of  the  alcohol  rather  than  the 
sight  or  smell  of  it  which  precedes  the  drinking  of  it,  the  procedure  is  more  nearly  punish- 
ment or  aversive  suppression  than  classical  conditioning.  Aversive  suppression  will  be  dis- 
cussed in  the  following  section  of  this  paper.  In  many  studies,  classical  conditioning  and 
aversive  suppression  procedures  are  confused  or  not  clearly  specified.  See  Franks,  C.  M. 
Conditioning  and  Conditioned  Aversion  Therapies  in  the  Treatment  of  the  Alcoholic.  Inter- 
national Journal  of  the  Addictions,  1 :61-98,  1966. 
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aversion  procedure  does  not  appear  to  be  significantly  better 
than  the  more  standard  aversion  techniques.44 

The  procedures  used  in  the  treatment  of  alcoholism  have 
also  been  used  in  substantially  the  same  form  in  the  treatment 
of  sexual  disorders,  particularly  homosexuality.  The  underlying 
assumption  is  that,  except  for  very  basic  physiological  responses, 
sexual  behavior  is  learned.  As  Kinsey  and  his  associates  have 
noted,  "The  variations  which  exist  in  adult  sexual  behavior  prob- 
ably depend  more  upon  conditioning  than  upon  variations  in 
the  gross  anatomy  or  physiology  of  the  sexual  mechanisms."  45 
Traditionally,  behavior  modification  techniques  have  attempted 
to  pair  the  stimulus  that  elicits  the  homosexual  behavior,  e.g., 
a  picture  of  a  nude  male,  with  an  aversive  stimulus  such  as  an 
electric  shock  or  nausea.46 

Although  electric  shock  was  experimentally  studied  as  early 
as  1935  in  the  treatment  of  homosexuality,  it  is  only  in  more 
recent  years  that  electric  shock  has  been  used  clinically.  In  its 
simplest  form,  the  treatment  requires  the  presentation  of  pictures 
of  attractive  males  or  other  homosexually-oriented  stimuli  which 
are  immediately  followed  by  an  electric  shock.47  More  complex 
procedures  sometimes  utilize  pictures  of  attractive  females  or 
other  nonhomosexual  stimuli  at  the  termination  of  the  homo- 
sexual stimuli.48 

Similar  conditioning  procedures  employing  aversive  stimuli 
have  also  been  used  to  treat  transvestism,19  fetishism,™  and 
sadism.51  Within  the  past  few  years,  behavioral  treatment  strat- 
egies have  begun  to  emphasize  not  only  the  negative  conditioning 
of  the  stimuli  giving  rise  to  the  sexually  deviant  behavior,  but 
also  the  positive  conditioning  of  sexual  responses  to  heterosexual 
stimuli.  In  one  study,  homosexual  stimuli  were  paired  with  nausea 
and  then  later  the  patient  was  given  an  injection  of  testosterone 
propionate  to  produce  sexual  arousal  and  was  encouraged  to 
masturbate  while  looking  at  pictures  of  females.52  A  similar  proce- 
dure has  been  used  to  reduce  voyeurism  ™  and  sadistic  fantasies.54 

To  the  extent  that  male  homosexual  behavior  is  produced  not 
so  much  by  an  attraction  toward  males  as  by  a  fear  of  females, 
as  suggested  by  Freudian  psychodynamic  theory,  homosexual  be- 
havior might  be  reduced  by  eliminating  the  patient's  fear  or 
anxiety  of  heterosexual  behavior.  This  is  sometimes  accomplished 
by  systematic  desensitization,  a  procedure  that  uses  relaxation 
to  reduce  the  anxiety  associated  with  heterosexual  stimuli.55  The 
patient  is  relaxed  and  then  heterosexual  images  of  gradually 
increasing  anxiety  are  presented  to  be  "counter-conditioned." 
Systematic  desensitization  may  also  be  combined  with  the  aver- 
sive conditioning  procedures  as  described  above.56 
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Some  very  preliminary  research  has  been  done  using  classical 
conditioning  procedures  in  the  treatment  of  other  behaviors  such 
as  drug  addiction,57  gasoline  sniffing,58  check  writing,59  and  shop- 
lifting.60 It  is  likely  that  the  tentative  success  of  these  condition- 
ing procedures  will  lead  to  the  further  application  of  this  general 
methodology  to  other  types  of  offenses. 

3.  Aversive  Suppression 

The  aversive  suppression  of  Dehavior  corresponds  in  common 
usage  with  the  concept  of  punishment.  But  the  term  "punish- 
ment" as  it  is  ordinarily  used  has  several  conflicting  meanings 
when  examined  from  the  viewpoint  of  learning  theory.  Most 
customarily,  punishment  refers  to  the  presentation  of  an  aver- 
sive stimulus  after  the  person  has  emitted  the  behavior  which 
is  to  be  reduced  in  frequency  or  eliminated.  Thus,  the  child  is 
slapped  on  the  hand  (aversive  stimulation)  after  he  has  reached 
into  the  cookie  jar  or  even  after  he  has  started  to  eat  the  cookie. 

Another  type  of  punishment  which  is  often  used  consists  of 
the  removal  of  positively  reinforcing  stimuli  following  the  be- 
havior to  be  eliminated.  For  example,  after  the  child  has  reached 
into  the  cookie  jar,  his  mother  may  take  the  cookie  away  and 
may  also  prevent  him  from  playing  with    his    toys.    These    two 
possible  types  of  punishment,  while  recognized,61  have  not  been 
given  any  generally  accepted  labels.   Burgess   and   Akers   have 
suggested  that  "Those  stimuli  whose  presentation  will  weaken 
an  operant's  [behavior's]  future  occurrence  are  called  punishers; 
the  process,  positive  punishment  .  .  .  Those  stimuli  whose   re- 
moval will  weaken  an  operant's  future  occurrence  are  called  pos- 
itive reinforcers;  the  process,  negative  punishment."62  The  terms 
"positive  punishment"  and  "negative  punishment"  are  not  widely 
used,  but  they  do  point  out  the  distinction  between  the  presenta- 
tion of  aversive  stimuli  and  the  withdrawal  of  positive  stimuli 
following  the  prohibited  behavior.  It  is  the  scientific  application 
of  aversive  stimuli  that  is  of  primary  concern  here  as  it  raises 
more  acutely  certain  legal  and  ethical  problems  than  does  the 
withdrawal  of  positive  stimuli    which    has    had    much    broader 
public  use  and  acceptance.63 

The  application  of  aversive  stimuli  following  the  prohibited 
behavior  is  surely  not  new.  Whippings,  mutilations,  and  duck- 
ings in  cold  water  have  had  a  long  history  of  use.  A  rather  novel 
form  of  treatment  was  once  reported  by  the  famous  18th  century 


81  "In  solving  the  problem  of  punishment  we  simply  ask :  What  is  the  effect  of  withdrawing 
a  positive  reinforcer  or  presenting  a  negative?  .  .  .  [I]nsofar  as  we  are  able  to  give  a 
scientific  definition  of  a  lay  term,  these  two  possibilities  appear  to  constitute  the  field  of 
punishment."  Skinner,  B.  F.  Science  and  Human  Behavior.  New  York:  Macmillan,  1956,  p. 
185. 
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physician  and  patriot,  Benjamin  Rush,  in  which  a  drug  addict 
was  successfully  cured  by  having  an  artificial  snake  pop  out  of 
her  opium  box.  Although  such  a  treatment  now  seems  quite  out  of 
style,  it  does  have  the  virtue  of  pairing  the  aversive  stimulus 
closely  in  time  with  the  behavior  to  be  suppressed.  In  fact,  if  there 
is  a  series  of  behaviors  leading  to  the  final,  prohibited  behavior, 
punishment  may  be  most  effectively  used  if  the  aversive  stimulus 
is  applied  following  one  of  the  behaviors  in  the  series  prior  to 
the  final  behavior.64  This  is  rarely  the  situation  in  the  administra- 
tion of  criminal  justice.  Punishment  is  rarely  administered  prior 
to  the  offense  and  more  generally  occurs  several  hours  to  several 
jrears  following  the  prohibited  behavior.  The  typical  delinquent 
may  steal  several  cars  before  being  apprehended  and  the  applica- 
tion of  aversive  stimuli  or  the  withdrawal  of  positive  stimuli 
begins.65 

If  it  were  not  for  the  rather  humiliating  and  painful  aspects 
of  public  whipping,  the  failure  of  this  treatment  to  produce  long- 
lasting  changes  in  offenders'  behavior  would  be  a  rather  amusing 
illustration  of  correctional  ineffectiveness.  In  a  study  of  the 
whipping  penalty  in  Delaware,  Caldwell  found  that  1,302  of- 
fenders were  whipped  between  the  years  of  1900  and  1942  in- 
clusive.66 In  a  special  study  of  the  criminal  careers  of  320  prisoners 
who  were  whipped,  61.9  percent  were  again  convicted  of  some 
crime  after  their  first  whipping.  Of  course,  it  might  be  argued 
that  not  enough  whipping  was  administered  to  be  effective.  The 
data  collected  by  Caldwell  do  not  bear  this  out.  Of  those  offenders 
who  were  whipped  twice,  65.1  percent  were  again  convicted  of  a 
subsequent  offense.  Also,  in  a  comparison  study  of  whipped  and 
unwhipped  offenders,  68.5  percent  of  those  whipped  were  later 
convicted  of  crimes,  61.1  percent  of  those  offenders  who  were 
imprisoned  instead  of  whipped  were  later  convicted,  and  only 
37.5  percent  of  those  offenders  placed  on  probation  instead  of 
whipped  were  later  convicted.  From  a  learning  theory  viewpoint, 


44  The  application  of  the  aversive  stimulus  to  one  of  the  behaviors  in  a  series  of  behaviors 
may  be  effective  because  the  punished  behavior,  or  a  stimulus  closely  associated  with  it, 
comes  to  serve  as  a  signal  of  potential,  aversive  stimulation,  thus  producing  avoidance 
responses  rather  than  the  prohibited  behavior.  See  Dinsmoor,  J.  A.,  Punishment:  I.  The 
Avoidance  Hypothesis.  Psychological  Review,  61:34—46,  1954.  Dinsmoor,  J.  A.,  Punish- 
ment: An  Interpretation  of  Empirical  Findings.  Psychological  Review,  62:95-105,  1955.  See 
also  Bandura,  A.,  and  Walters,  R.  H.  Social  Learning  and  Personality  Development.  New 
York:  Holt,  Rinehart  and  Winston,  1963,  pp.  182-186. 

60  "In  addition  to  the  fact  that  delayed  punishment  may  affect  the  wrong  behavior,  delay 
is  also  ineffective  because  it  increases  the  possibility  for  the  undesirable  response  to  be 
reinforced  in  some  way.  We  can  see  this  fact,  too,  in  the  criminal's  case.  If  capture  is  not 
immediate,  then  there  is  indeed  a  good  chance  that  the  act  of  breaking  a  law  will  be 
immediately  reinforced.  No  matter  what  the  long-range  consequences  turn  out  to  be,  from 
the  criminal's  point  of  view  the  fact  may  still  remain  that  sticking  a  gun  in  someone's 
face  was  followed  by  the  acquisition  of  money;  ergo,  armed  robbery  'obviously'  works,  the 
problem  being  not  to  get  caught  later."  Lawson,  R.,  Learning  and  Behavior.  New  York: 
Macmillan,  1960,  pp.  281-282. 
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whipping  could  be  expected  to  be  ineffective  for  a  number  of 
reasons,  one  of  them  being  the  delay  between  the  prohibited 
act  and  the  subsequent  punishment,  as  previously  mentioned.67 

Behavioral  modification  techniques  closely  pair  the  prohibited 
behavior,  or  precursors  of  it,  with  the  subsequent  aversive  stim- 
uli. Considerable  experimentation  of  this  nature  has  been  con- 
ducted in  the  past  few  years  with  sexually  deviant  persons.  In 
one  well  known  early  study  of  the  treatment  of  transvestism,  the 
patient  received  painful  electric  shocks  on  his  feet  from  a  grid  on 
which  he  was  standing  while  dressing  in  women's  clothes.68  Over  a 
period  of  8  days,  the  patient  received  a  total  of  200  shocks  during 
the  frequent  treatment  sessions.  A  follow-up  study  14  months 
later  indicated  only  one  subsequent  relapse  of  crossdressing  by 
this  patient.69 

The  use  of  aversive  stimuli  in  the  suppression  of  homosexual 
behavior  or  other  deviant  sexual  behavior  has  been  reported  in 
over  26  studies.70  These  studies,  generally  using  electric  shock  or 
an  emetic  to  induce  vomiting,  often  do  not  clearly  distinguish 
between  classical  conditioning  procedures  and  aversive  suppres- 
sion procedures.  The  studies  tend  to  show  an  effectiveness  in 
changing  behavior  which  is  at  least  equal  to  or  better  than  the 
traditional,  psychoanalytic  treatment  of  these  disorders.  Greater 
attention,  however,  needs  to  be  given  to  the  design  of  these  treat- 
ment methods  to  incorporate  learning  theory  paradigms  to  as- 
sess more  accurately  their  therapeutic  potential.71 

Temporary  paralysis  and  apnea  have  been  used  in  the  treat- 
ment of  chronic  alcoholics.  Clancy,  Vanderhoof ,  and  Campbell 72 
reported  using  the  following  treatment  procedure  after  the  pa- 
tients were  informed  that  they  would  have  "some  difficulty  in 
breathing."  A  hypodermic  needle  was  inserted  in  the  patient's 
arm  vein  and  a  saline  drip  attached.  When  the  drip  was  running 
and  an  injection  of  succinylcholine  chloride  prepared,  a  small 
amount  of  the  patient's  favorite  alcoholic  beverage  was  poured 
into  a  glass  in  front  of  him.  A  few  seconds  after  the  patient 
tasted  the  alcohol,  apnea  occurred  and  the  patient,  fearful  of  suf- 
focating, was  ventilated  with  a  breathing  bag.  A  1-year  follow-up 
study  by  these  researchers,  as  well  as  a  study  by  other  researchers 
using  a  similar  procedure  closer  to  classical  conditioning,73  showed 
somewhat  positive  results  in  producing  abstinence.  These  re- 
searchers, however,  are  cautious  in  advising  the  use  of  apneic 
paralysis  except  for  a  carefully  selected  population,  and  even  then 
the  subsequent  anxiety  or  other  side  effects  may  make  the  pro- 
cedure inadvisable. 


67  Although    whipping    is    now   seldom    used,    it    is    still    permissible   under    Delaware    statutes. 
Del.  Code  Ann.  tit.  11  sees.  3907,  3908   (Supp.  1968). 
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Some  preliminary  research  has  been  done  in  the  use  of  apomor- 
phine,  an  emetic,  in  the  treatment  of  drug  addiction.  In  a  study 
by  Liberman,  two  hospitalized  narcotic  addicts  were  made  nau- 
seous following  a  "fix"  with  morphine  by  the  administration  of 
apomorphine  during  38  treatment  sessions  conducted  over  a  pe- 
riod of  5  weeks.74  "Booster"  sessions  were  also  used  at  varying  in- 
tervals when  the  patients  began  to  notice  a  recurrence  of  craving 
for  morphine.  Tentatively,  the  procedure  appears  to  be  useful  in 
reducing  the  craving  for  narcotics  although  considerable  social 
assistance  and  perhaps  outpatient  therapy  may  be  needed  in  addi- 
tion to  this  treatment  to  avoid  subsequent  dependence. 

The  above  study  by  Liberman  also  provided  occasional,  free- 
choice  situations  in  which  the  patient  could  choose  between  mor- 
phine and  a  pleasant  social  situation  with  the  therapist  and  nurse. 
This  illustrates  the  application  of  some  experimental  studies  sug- 
gesting that  the  development  of  appropriate,  alternative  responses 
during  the  period  of  suppression  induced  by  punishment  is 
helpful  in  preventing  high  rates  of  recurrence  of  the  punished 
behavior.75 

There  are  additional  findings  from  laboratory  studies  that  gen- 
erally have  not  yet  been  included  in  the  design  of  treatment 
programs  utilizing  the  aversive  suppression  of  behavior.  For  ex- 
ample, the  suppression  of  behaviors  that  are  based  upon  an  inner 
drive  or  upon  the  avoidance  of  other  aversive  stimuli  may  yield 
different  patterns  of  suppression.76  Also,  unless  the  stimuli  are 
very  intense,  aversive  suppression  generally  does  not  completely 
eliminate  the  occurrence  of  the  punished  behavior  but  rather 
lowers  its  rate,  which  may  gradually,  without  additional  suppres- 
sion, return  to  its  approximate  prepunishment  rate.  There  are 
also  occasional  "paradoxical"  effects  of  punishment  in  which  the 
use  of  aversive  stimuli  may  increase  the  rate  of  the  punished 
behavior  when  the  aversive  stimuli  are  removed.77  Finally,  pun- 
ishment may  produce  side  effects  such  as  anxiety  or  deception 
which  ultimately  make  the  behavior  increase.  Nevertheless,  there 
is  considerable  agreement  that  the  appropriate  application  of 
aversive  stimuli  can  at  best,  for  short  periods  of  time,  markedly 
alter  the  rate  or  pattern  of  expression  of  the  punished  behavior. 

4.  Electronic  Monitoring  and  Intervention 

Within  the  past  few  years  there  has  been  an  increasing  rec- 
ognition that  some  changes  in  behavior  can  be  produced  better 
by  treatment  which  is  conducted  in  the  offender's  natural  en- 
vironment than  by  treatment  conducted  within  an  institution. 
One  manifestation  of  this  is  the  rapid  increase  in  the  use  of 
work-release  programs,  preparole  community  service  programs, 
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and  halfway  houses.  Therapy  techniques  are  also  being  modified 
with  the  understanding  that  some  reinforcers  that  maintain  ap- 
propriate behavior  in  an  institution  may  not  be  the  same  rein- 
forcers  that  maintain  appropriate  behavior  in  the  community. 

Ultimately,  most  offenders  will  have  to  live  in  an  environment 
similar  to  the  one  that  produced,  or  at  least  did  not  successfully 
inhibit,  their  illegal  behaviors.  Two  approaches  are  possible.  The 
therapist  may  be  able  to  help  the  offender  deal  with  these  en- 
vironmental stimuli  by  introducing  them  into  treatment  sessions 
while  the  offender  is  still  institutionalized  or  by  extending  treat- 
ment procedures  into  a  community  setting  in  which  the  offender 
lives  during  a  temporary  or  conditional  release  from  the  institu- 
tion. 

Although  some  environmental  stimuli  that  are  the  precursors 
of  illegal  behavior,  such  as  new  cars  or  potential  victims,  ob- 
viously cannot  be  brought  easily  into  treatment  sessions,  photo- 
graphs or  films  of  them  can  be  used.  For  example,  a  film  of 
women  pushing  perambulators  was  presented  to  a  patient  with 
this  fetish  just  prior  to  the  onset  of  chemically  induced  nau- 
sea.78 Similarly,  a  picture  of  the  roommate  of  a  homosexual  pa- 
tient, or  a  film  of  shoplifting  in  one  of  the  shoplifter's  favorite 
stores  can  be  used  in  treatment.79  Of  course,  some  stimuli  such  as 
alcohol  or  bank  checks  can  be  brought  easily  into  treatment  ses- 
sions.80 

However,  even  though  some  stimuli  can  be  brought  into  the 
treatment  session,  a  problem  still  remains.  The  stimulus  removed 
from  its  customary  context  may  appear  much  different  from  usual 
to  the  patient  and  therefore  may  not  elicit  his  typical  response. 
For  this  reason,  increasing  emphasis  has  been  placed  on  the  in 
vivo  treatment  of  behavioral  disorders,  particularly  the  phobias. 
For  example,  a  patient  who  is  fearful  of  flying  may  be  relaxed 
either  chemically  or  by  verbal  instructions  and  then  gradually 
introduced  to  flying  by  being  accompanied  by  the  therapist  to 
the  airport.81  Subsequently,  the  therapist  may  accompany  the 
patient  on  short,  trial  flights.  Similarly,  a  patient  with  homo- 
sexual tendencies  can  be  treated  by  an  emetic  in  an  office  setting 
and  then  he  can  self-administer  the  emetic  in  the  community 
when  his  impulses  may  lead  to  homosexual  behavior.82  This  type 
of  in  vivo  treatment  has  an  additional  advantage  over  typical 
institutional  or  office  treatment.  The  successes  achieved  by  the 
patient,  though  perhaps  initially  small,  are  likely  to  seem  more 
"real"  to  him  than  changes  that  occur  within  an  institution. 
These  changes  may  encourage  more  effort  by  him  for  further 
change.  Also,  the  environmental  changes  produced  by  the  patient's 
effort  may  reinforce  new  patterns  of  behavior. 
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The  treatment  of  the  institutionalized  offender  in  the  commu- 
nity, however,  presents  the  problems  of  a  potential  escape  and 
increased  risk  to  the  community.  One  approach  to  this  problem 
has  been  the  development,  in  prototype  form,  of  small  personally 
worn  transmitters  that  permit  the  continual  monitoring  of  the 
geographical  location  of  parolees.83  This  system,  which  also  in- 
volves the  use  of  intensive  treatment  and  the  help  of  volunteers 
in  the  community,  is  known  as  an  electronic  rehabilitation  sys- 
tem. 

As  presently  designed  the  electronic  rehabilitation 
system  is  capable  of  monitoring  the  geographical  loca- 
tion of  a  subject  in  an  urban  setting  up  to  24  hours. 
The  subject  wears  two  small  units  approximately  6  in- 
ches by  3  inches  by  1  inch  in  size,  weighing  about  2 
pounds.  As  the  wearer  walks  through  a  prescribed  moni- 
tored area,  his  transmitter  activates  various  repeater  sta- 
tions which  retransmit  his  signal,  with  a  special  location 
code,  to  the  base  station.  The  repeater  stations  are  so  lo- 
cated that  at  least  one  is  always  activated  by  the  wear- 
er's transmitter. 

This  prototype  system  as  now  used  extends  only  a  few 
blocks  during  street  use  and  covers  the  inside  of  one 
large  building.  The  primary  purpose  of  this  system  is  to 
demonstrate  the  feasibility  of  larger,  more  complete  sys- 
tems and  gather  some  preliminary  data.  Through  the 
use  of  carefully  placed  repeater  stations  in  each  block, 
the  system  is  theoretically  duplicable  such  that  large  geo- 
graphical areas  may  be  covered  with  a  large  number  of 
subjects  each  transmitting  a  unique  signal.  The  range 
of  the  system  and  the  specificity  with  which  a  person 
can  be  located  depend  largely  upon  the  number  of  re- 
peater stations  used.84 

The  impetus  for  the  use  of  electronic  intervention  in  the  treat- 
ment of  offenders  emerges  from  several  sources.  There  has  been 
a  rapid  increase  in  the  use  of  telemetry  for  medical  purposes85 
and  a  shift  in  the  budget  allocations  of  the  electronic  industry 
from  defense  research  and  development  projects  to  feasibility 
studies  in  the  public  sector.86  In  addition,  there  has  been  a  marked 
increase  in  the  research  and  development  of  law  enforcement 
technology.  Some  of  this  research  has  been  aimed  at  facilitating 
surveillance  through  the  use  of  specially  equipped  helicopters,87 
computerized  information  retrieval  systems,88  and  infrared  sen- 
sors.89 

Considerable  effort  is  also  being  devoted  to  the  development  of 
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systems  for  the  rapid,  electronic  location  of  objects  in  an  urban 
setting.  Many  of  these  systems  are  being  developed  primarily  for 
monitoring  the  location  of  motor  vehicles  such  as  buses  or  police 
cars.  One  presently  operative  system  provides  the  location  of  a 
vehicle  every  5  seconds  within  a  limited  urban  area  with  an 
accuracy  of  approximately  one  block.90  The  Institute  of  Public  Ad- 
ministration has  indicated  the  feasibility  of  developing  a  broad- 
scale  vehicle  locator  service  within  2  years.  In  a  report  prepared 
for  the  Office  of  Urban  Transportation  of  the  U.S.  Department  of 
Housing  and  Urban  Development,  the  organization  notes,  "Anoth- 
er, secretive,  law  enforcement  use  of  AVM  [Automatic  Vehicle 
Monitor]  systems  would  be  in  'bugging'  suspect  vehicles,  valuable 
shipments,  etc. ;  movement  could  be  traced  through  the  city  with- 
out a  conspicuous  'tail'.  Future  refinement  of  the  craft  may  make 
it  possible  to  implant  a  transponder  on  a  subject's  person — in 
his  shoe,  for  instance."  91 

Special  security  equipment  has  been  designed  and  is  being 
further  developed  to  prevent  the  removal  or  compromise  of  per- 
sonally worn  equipment  by  parolees.92  If  this  equipment  were  used 
to  guarantee  the  wearing  of  personal  transmitters  and  integrated 
into  an  electronic  locator  system,  a  very  powerful,  involuntary 
surveillance  system  would  be  possible.  All  of  the  major  compo- 
nents of  such  a  system  have  been  developed  in  a  design  or  proto- 
type stage  in  various  laboratories.  The  complete,  involuntary 
system  has  not  yet  been  used;  but  as  described  earlier,  a  volun- 
tary, prototype  system  covering  a  few  city  blocks  has  been 
studied.93 

Another  potential  source  for  the  introduction  of  location  moni- 
toring systems  into  the  public  domain  may  be  citizen  protection. 
Citizens  might  be  equipped  with  transmitters  to  alert  the  police 
in  the  event  of  attack.  Crewe  suggests : 

It  is  at  least  conceivable  that  citizens  could  be  licensed 
to  carry  miniaturized  police  call  systems  in  the  form 
of  a  small  radio  transmitter.  This  could  relay  a  cry  for 
help  to  transmitters  on  the  corners  of  each  block.  This 
signal  could  be  automatically  and  instantaneously  trans- 
mitted to  the  local  police  who  could  immediately  dis- 
patch assistance.  It  would  be  relatively  simple  to  design 
into  such  a  communications  system  the  necessary  safe- 
guards against  tampering  and  abuse.  For  example,  the 
pocket  transmitter  should  be  capable  of  being  turned  on 
but  not  of  being  turned  off.  This  would  prevent  the 
criminal  from  interrupting  the  signal.  With  modern  elec- 
tronic systems  such  a  transmitter  could  be  very  small, 
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making  it  difficult  to  detect  and  in  any  case  the  signal 
would  be  inaudible.  As  regards  abuse,  it  would  be  possi- 
ble to  license  the  use  of  such  transmitters  thereby  re- 
stricting their  use  to  those  who  do  not  abuse  the  privi- 
lege of  carrying  it.  It  should  perhaps  be  pointed  out  that 
it  would  be  entirely  unnecessary  for  the  whole  popula- 
tion to  carry  such  transmitters.  In  fact,  this  problem  is 
something  like  the  problem  of  vaccination  against  small- 
pox, that  is,  it  only  requires  a  certain  percentage  of  the 
population  to  be  innoculated  to  eradicate  the  disease.94 

In  addition  to  monitoring  the  location  of  a  person,  other 
characteristics  might  also  be  monitored.  Equipment  has  been  de- 
veloped for  monitoring  voice,95  blood  pressure,96  physiological  ac- 
tivity,97 and  electroencephalograms.98  Sophistication  of  design  in 
instrumentation  is  making  the  implantation  of  sensors  less  neces- 
sary,99 but  unless  transmission  is  by  hard  wire,  telemetry  is  still 
generally  limited  to  a  short  range  of  a  few  hundred  feet  or  within 
one  or  two  buildings.  Capabilities  are,  however,  rapidly  expand- 
ing. 

As  previously  noted,  many  components  of  potentially  effective 
monitoring  and  intervention  systems  usable  with  offenders  have 
been  developed  in  various  laboratories  but  have  not  yet  been 
often  integrated  into  operable  systems.  For  example,  devices-  have 
been  developed  for  measuring  penile  erection  during  the  thera- 
peutic treatment  of  sexual  deviates  or  for  the  objective  measure- 
ment of  sexual  preferences.  These  devices  have  generally  recorded 
changes  either  by  using  a  plethysmograph  10°  or  a  strain  gauge.101 
Transducers  have  been  designed  that  provide  an  electrical  out- 
put suitable  for  the  continuous  monitoring  and  recording  of 
penile  changes.102  The  linkage  of  these  transducers  to  a  portable 
transmitter  rather  than  to  a  recorder  would  not  be  difficult  and 
could,  when  included  within  an  electronic  locator  system,  provide 
the  capability  of  precisely  monitoring  sex  offenders  within  the 
community. 

Thus  far  in  the  present  discussion,  the  emphasis  has  been  upon 
the  acquisition  of  data  about  the  offender.  A  complete  communica- 
tion system  could  also  permit  the  transmission  of  signals  to  the 
offender  within  the  community.  These  signals  could  transmit  in- 
formation to  the  offender  or  activate  equipment  worn  by  him  or 
near  to  him.  To  date,  there  has  been  no  extensive  use  of  portable 
equipment  in  behavior  modification.  There  are,  however,  a  few 
notable  exceptions.  A  small,  portable  shock  apparatus  with  elec- 
trodes attached  to  the  wrist  has  been  used  to  help  inhibit  a 
patient's  addiction  to  Demerol  (Pethidine).103  The  patient  in  this 

19 


260 


study  applied  electric  shocks  to  himself  when  he  felt  strong  im- 
pulses to  take  the  drug.  The  researcher,  Joseph  Wolpe,  known 
for  several  innovations  in  psychotherapy,  observed,  "A  strong 
and  frequent  endogenous  impulse  for  Demerol  was  markedly  di- 
minished, apparently  as  a  consequence  of  its  being  reciprocally 
inhibited  by  strong  faradic  stimulation  of  the  forearm  of  the 
patient.  Though  only  nine  shocks  were  given  in  relation  to  the 
endogenous  craving — all  in  the  course  of  1  week  (the  shocks  in 
the  following  2  weeks  having  been  in  relation  to  exogenous  stim- 
uli)— the  decrease  in  its  strength  and  frequency  was  such  that  the 
patient  was  easily  able  to  abstain  from  the  drug  for  a  3-month 
period  during  which  no  further  shocks  were  administered."  104 

Powell  and  Azrin  have  developed  a  cigarette  case  that  consists 
of  a  shock  device  and  counter  that  are  activated  each  time  the 
case  is  opened.105  Portable  devices  that  produce  a  regular,  rhythmic 
beat  have  been  developed  to  be  worn  behind  the  ear  106  or  on  the 
wrist  to  reduce  stuttering.107  A  portable  device  has  also  been  de- 
veloped that  emits  a  tone  signal  when  a  patient  assumes  a  faulty 
posture  known  as  "round  shoulders"  for  a  period  of  at  least  3 
seconds.108  Similarly,  a  personally  worn  device  has  been  developed 
for  delivering  small  amounts  of  direct  current  to  the  forehead  of 
patients  to  reduce  depresson.109  Gradually,  a  new  field  of  study 
may  be  emerging,  variously  known  as  behavioral  engineering  or 
behavioral  instrumentation,  that  focuses  upon  the  use  of  electro- 
mechanical devices  for  the  modification  of  behavior.110 

One  of  the  most  controversial  areas  of  behavioral  instrumenta- 
tion is  that  of  intracranial  stimulation.  Some  of  the  early  studies 
of  the  intracranial  stimulation  of  the  human  brain  began  approxi- 
mately 15  years  ago.111  Techniques  that  originally  allowed  the 
implantation  of  electrodes  for  only  a  few  days  or  a  few  weeks 
have  now  been  developed  to  permit  the  positioning  of  the  elec- 
trodes for  periods  up  to  3  years.112  This  research  has  generally  been 
conducted  for  medical  purposes  to  gain  a  better  understanding  of 
brain  function  or  to  alleviate  severe  behavioral  impairments,113  or 
modify  human  emotions.114 

Relatively  little  research  has  been  done  in  the  area  of  remote 
communication  with  patients,  but  there  are  some  exceptions.  For 
example,  to  help  control  the  restlessness  of  a  10-year-old  boy  in 
a  classroom,  a  therapist  transmitted  a  tone  signal  to  him  through 
an  earphone  whenever  the  boy  sat  quietly  long  enough  to  earn 
a  piece  of  candy.115  Similarly,  devices  have  been  used  for  transmit- 
ting comments  or  instructions  to  parents  116  or  psychology  train- 
ees 117  during  therapy  sessions.  In  the  treatment  of  alcoholics,  a 
distant  observer  has  used  a  walkie-talkie  type  transmitter  to  de- 
liver electric  shocks  to  patients  at  appropriate  moments  in  the 
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treatment  procedure.118  Tone  signals  have  also  been  transmitted  to 
persons  over  a  location  monitoring  system,  previously  described, 
to  reduce  crime-related  behaviors.119  Using  this  system,  a  person 
with  a  problem  of  aggression  following  heavy  drinking  was  con- 
ditioned in  a  laboratory  to  experience  nausea  when  he  was  served 
alcohol  following  the  presentation  of  a  particular  tone  signal. 
Later,  this  tone  signal  was  transmitted  to  him  in  barrooms  in  a 
high  crime  rate  area  to  reduce  his  drinking  behavior. 

The  standard  bellboy  paging  system  has  been  used  to  help 
patients  reduce  their  rate  of  smoking.120  Tone  signals  were  trans- 
mitted to  the  patients  in  their  homes  or  offices  that  permitted 
them  to  smoke.  Smoking  at  other  times  was  forbidden.  The  num- 
ber of  transmitted  tone  signals  was  gradually  reduced  over  a 
period  of  several  weeks.  An  experimentor  has  also  transmitted  a 
signal  to  a  delinquent  which  was  received  and  displayed 
to  the  delinquent  as  a  small  light  or  as  a  "tap"  from  a  vibra- 
tactile  unit  within  the  belt.  This  system  was  used  to  operantly 
condition  appropriate  behavior  in  the  classroom.121 

Another  example  is  a  recently  developed  two-way  communica- 
tion system  used  to  transmit  the  electrocardiographic  signals  of 
cardiac  patients  from  a  moving  ambulance  to  a  hospital  where  a 
physician  makes  an  interpretation  of  the  signals.122  Directions  are 
then  transmitted  back  to  the  ambulance  personnel  to  initiate, 
in  emergency  situations,  resuscitative  procedures  such  as  electri- 
cal defibrillation.  A  more  behaviorally  oriented  feedback  system 
is  that  of  intracerebral  telemetry  which  involves  both  the  remote 
electroencephalographic  recording  of  brain  wave  patterns  and  the 
remote  brain  stimulation  of  human  subjects.123  Although  this  has 
been  accomplished  only  over  a  short  distance  within  a  building, 
Delgado  et  al.  have  suggested : 

The   combination   of  both   stimulation   and   EEG   re- 
cording by  radio  telemetry  offers  a  new  tool  for  two-way 
clinical  exploration  of  the  brain  and  it  may  be  predicted 
that  in  the  near  future  microminiaturization  and  more 
refined  methodology  will  permit  the  construction  of  in- 
struments without  batteries  and  small  enough  to  be  per- 
manently implanted  underneath  the  patient's  skin  for 
transdermal    reception    and    transmission    of    signals 
through  several  channels.124 
As  can  be  seen,  new  developments  in  monitoring  and  inter- 
vention systems  are  occurring  rapidly  and  are  greatly  increasing 
communication  capabilities  within  the  offender's  natural  environ- 
ment. Within  the  near  future,  electronic  technology  is  likely  to 
become  a  very  important  factor  in  the  design  of  programs  for 
the  modification  of  the  behavior  of  offenders. 
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III.  Legal  Regulation 

A.  Statutory  Standards 

To  help  determine  the  standards  of  practice  for  the  treatment 
of  offenders  within  the  criminal  justice  system,  major  statutes 
related  to  sex  offenders,  habitual  criminals,  and  drug  addicts  were 
examined  in  all  50  States  and  the  District  of  Columbia.  These  three 
categories  of  offenders  were  chosen  because  they  present  a  wide 
range  of  significant  policy  issues  that  must  be  resolved  in  the 
daily  operation  of  the  criminal  justice  system.  The  statutes  were 
examined  in  the  latest  official  codes  and  supplements  available  as 
of  September  1,  1969,  ranging  in  date  of  enforcement  for  the 
various  States  from  1967  to  1969  inclusive.  The  following  discus- 
sion presents  briefly  some  of  the  data  obtained  from  these  statutes 
and  the  statistical  analysis  of  this  data. 

In  the  present  study,  31  States  and  the  District  of  Co- 
lumbia had  statutes  specifically  related  to  sex  offenders  as  a  cate- 
gory of  persons.125  These  statutes  include  those  that  require  com- 
pulsory registration  by  persons  convicted  of  sex  offenses  as  well 
as  the  more  typical  sex  offender  statutes  permitting  special  penal- 
ties or  treatments  for  this  category  of  offenders.  The  distinction 
between  civil  and  criminal  statutes  was  not  always  clear  and  was 
sometimes  a  matter  of  arbitrary  decision.  The  present  study  used 
the  location  of  the  statute  in  the  State  code  and  the  type  of  com- 
mitment procedures  as  the  primary  criteria  determinative  of  the 
civil  or  criminal  nature  of  the  statutes.  Under  these  criteria,  18 
States  (56.3  percent)  had  criminally  oriented  sex  offender  stat- 
utes. Fourteen  States  (43.7  percent)  had  civilly  oriented  sex 
offender  statutes.126 

The  statutory  definitions  of  a  sex  offender  varied  widely  among 
the  States.  Seven  States  (21.9  percent)  used  a  definition  of  a  sex 
offender  that  required  at  least  a  sexual  act  as  an  element  of  the 
definition  and  dangerousness  or  harmfulness  to  others.127  Seven 
States   (21.9  percent)   required  a  propensity  or  impulse  toward 

125  See  Appendix  A  for  a  listing  of  these  statutes. 

m  Hereinafter  the  District  of  Columbia  is  included  within  the  terms  "State"  and  "States" 
unless  otherwise  specified. 

127  Includes  statutes  using  phrases  such  as  "course  of  misconduct  in  sexual  matters" 
(Neb.  Rev.  Stat.  «ec.  29-2901  [1964])  or  other  terms  indicating  the  requirement  of 
evidence  of  a  prior,  legally  prohibited  sexual  act. 
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sexual  acts  and  mental  abnormality,  illness,  or  instability.  The 
remaining  States  (56.2  percent)  tended  to  combine  in  various 
patterns  the  elements  of  sexual  behavior  or  impulses,  mental  ab- 
normality, and  dangerousness. 

Nine  States  (28.1  percent)  mentioned  a  disparity  between  the 
age  of  the  victim  (usually  16  years  of  age  or  younger)  and  the 
age  of  the  offender  (usually  an  adult  or  over  16  years  of  age)  as 
an  element  in  the  definition  of  the  offender. 

Six  States  (18.8  percent)  provide  sentences  of  incarceration 
or  treatment  for  sex  offenders  that  are  limited  to  a  fixed  period 
of  time.  The  remaining  26  States  (81.2  percent)  provide  in- 
determinate sentences  for  sex  offenders.128  The  criteria  underlying 
the  standards  for  release  from  incarceration  or  treatment  are 
typically  quite  broad  or  vague.  For  example  in  Pennsylvania  the 
sex  offender  may  be  released  ".  .  .  at  such  time  and  under  such 
conditions  as  the  interest  of  justice  may  dictate."  129  Seven  States 
set  standards  of  release  that  emphasize  recovery  and/or  maxi- 
mum benefit  from  the  sentence.  An  Alabama  statute  provides 
that  the  offender  shall  remain  under  treatment  "until  such  per- 
son shall  have  fully  and  permanently  recovered  from  such  psy- 
chopathy" 13°  and  a  Colorado  statute  stipulates  that  the  offender 
may  be  released  "when  maximum  benefits  have  been  obtained 
from  supervision."  131  In  contrast  to  these  treatment-oriented  cri- 
teria, there  are  nine  statutes  that  focus  more  directly  upon  the 
probability  of  future  offenses  as  a  standard  of  release.  In  Nevada 
the  offender  must  be  certified  not  to  be  dangerous.132  Some  stat- 
utes combine  treatment  and  probability  orientations  such  as 
the  Washington  statute  that  requires  the  incarceration  of  the 
offender  until  in  the  superintendent's  opinion  he  is  "safe  to  be 
at  large,  or  until  he  has  received  the  maximum  benefit  of  treat- 
ment" 133 

A  comparison  of  the  statutory  definitions  of  sex  offenders  with 
the  criteria  for  release  of  sex  offenders  shows  a  statistically 
significant  relationship  between  the  definition  of  offenders  in 
terms  of  acts,  dangerousness,  or  mental  illness  and  the  criteria  of 
release  in  terms  of  specified  time  periods,  dangerousness,  or 
recovery.134  Thus,  statutes  that  tended  to  define  sex  offenders  in 
terms  of  mental  illness  also  tended  to  permit  release  when  the 
offender  was  recovered  or  had  received  the  maximum  benefit 
from  his  sentence. 


m  "Indeterminate"  includes  here  any  sentence  that  may  be  imposed  for  the  natural  life 
of  the  offender. 

131  Chi  square=15.958,  8  df,  p<.05;  Cramer's  V  =  .499;  Lambda  (symmetric)  =.310.  For 
statistical  analyses,  the  Data-Text  Program,  Preliminary  Draft.  1969,  Department  of  Social 
Relations,    Harvard   University   was   used.    Intercoder   reliability   was    .93. 
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Forty-seven  States  have  statutes  related  to  habitual  offenders.135 
Twelve  of  these  States  (25.5  percent)  require  only  one  offense 
for  the  application  of  the  statute  to  the  offender.  Thirty-five 
States  (74.5  percent)  require  two  or  more  offenses.  Nineteen  of 
these  States  (40.4  percent)  provide  sentences  for  habitual  of- 
fenders that  are  limited  to  a  fixed  period  of  time.  Twenty-eight 
States  (59.6  percent)  provide  indeterminate  sentences.  Those 
States  that  require  two  or  more  offenses  for  the  application  of 
the  statute  tend  also  to  use  more  indeterminate  sentences  than 
those  States  requiring  only  one  offense.136  Thirty  of  the  47  States 
with  habitual  offender  statutes  (63.8  percent)  expressly  per- 
mit the  offender  to  be  released  on  parole  during  the  term  of 
his  sentence.  Release  to  the  community  is  by  action  of  the  pa- 
role board  in  42  of  the  States  (89.4  percent)  but  in  five  States 
(10.6  percent)  release  may  be  by  action  of  the  court  or  other 
organization. 

Forty-two  States  have  statutes  specifically  related  to  drug  ad- 
dicts or  users.137  Twelve  of  these  States  (28.6  percent)  have 
statutes  that  are  criminally  oriented  and  30  (71.4  percent)  have 
satutes  that  are  civilly  oriented.  The  definitions  of  drug  addicts 
varied  widely  among  the  States.  Twenty-seven  States  (64.3 
percent)  appear  to  focus  primarily  upon  the  use,  often  repeated 
or  habitual,  of  a  drug.  A  Missouri  statute  defines  a  drug  addict 
as  a  person  who  habitually  uses  narcotic  drugs  to  such  an  ex- 
tent as  to  create  a  tolerance  of  such  drugs  and  who  does  not 
have  a  medical  need  of  such  drugs.138  Nine  States  (21.4  percent) 
have  statutes  that  more  clearly  focus  upon  the  harmfulness 
or  dangerousness  of  the  use  of  drugs  to  the  user  or  others. 
An  Illinois  statute  applies  to  any  person  who  has  lost  the  power 
of  self-control  with  reference  to  narcotic  drugs  and  abuses  the 
use  of  drugs  to  such  an  extent  that  the  person  or  society  is 
harmed.139  Six  States  (14.3  percent)  have  statutes  that  variously 
combine  these  elements  of  use  and  dangerousness  or  that  contain 
other  elements.  In  North  Dakota,  a  drug  addict  is  a  person  who 
because  of  his  illness  is  likely  to  injure  himself  or  others  if  al- 
lowed to  remain  at  liberty  or  needs  care  and  lacks  sufficient  capaci- 
ty to  make  responsible  decisions  about  hospitalization.140  Six  States 
(14.3  percent)  have  statutes  that  refer  to  the  self-harm  of  the 
drug  addict  as  an  element  of  definition,  36  States  (85.7  percent) 
do  not  refer  to  self-harm  as  a  definitional  element. 

Nineteen  States  (45.2  percent)  provide  sentences  for  drug 
addicts  that  are  limited  to  a  fixed  period  of  time.  Twenty-three 
States  (54.8  percent)  provide  indeterminate  sentences.  Of  these 


135  See  Appendix  B  for  a  listing  of  these  statutes. 

136  Chi  square  =  7.99,    1   df,   p<.05;    Phi  =  .413;    Lambda    (symmetric)  =.194. 
UT  See  Appendix  C  for  a  listing  of  these  statutes. 
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States,  12  (52.2  percent)  allow  release  of  the  addict  when  he  is 
cured  or  no  longer  addicted.  The  remaining  States  allow  release 
when  the  addict  has  benefited,141  becomes  of  sound  mind  and 
memory,142  or  meets  other  conditions  of  an  unclear  nature.  For 
example,  the  drug  addict  may  be  released  in  North  Dakota  when 
the  "conditions  justifying  hospitalization  no  longer  exist,"  143  and 
the  drug  addict  in  Mississippi  may  be  given  treatment  as  long 
as  necessary.144  There  is  a  slight  tendency  for  drug  addict  statutes 
that  are  time-limited  to  define  drug  offenders  in  terms  of  the 
use  of  the  drug  whereas  statutes  that  are  indeterminate  tend  to 
define  drug  offenders  as  dangerous  to  themselves  or  others.145 

It  is  clear  that  the  statutes  related  to  sex  offenders,  habitual 
offenders,  and  drug  addicts  vary  widely  both  within  and  among 
the  States.  Uniformities  in  the  statutory  standards  for  the  treat- 
ment of  these  offenders  are  difficult  to  find.  A  statistical  analysis 
was  made  to  determine  whether  there  were  consistences  within 
individual  States  in  the  manner  in  which  the  States  deal  with 
these  three  categories  of  offenders.  The  results  suggest  that  those 
States  that  utilize  either  criminally  or  civilly  oriented  statutes  in 
the  treatment  of  sex  offenders  do  not  similarly  utilize  criminally 
or  civilly  oriented  statutes  in  the  treatment  of  habitual  offenders 
or  drug  addicts.  Nor  do  those  States  that  define  sex  offenders  in 
terms  of  harmfulness  or  mental  abnormality  similarly  tend  to 
define  habitual  offenders  or  drug  addicts  in  these  terms.  Nor  is 
use  of  time  limited  or  indeterminate  sentences  with  sex  offenders 
closely  associated  with  the  use  of  time-limited  or  indeterminate 
sentences  with  habitual  offenders  or  drug  addicts. 

There  is,  however,  one  exception  to  this  general  pattern  of  no 
relationship  between  the  types  of  definition  and  treatment  given 
these  three  categories  of  offenders.  Among  those  24  States  that 
have  both  sex  offender  and  drug  addict  statutes,  there  appears  to 
be  some  rough  similarity  between  the  criteria  used  to  determine 
the  release  of  these  offenders  from  treatment.146  Those  States  that 
emphasize  a  time  limit  or  lack  of  dangerousness  for  the  release 
of  sex  offenders  also  tend  to  use  the  same  criteria  for  the  release 
of  drug  addicts  when  compared  to  States  that  emphasize  recovery, 
benefit  from  treatment,  or  other  criteria  of  release.  Nevertheless, 
in  general,  there  appears  to  be  little  similarity  in  the  manner  in 
which  the  States  as  separate  legal  units  deal  with  these  cate- 
gories of  offenders. 

Another  potential  source  of  statutory  variation  in  the  treat- 
ment standards  applicable  to  offenders  lies  in  the  conditions  or 
terms  of  probation  and  parole.  A  survey  of  parole  rules  by  Arluke 


145  Chi  square    =5.81,   2  df.   p<.05;   Cramer's  V  =  .381;   Lambda    (symmetric)  =.091. 

146  Chi   square=27.09,   12  df,   p<.05;   Cramer's   V  =  .613;   Lambda    (symmetric)  =.40. 
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indicates  a  wide  variation  among  the  States.147  A  few  broad 
consistencies  can  be  found.  Most  States  require  some  notification 
of  the  parole  officer  before  changes  can  be  made  in  employment 
or  living  quarters.  Most  States  also  require  gainful  employment, 
filing  of  written  reports,  compliance  with  the  law,  support  of  de- 
pendents, and  permission  to  use  a  motor  vehicle.  Most  States  also 
prohibit  undesirable  associations  and  the  use  of  alcohol  or  nar- 
cotics. 

No  single  parole  rule  is  common  to  all  of  the  States.148  Further- 
more, the  similarity  of  standards  is  sometimes  more  apparent 
than  real,  even  when  a  large  percentage  of  States  specify  by 
statute  a  particular  condition  of  parole.  In  a  discussion  of  liquor 
usage,  Arluke  notes : 

Oddly,  three  States  (Florida,  Idaho,  Michigan)  have 
moved  from  "allowed  but  not  to  excess"  to  "prohibited." 
To  counterbalance  this,  three  States  that  had  prohibited 
the  use  of  liquor  (Kansas,  Louisiana,  Mississippi)  have 
discarded  this  regulation.  Missouri,  Virginia,  and  West 
Virginia  previously  were  the  only  States  with  no  liquor 
regulation;  West  Virginia  now  prohibits  usage.  Hawaii 
and  Alaska  have  both  included  liquor  usage  as  "pro- 
hibited." 149 

Some  conditions  such  as  requiring  permission  to  travel  out  of 
the  county  or  a  curfew  clearly  vary  among  the  States.  A  few 
States  have  conditions  relating  to  criminal  registration,  search 
of  parolees,  gambling,  and  church  attendance.  There  appears  to 
be  a  slight  increase  in  number  of  parole  conditions  specified  by 
statute.150  To  the  extent  that  these  conditions  represent  standards 
for  administrative  action  that  are  likely  to  be  broadly  followed 
within  the  State,  they  may  provide  some  basis  for  the  judicial 
review  of  administrative  action. 

In  summary,  the  statutory  standards  for  the  treatment  of 
offenders  (sex  offenders,  habitual  offenders,  and  drug  addicts), 
and  even  the  statutory  definitions  of  these  offenders,  do  not  ap- 
pear to  be  generally  similar  among  the  States.  Only  the  most 
broad  conditions  of  parole  appear  to  be  common  among  the 
States  and  consistent  over  time.  There  may  be  a  trend  toward 
increasing  the  number  of  statutory  specifications  of  standards 
within  State  jurisdiction. 


117  A  table  of  parole  rules  as  prepared  by  Nat  R.  Arluke  is  reproduced  in  Appendix  D. 
Arluke,  N.  R.  A  Summary  of  Parole  Rules — Thirteen  Years  Later.  Crime  and  Delinquency, 
15:  267-274,  1969. 
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B.  Administrative  Standards 

Within  the  criminal  justice  system,  considerably  more  empha- 
sis has  been  placed  upon  securing  the  rights  of  the  accused  than 
guaranteeing  the  rights  of  offenders  following  the  determination 
of  guilt  or  need  for  treatment.  This  emphasis,  in  view  of  the 
limited  resources  of  the  criminal  justice  system,  is  perhaps  not 
misplaced,  for  the  use  of  criminal  or  civil  sanctions  against  an 
innocent  person  is  a  grave  injustice.  Nevertheless,  even  those 
who  have  transgressed  the  laws  or  customs  of  our  society  still 
remain  citizens.  Most  of  them  will  remain  in  the  community  on 
probation  or,  if  imprisoned,  will  eventually  be  returned  to  the 
community  as  participants  in  the  common  life  of  the  community. 
No  longer  is  the  offender  considered,  as  in  the  eighteenth  cen- 
tury, "a  beast  of  burden,  to  repair,  by  his  labour,  the  injury  he 
has  done  to  society."  151  Rather,  the  emphasis  is  now  placed  on 
the  rehabilitation  of  the  offender  through  treatment  to  prevent 
future  violations  of  the  law. 

The  rehabilitation  of  offenders  must  take  place,  however,  with- 
in a  system  which  must  also  be  capable  of  managing  and  if  neces- 
sary subduing  and  restraining  for  the  public  good  the  most 
violent  and  dangerous  persons  in  our  society.  The  correctional  sys- 
tems of  the  various  States  have  developed  a  very  wide  range 
of  procedures  for  achieving  these  objectives  and  unless  abuse. is 
very  clear  or  likely,  judicial  review  and  restraint  are  seldom  used. 
In  summarizing  a  study  of  correctional  practices,  Wechsler 
concluded,  "Nowhere,  indeed,  in  the  entire  legal  system  is  so 
much  discretion  vested  in  the  organs  of  administration  as  in 
the  treatment  aspects  of  the  penal  law  and  nowhere  have  we 
given  less  attention  to  the  formulation  of  authoritative  standards 
for  the  exercise  of  the  discretion  thus  reposed."  152 

As  previously  indicated,  the  broad  scope  of  administrative  dis- 
cretion may  derive  not  only  from  the  traditional  lack  of  judicial 
review  but  also  from  a  failure  of  legislatures  to  specify  clear 
standards  for  administrative  action.  For  example,  the  statutory 
standards  for  the  release  of  sex  offenders  from  treatment  are 
not  closely  related  to  the  civil  or  criminal  nature  of  the  statute 
under  which  the  offenders  are  committed.153  Furthermore,  the 
standards  of  release  are  often  quite  vague. 

Some  additional  indication  of  the  wide  range  of  discretion 
exercised  by  parole  officers  is  found  in  a  study  conducted  by 
Robison  and  Takagi  of  7,301  parolees  released  in  California 
during  1965.154  The  attitudes  of  the  parole  officers  in  general  to- 
ward the  types  of  offenders  who   should  remain   in  the  com- 


153  Chi  square=4.52,  4  df,  p  =  .34. 
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munity  were  greater  determinants  of  whether  parole  would  be 
revoked  by  a  parole  officer  than  was  the  parolee's  behavior.  Rev- 
ocation rates  therefore  varied  widely  from  one  parole  district 
to  another.155  Furthermore,  when  parole  officers  were  presented 
with  10  hypothetical  cases  and  asked  to  make  recommendations 
regarding  whether  the  parolees  should  remain  on  parole  or  be 
returned  to  prison,  agreement  among  the  parole  officers  was  clear 
in  only  two  of  the  cases ;  the  remaining  recommendations  showed 
a  consistency  ho  greater  than  that  achievable  by  chance.156 

The  reluctance  of  courts  to  review  decisions  of  an  administra- 
tive nature  made  by  correctional  agencies  is  sometimes  referred 
to  as  the  "hands-ofF '  doctrine  as  it  found  expression  in  Banning 
v.  Looney.157  "Courts  are  without  power  to  supervise  prison 
administration  or  to  interfere  with  the  ordinary  prison  rules 
or  regulations."  158  Although  the  courts  have  sometimes  considered 
prison  administration  as  a  matter  beyond  their  jurisdiction,159  it 
seems  more  likely  that  the  reluctance  of  the  courts  to  intervene 
has  been  based  upon  policy  reasons,  particularly  the  fear  that 
judicial  review  would  subvert  the  authority  of  prison  officials 
necessary  for  the  maintenance  of  prison  discipline.160  Whether 
judicial  review  would  in  fact  lead  to  the  disruption  of  order  in 
prisons  or  whether  it  would  reduce  abuse  and  prisoner  dissatis- 
faction, thus  facilitating  order  in  prisons,  is  an  empirical  ques- 
tion. Also,  the  current  trend  toward  more  frequent  judicial  re- 
view of  parole  administration  may  suggest  that  the  underlying 
reason  for  the  prior  lack  of  judicial  review  of  prison  administra- 
tion was  one  of  policy  rather  than  jurisdiction. 

The  courts  have  shown  a  gradually  increasing  willingness  to 
review  prisoners'  petitions  regarding  their  treatment  and  care. 
As  Vogelman  has  observed : 

During  the  past  25  years,  a  number  of  courts  have 
recognized  that  the  "hands-off"  doctrine  is  not  a  satis- 
factory principle  in  prisoner  litigation,  and  a  trend  has 
been  noted  away  from  it.  Perhaps  the  leading  statement 
indicative  of  this  trend  was  made  in  dictum  by  the 
Court  of  Appeals  for  the  Sixth  Circuit  in  Coffin  v.  Reich- 
ard.    The   court   stated:    "A    prisoner   retains    all    the 


165  The  authors  suggest,  "The  results  of  this  study  underscore  the  importance  of  the  parole 
agent  and  the  parole  unit  supervisor  as  decision-makers  or  decision-influencers  who  contribute 
to  variations  in  rates  of  return  to  prison  or  favorable  outcome  on  parole.  This  variation 
was  found  to  be  more  or  less  independent  of  variations  in  the  characteristics  of  parolees. 
Accordingly,  these  results  add  to  the  existing  accumulation  of  data  which  make  inappropriate 
the  interpretation  that  these  variations  in  rates  are  a  primary  function  of  changes  in  the 
characteristics  of  parolees."  Robison,  J.,  and  Takagi,  P.  Case  Decisions  in  a  State  Parole 
System.  Administrative  Abstract  No.  31,  Research  Division  Department  of  Corrections, 
State  of  California,  1968,  iv.  See  also  Takagi,  P.  and  Robison,  J.  The  Parole  Violater:  An 
Organizational   Reject.   Journal  of  Research   in   Crime   and  Delinquency,   6:78-86,    1969. 
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rights  of  an  ordinary  citizen  except  those  expressly, 
or  by  necessary  implication,  taken  away  from  him  by 
law."  161 

However,  even  when  the  courts  are  available,  the  prisoners 
can  redress  wrongs  only  through  specific  remedies  that  carry 
with  them  certain  limitations  developed  by  case  law.  For  exam- 
ple, the  writ  of  habeas  corpus  was  traditionally  restricted  to 
the  challenge  of  the  legality  of  the  imprisonment.  A  marked 
change  occurred,  however,  in  Coffin  v.  Reichard162  in  1944.  The 
Sixth  Circuit  court  indicated  that  it  would  permit  the  use  of 
habeas  corpus  to  inquire  into  any  unlawful  interference  with 
the  personal  liberty  of  the  inmate  who  had  suffered  "injuries 
and  indignities"  at  the  U.S.  Public  Health  Service  at  Lexington, 
Ky.163  Prisoners  may  also  seek  injunctions,  not  limited  by  the 
exhaustion  doctrine,  to  prevent  the  infringement  of  their  rights 
under  the  various  Federal  civil  rights  acts.165  Civil  and  criminal 
penalties  are  sometimes  available  under  these  acts.  Prisoners 
may  also  attempt  to  bring  tort  actions  under  the  Federal  Tort 
Claims  Act 166  or  similar  State  statutes  that  waive  sovereign  im- 
munity and  they  may  attempt  to  utilize  a  writ  of  mandamus.167 

The  State  or  Federal  correctional  agencies  have  authority 
delegated  to  them  by  the  legislatures  (or  by  constitutional 
mandate)  to  make  certain  kinds  of  determinations  with  broad 
discretion.  A  wide  range  of  decision-making  functions  to  achieve 
certain  objectives  is,  in  the  terms  of  the  Administrative  Pro- 
cedure Act,  "committed  to  agency  discretion  by  law."  168  Never- 
theless, certain  determinations  by  the  agencies  may  be  open  to 
judicial  review  when  the  administrator  of  the  agency  has  acted 
beyond  the  limits  of  his  discretion,  has  acted  arbitrarily  without 
discretion,  or  has  violated  his  statutory  duty.  Partial  judicial  re- 
views of  certain  aspects  of  agency  action  not  committed  to  dis- 
cretion are  also  permitted.169  There  remains,  however,  a  judicial 
reluctance  to  review  which  has  been  particularly  marked  in  re- 
gard to  State  and  Federal  correctional  agencies. 

Underlying  the  doctrine  of  agency  discretion  as  a  limitation 
on  judicial  review  there  are  several  policy  issues  that  the  courts 
may  consider  in  determining  the  legislative  intent.  Saferstein 
has  suggested  three : 


163  The  use  of  habeas  corpus  in  still  limited  by  the  doctrine  of  exhaustion  of  State  remedies 
for  State  prisoners  attempting  to  bring  cases  in  Federal  courts  as  expressed  in  28  U.S.C.  sec. 
2254  (1964).  As  some  writers  have  pointed  out,  "[A]  prisoner  seeking  redress  from  the  Fed- 
eral courts  faces  a  dilemma.  Because  the  State  courts  have  followed  a  'hands-off'  policy  in 
the  area  of  prison  administration,  State  intervention  is  unlikely.  If  a  prisoner  chooses  not 
to  seek  review  by  certiorari,  this  fact  is  likely  to  influence  the  Federal  court  not  to  hear  the 
case.  If  he  does  seek  certiorari,  and  his  petition  is  denied,  Federal  review  is  equally  unlike- 
ly."164 
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First  is  the  interest  in  fostering  the  most  creative 
and  efficient  use  of  limited  agency  resources.  For  exam- 
ple, an  agency  may  need  a  certain  freedom  of  action 
and  informality  of  procedure  that  may  be  jeopardized 
by  reviewing  courts'  tendency  to  facilitate  review  by 
the  judicialization  of  agency  procedure.  Second  is  the 
interest  in  the  most  efficient  allocation  of  the  resources 
of  the  Federal  courts,  potentially  threatened  by  an 
onslaught  of  requests  for  review  of  administrative  ac- 
tions. Although  these  two  interests  are  in  effect  parts 
of  more  general  interests  of  the  public  in  the  most 
effective,  cheapest,  and  speediest  enforcement  of  congres- 
sional programs,  they  are  considered  separately  because 
they  often  conflict  with  one  another  in  this  area.  The 
third  interest  is  that  of  the  individuals  seriously  enough 
affected  by  the  agency's  action  to  have  standing  to 
challenge  its  validity.170 

Quite  understandably,  courts  are  reluctant  to  review  adminis- 
trative actions  if  there  are  alternative  methods  of  regulating 
agency  discretion  such  as  review  by  legislative  committees,  if 
much  expertise  is  required  to  understand  agency  operation,  or  if 
the  agency's  actions  are  highly  integrated  into  an  overall  plan. 
Finally,  if  the  legislative  delegation  of  authority  to  the  agency 
is  very  broad  and  general,  as  it  often  is  in  regard  to  correctional 
agencies,171  the  court  is  left  without  clear  guidelines  by  which 
to  weigh  competing  factors  or  develop  appropriate  remedies.  The 
delegation  of  authority  in  Federal  agencies  is  seldom  invalidated 
even  if  the  standards  are  vague.  Even  standards  as  vague  as 
"to  eradicate  the  evils  of  Communist  activity"  have  been  allowed 
by  the  Supreme  Court  in  considering  the  refusal  of  bail  to  aliens 
by  the  U.S.  Attorney  General.172  State  courts  have  been  some- 
what less  reluctant  to  find  an  invalid  delegation  when  standards 
are  not  clear.173 

Although  the  standards  set  by  the  legislature  for  agency  action 
may  be  vague,  some  of  the  problems  of  this  vagueness  might  be 
cured  if  clear  standards  of  practice  have  developed  prior  to,  or 
perhaps  even  following,  the  delegation  of  authority.  Viewed  na- 
tionally, treatment  procedures  vary  widely  from  State  to  State. 
The  conditions  of  parole,  for  example,  differ  greatly  among  the 
States.174 

The  most  common  parole  conditions  are  prohibitions  against 
liquor  usage,  change  of  employment  or  living  quarters  without 
permission,   and    undesirable   associations   or   correspondence.175 


174  See  Appendix  D. 
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Other  conditions  involve  prohibitions  against  out-of-county  or 
community  travel,  possession  of  weapons,  or  marriage  without 
approval.  Some  States  require  support  of  dependents,  treatment 
for  VD,  participation  in  antinarcotics  programs,  return  to  living 
quarters  at  a  specified  or  reasonable  hour,  and  church  attendance. 
A  similarly  wide  range  of  conditions  may  attach  to  the  status  of 
the  probationer.176 

Nor  do  the  conditions  enumerated  by  statute  exhaust  the  po- 
tential range  of  conditions,  for  many  statutes  allow  the  court 
to  impose  additional  conditions.  Probationers,  for  example,  have 
been  required  to  refrain  from  making  remarks  against  the 
sheriff,177  compensate  an  individual,178  join  the  Navy,179  or  write 
an  essay,180  and  not  have  a  telephone  on  the  premises.181  Standards 
of  practice,  both  explicit  and  implicit,  are  widely  discrepant  and 
the  doctrine  that  suggests  that  consistently  applied  standards 
can  be  curative  of  vagueness  in  the  delegation  of  authority  to 
an  administrative  agency  thus  requires  special  caution  in  its 
application  to  correctional  agencies. 

Unlike  some  carefully  integrated  Federal  agencies  with  well- 
defined  and  publicly  visible  policies,  State  correctional  agencies 
are  not  likely  to  be  as  well  integrated  or  consistent.  Personnel 
frequently  change  and  there  is  generally  low  public  visibility  ex- 
cept during  a  crisis,  which  is  not  a  very  appropriate  time  to 
formulate  broadly  applicable  standards.  The  court  is  thus  left 
without  clear  policy  guidelines  from  either  the  legislature,  as  de- 
rived from  statutes  and  records  of  hearings,  or  the  public,  as 
derived  from  customary  and  generally  accepted  practice.  Without 
expressions  of  basic  policy,  procedural  safeguards  are  not  likely 
to  be  adequate  as  to  constitutional  rights  or  the  permissible 
scope  of  the  judicial  review. 

Finally,  it  should  be  asked  whether  permitting  the  judicial 
review  of  administrative  action  in  correctional  agencies  might 
open  the  "floodgates"  and  overwhelm  the  courts  with  the  com- 
plaints of  prisoners.  To  this  possibility,  the  court  in  Edwards 
v.  Duncan  182  noted  that  ".  .  .  Where  there  is  no  administrative 
provision  for  an  impartial  resolution  of  factual  issues  under- 
lying such  claims,  there  is  no  alternative  to  judicial  inquiry, 
even  though  many,  or  even  most  of  such  claims  may  be  asserted 
irresponsibly."  183  Expanded  judicial  review  appears  to  be  in  as- 
cendancy and  the  "hands-off"  doctrine  in  decline.  This  may  be 
reflected  in  the  1968  Supreme  Court  decision  in  Lee  v.  Wash- 
ington 184  which  found  racial  discrimination  in  prisons  in  viola- 
tion of  the  fourteenth  amendment.  To  avoid  overburdening 
the  courts,  Justice  Friendlv  suggested  in  Cappadora  v.  Cele- 
brezze,1*5  a  case  involving  the  appeal  of  claims  under  the  Social 

31 


272 

Security  Administration,  that  the  number  of  appealable  claims 
might  be  regulated  by  limiting  the  extent  or  scope  of  judicial 
review.186  Courts  could  improve  their  understanding  of  the  institu- 
tional effects  of  permitting  certain  types  of  partial  review  and 
then  adjust  their  policy  accordingly  to  achieve  a  suitable  balance 
between  clear  institutional  requirements  and  the  interests  of 
offenders. 

C.  Constitutional  Provisions 

As  previously  noted,  the  gradual  abandonment  of  the  "hands- 
off"  doctrine  by  the  courts  in  regard  to  the  review  of  adminis- 
trative action  has  been  limited  to  that  necessary  to  safeguard 
the  constitutional  rights  of  offenders.  The  present  section  will 
consider  some  of  the  constitutional  provisions  that  may  set  limits 
on  the  treatment  of  offenders.  Of  particular  concern  will  be  the 
provisions  related  to  cruel  and  unusual  punishments,  due  process 
of  law,  equal  protection,  and  the  "penumbral"  right  of  privacy. 
Finally,  several  less  frequently  used  provisions  found  in  the  first, 
fourth,  thirteenth,  and  fourteenth  amendments  will  be  briefly 
considered. 

1.  Cruel  and  Unusual  Punishments 

In  addition  to  a  limitation  on  excessive  bail  and  fines,  the 
eighth  amendment  of  the  United  States  Constitution  prohibits 
cruel  and  unusual  punishments.187  Although  the  term  "cruel"  in  its 
historical  context  clearly  bars  the  use  of  vindictive  punishments 
such  as  torture,  disfigurement,  and  burning,  the  meaning  of  the 
term  "unusual"  is  much  less  certain.  The  term  is  often  considered 
to  be  a  modifier  of  "cruel"  and  thus  unusually  cruel  punishments 
may  be  prohibited.  But  a  linguistic  analysis  of  the  term  does 
not  seem  to  provide  a  very  reliable  guide  to  judicial  interpreta- 
tion. Bodily  injuries  and  indignities  from  guards  and  inmates 
have  been  prohibited  by  this  constitutional  provision.188  Rather, 
the  phrase  "cruel  and  unusual"  appears  to  reflect  an  underlying 
policy  forbidding  punishment  that  is  contrary  to  the  contem- 
porary standards  of  human  decency.189  This  policy  finds  expres- 
sion functionally  in  prohibiting  certain  categories  of  punish- 
ment. 

Various  kinds  of  punishment,  such  as  chaining  a  prisoner  to 
his  cell  by  his  neck,190  may  be  prohibited.  The  court  may  also 
consider  the  cruelty  of  various  methods  of  punishment.  Thus, 
the  Supreme  Court  found  that  electrocution  as  a  means  of  exe- 
cution was  not  prohibited  by  the  eighth  amendment,191  but  be- 


187  "Excessive  bail  shall   not  be  required,   nor  excessive  fines   imposed,   nor  cruel   and   unusual 
punishments   inflicted."   United    State   Constitution,    eighth    amendment. 
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heading  was  prohibited.  Also,  punishments  may  be  prohibited 
that  are  disproportionate  to  the  offense.  Perhaps  the  most  note- 
worthy case  in  this  regard  is  Weems  v.  United  States 192  in 
which,  for  a  minor  falsification  of  a  public  record,  the  offender 
was  sentenced  to  15  years  of  hard  and  painful  labor,  the  wearing 
of  a  chain  fastened  from  his  wrist  to  his  ankle,  and,  following 
release,  surveillance  for  life. 

Although  the  distinctions  between  method  and  proportionality 
are  not  always  clear,  Sherman  193  has  provided  a  helpful  illustra- 
tion: 

A  death  sentence  for  rape  and  murder  would  not  be 
held  disproportionate  to  the  offense;  however,  if  the 
sentence  were  to  be  carried  out  by  starvation,  it  would 
no  doubt  be  held  an  unnecessarily  severe  infliction  of 
a  proper  penalty  and  would  thus  be  prohibited.  On  the 
other  hand,  a  sentence  of  20  years  at  hard  labor  for  a 
Peeping  Tom  offense  is  likely  to  be  deemed  cruel  and 
forbidden  because  it  is  disproportionate  to  the  offense. 

Finally,  the  infliction  of  any  punishment  or  penalty  whatever 
may  under  some  circumstances  be  viewed  as  prohibited  by  the 
eighth  amendment.  In  Robinson  v.  California,194  the  Supreme 
Court  found  that  a  California  statute  which  defined  an  offense 
as  "being  addicted  to  the  use  of  narcotic  drugs"  violated  the 
eighth  amendment's  cruel  and  unusual  clause.  Although  inter- 
pretations vary,  this  decision  in  light  of  the  later  Powell  v. 
Texas  195  case  appears  to  prohibit  criminal  convictions  based  upon 
mere  status  without  an  act.196  In  a  sense,  Robinson  moves  toward 
a  definition  of  criminal  responsibility  and  does  not  go  to  the 
conditions  of  care  or  treatment  of  persons  following  conviction.197 

Even  though  Robinson  does  not  directly  relate  the  cruel  and 
unusual  clause  to  the  treatment  of  offenders,  it  has  had  two 
important,  indirect  consequences.  First,  it  makes  quite  clear  that 
this  clause  of  the  eighth  amendment  is  applicable  to  the  States 
through  the  fourteenth  amendment,  an  assumption  that  was 
theretofore  primarily  implicit  in  the  decisions  of  the  Supreme 
Court.  Second,  Robinson  renewed  interest  in  the  possible  appli- 


198  Mr.  Justice  Marshall  observed  in  Powell:  "The  entire  thrust  of  Robinson's  interpreta- 
tion of  the  Cruel  and  Unusual  Punishment  Clause  is  that  criminal  penalties  may  be  inflicted 
only  if  the  accused  has  committed  some  act,  has  engaged  in  some  behavior,  which  society  has 
an  interest  in  preventing,  or  perhaps  in  historical  common  law  terms,  has  committed  some 
actus  reus."  Powell  v.  Texas,  supra,  note  195,  p.  533.  If,  however,  Robinson  prevents  only  "pure 
status"  offenses,  then  perhaps  a  similar  result  could  have  been  reached  in  Robinson,  on  due 
process  grounds,  thus  obviating  a  confusion :  that  to  permit  the  punishment  of  acts  associat- 
ed with  a  status  is  the  same  as  punishing  the  status  itself.  Such  an  interpretation  may  go 
too  far,  because  although  the  ingestion  of  narcotics  may  be  essential  to  addiction,  appear- 
ance in  public  while  intoxicated  may  not  be  an  invariable  concomitant  of  alcoholism.  There 
may  be  degrees  of  association   between   a  status   and   a   proscribed   act. 
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cations  of  the  cruel  and  unusual  clause  to  the  care  and  treatment 
of  offenders. 

Prior  to  Robinson,  the  cruel  and  unusual  clause  was  generally 
considered  not  a  very  effective  constitutional  provision.  It  appeared 
particularly  ineffective  following  Louisiana  ex  rel.  Francis  v. 
Resweber,198  a  case  brought  before  the  Supreme  Court  in  1947. 
The  State  of  Louisiana  attempted  to  electrocute  the  petitioner 
but  the  equipment  failed.  The  petitioner  claimed  that  to  be 
subjected  again  to  the  process  of  electrocution  would  be  a  cruel 
and  unusual  punishment.  Although  the  Court  noted  that  death 
by  installment  would  not  be  permitted,  the  equipment  failure 
was  an  unforeseeable  accident  and  the  mental  anguish  and 
physical  pain  not  worse  than  that  suffered  during  a  fire  in  a  cell 
block.  Following  Robinson  in  1962,  however,  the  cruel  and  unusual 
clause  appeared  more  viable.  Although  the  clause  is  frequently 
used  (over  200  cases  involving  the  cruel  and  unusual  clause  are 
reported  in  the  Seventh  Decennial  Digest),  it  is  seldom  success- 
ful in  challenging  the  care  or  treatment  of  offenders.199 

The  cruel  and  unusual  clause  applies  to  "punishments"  and  this 
term  is  generally  taken  to  mean  criminal  punishments.  The 
constitutional  context  of  the  term  in  the  eighth  amendment  is 
plainly  criminal.  Therefore,  one  often  finds  more  difficulty  in 
applying  this  clause  to  procedures  that  are  labeled  "civil"  rather 
than  "criminal."  200  For  example,  although  the  trend  appears  to  be 
away  from  the  use  of  sterilization  procedures  with  socially 
troublesome  persons,  sterilization  statutes  are  more  likely  to  be 
upheld  when  they  appear  to  be  civil  rather  than  criminal  in 
nature.201  But  because  the  distinctions  between  civil  penalties  and 
criminal  punishments  may  often  not  be  clear,  it  would  seem 
more  useful  to  look  to  the  general  purpose  of  the  statute  in 
question  rather  than  its  label. 

As  to  purpose,  statutes  may  permit  procedures  directed  toward 
punishment  (or  discipline),  treatment,  or  research.  Punishment 
may  have  either  retributive  or  utilitarian  purposes.  From  a 
utilitarian  viewpoint,  it  may  facilitate  the  general  deterrence  of 
others  from  crime.  Although  there  may  be  some  question  about 
the  deterrence  effects  of  certain  punishments,  this  is  a  policy 
matter  that  has  long  been  left  to  the  legislatures. 

Treatment,  in  contrast,  is  directed  toward  producing  an  en- 
during change  in  the  behavior  of  an  individual  as  he  lives  under 
natural  conditions  within  the  community.  Included  within  the 
concept  of  treatment  is  an  idea  of  restoration  or  improvement 
rather  than  restriction  or  disablement.  Also  intrinsic  to  treat- 
ment, especially  behavior  modification,  is  the  requirement  of 
measurable  results.  "Treatment"  techniques  that  do  not  produce 
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measurable  results  may  be  either  an  aspect  of  research  or  merely 
ineffective,  and  therefore  probably  inappropriate,  procedures. 

Punishment,  treatment,  and  research  may  be  subject  to  dif- 
ferent constitutional  limits.  Some  of  the  major  limitations  upon 
punishment  as  found  in  the  cruel  and  unusual  clause  have  been 
briefly  indicated  above.  In  contrast,  there  appears  to  be  a  ten- 
dency to  place  fewer  or  less  severe  constitutional  restrictions  on 
treatment  than  on  the  punishment  or  discipline  of  offenders.  Per- 
haps this  is  because  treatment,  particularly  if  it  is  of  an  aversive 
nature,  may  not  only  serve  retribution  and  deterrence  functions 
but  may  also  be  viewed  as  benefiting  the  offender.  This  latter 
attribute  of  "benefit"  to  the  offender,  whether  he  desires  such 
benefit  or  not,  seems  to  broaden  considerably  administrative 
discretion  and  at  the  same  time  allows  the  introduction  of  medical 
metaphors  and  analogies  into  the  evaluation  of  the  appropriate- 
ness of  the  treatment  techniques.  Whether  this  is  desirable  in 
terms  of  policy  will  be  considered  below. 

A  New  York  case,  In  re  Spadafora202  in  1967  upheld  a  compul- 
sory treatment  program  for  narcotics  addicts  against  constitu- 
tional attack.  The  court  cited  Robinson  203  and  In  re  De  La  O  20i 
and  quoted  section  200  of  the  New  York  Mental  Hygiene  Law 
stating  that  "Narcotic  addicts  alone  are  estimated  to  be  responsible 
for  one-half  the  crimes  committed  in  the  city  of  New  York 
..."  205  The  court  also  noted  with  unusually  vivid  language  that: 

They  [narcotics  addicts]  require  the  mandatory  life- 
saving  aid  now  offered  for  the  first  time  by  the  wise 
enactment  of  the  New  York  State  Legislature  under 
the  enlightened  and  dynamic  sponsorship  of  Governor 
Nelson  A.  Rockefeller,  who  inspired  the  favorable  re- 
sponse of  the  community  to  the  compulsory  rehabili- 
tation of  those  who  are  so  unfortunately  addicted.  The 
enforced  separation  of  narcotic  addicts  from  the  general 
population  is  the  only  humane  and  benevolent  means  to 
succor  and  rescue  these  victims  from  the  mire  of  their 
own  mental  and  physical  deterioration,  while  at  the 
same  time  protecting  the  bulk  of  our  citizenry  from  the 
perils  of  the  depredations  of  those  with  uncontrolled 
and  insatiable  need  for  drugs.206 

Nearly  2  years  later,  in  1969,  the  Supreme  Court  of  New  York, 
Washington  County,  could  still  facilely  attempt  to  combine  the 
dual  objectives  of  community  safety  and  benefit  to  the  drug  addict 
in  People  ex  rel.  Stutz  v.  Conboy.207  The  offenders  contended  that 
their  confinement  in  a  correctional  institution  for  the  treatment  of 
addiction  constituted  cruel  and  unusual  punishment.  In  addition  to 
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detention  in  the  correctional  facility,  the  offenders  participated 
in  group  therapy  meetings  of  approximately  li/2  hours  in  length 
scheduled  at  least  three  times  a  week.  The  court  denied  the  cruel 
and  unusual  punishment  claim  and  observed  that,  "It  matters  not 
that  Great  Meadows  is  a  correctional  institution.  Indeed,  there  is 
testimony  that  at  least  40  inmates,  most  of  them  young  people, 
are  narcotic  addicts  who,  although  not  certified  under  Article  9 
[Mental  Hygiene  Law],  partake  in  the  program,  voluntarily 
attending  the  classes  regularly.  In  order  for  relators  to  obtain 
the  benefits  of  the  program,  their  liberty  must  be  sacrificed."  208 

But  the  objectives  of  community  safety  and  the  beneficial  treat- 
ment of  offenders  are  not  always  compatible  and  this  becomes 
disturbingly  apparent  when  the  offender  refuses  treatment  or  is 
no  longer  considered  treatable.  This  issue  was  confronted  more 
directly  by  the  4th  Circuit  Court  of  Appeals  in  Sas  v.  State  of 
Maryland  209  than  by  the  courts  in  Spadafora  or  Stutz,  though  the 
case  left  the  issue  perhaps  unsatisfactorily  resolved.  In  con- 
sidering the  Maryland  Defective  Delinquent  Act  that  would 
allow  the  indeterminate  confinement  of  delinquents  for  treat- 
ment, the  court  observed,  "It  is  obvious,  however,  from  the 
statistics  to  date,  that  the  justification  for  the  Act  may  not 
rest  solely  or  even  primarily,  on  the  theory  that  all  defective 
delinquents  will  receive  treatment  or  that  the  majority  of  the 
inmates  who  do  will  be  greatly  benefited  or  cured  by  treat- 
ment .  .  .  Many  of  the  inmates  will,  therefore,  in  all  likelihood, 
be  confined  for  life  on  the  premise  that  they  are  untreatable 
or  incurable  but,  nevertheless,  too  dangerous  either  to  life  or  to 
property  to  be  released  in  a  free  society."  210  Treatment  is  thus 
confused  with  preventive  detention. 

The  techniques  of  treatment  as  found  in  behavior  modification 
programs  emphasize  measurable  results  and  can  be  clearly  dif- 
ferentiated from  mere  confinement  or  preventive  detention.  This 
does  not,  of  course,  prevent  legislatures  from  passing  statutes 
that  specify  both  treatment  and  public  safety  objectives.  Most 
States  with  special  sex  offender  statutes  provide  indeterminate 
sentences.211  The  criteria  for  the  release  of  offenders  incarcerated 
under  these  statutes  allow  very  much  room  for  differing  judg- 
ments. This  greatly  increases  the  probability  of  confusion  in 
the  handling  of  offenders  or  even  abuse  because  long-term  de- 
tention may  be  carried  out  under  guise  of  treatment.212  Although 


21-  An  example  of  linguistic  and  logical  confusion  may  be  found  in  In  re  Marks,  453  P. 2d  441, 
453  (Cal.  Sup.  Ct.  1969)  :  "Unless  the  rehabilitation  authorities  are  empowered  to  act  with 
equal  swiftness  [as  parole  officers!  to  remove  him  [the  addict]  from  the  contaminating  en- 
vironment and  provide  him  with  the  necessary  physiological  and  psychological  support,  the 
timetable  of  his  recovery  may  be  severely  set  back."  But  the  relevant  statute  (Welfare  and 
Institution  Code,  sec.  3000)  as  cited  by  the  court  (p.  455)  suggests  that  treatment  shall  be 
carried  out  not  only  for  the  protection  of  the  addict  against  himself,  "...  but  also  for  the 
prevention  of  contamination  of  others  and  the  protection  of  the  public." 
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behavior  modification  may  at  times  necessitate  confinement,  there 
is  a  clear  trend  toward  providing  treatment  within  the  community 
where  ultimately  new  behavior  patterns  must  be  established  and 
observed  if  the  treatment  is  to  be  considered  successful. 

It  appears  that  treatment,  as  separate  from  mere  confinement, 
may,  if  it  is  within  the  customary  limits  of  decency,  be  imposed 
upon  the  offender.  In  Haynes  v.  Harris 213  the  petitioner  who 
was  serving  an  indeterminate  sentence  at  the  Medical  Center 
for  Federal  Prisoners,  Springfield,  Mo.,  contended  that  medical 
treatment  which  was  forced  upon  him  against  his  will  was  cor- 
poral punishment  and  that  it  violated  the  eighth  amendment. 
The  court  found  that  the  facts  did  not  imply  "cruel  and  inhuman" 
punishment  and  regarded  the  contention  as  "obviously  without 
merit." 

In  Peek  v.  Ciccone21*  the  court  permitted  the  forceful,  intra- 
muscular administration  of  a  tranquilizer  to  an  inmate  who  was 
diagnosed  as  a  schizophrenic.  The  extent  to  which  this  adminis- 
tration of  the  drug  was  for  the  purpose  of  long-term  rehabilitation 
rather  than  for  the  temporary  management  (discipline)  of  the 
prisoner  is  not  clear.  Treatment,  when  available,  is  customarily 
offered  to  or  required  of  the  prisoner  without  clear  procedures  for 
obtaining  his  consent.  Rather,  there  seems  to  be  a  presumption 
that  the  offender  will  participate  in  treatment.  In  Buchanan 
v.  State,215  the  Supreme  Court  of  Wisconsin  examined  the  due 
process  claims  of  a  sex  offender  who  was  incarcerated  beyond 
the  maximum  term  that  could  have  been  imposed  for  his  crime 
as  a  person  "dangerous  to  the  public."  The  court  commented, 
as  dictum,  that  "The  defendant  cannot  be  heard  to  complain  when 
he  did  not  accept  the  treatment  offered."  216 

If  an  offender  may  be  compelled  either  directly  or  indirectly 
by  future  administrative  or  legal  consequences  to  participate  in 
treatment  (and  there  might  be  some  question  about  this),  it 
would  be  very  important  to  know  the  permissible  limits  of  such 
treatment.  Surely,  the  treatment  should  not  offend  contemporary 
standards  of  decency,  but  the  standards  of  decency  as  custo- 
marily applied  to  offenders  are  far  less  humanitarian  than  those 
generally  found  in  voluntary  admission  institutions.  Prisoners 
may  be  deprived  of  personal  items,  placed  in  solitary  confinement, 
and  fed  a  restricted  diet.217  Physical  force  and  sometimes  even 
tear  gas  may  be  used  to  control  prisoners.218  A  prisoner,  however, 
may  not  be  deprived  of  the  fundamental  physical  needs  of  personal 
hygiene,  warmth,  and  light.219  A  behavior  modification  procedure 
that  attempted  such  severe  deprivations  would  not  be  permitted. 

The  torture  of  prisoners  is  not  permitted  22°  and  the  beating 
of   prisoners   is   rapidly   becoming   unlawful,221   although   public 
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whipping  as  "treatment"  might  be  reluctantly  allowed.222  By  anal- 
ogy, treatment  techniques  that  required  the  administration  of 
painful  electric  shock  over  a  period  of  time,  as  used  in  some 
aversive  suppression  treatments  of  transvestism  or  homosexual- 
ity,223 would  probably  require  express,  voluntary  consent  from 
the  prisoner  as  well  as  other  procedural  safeguards  such  as 
publicly  available  records  of  the  treatment.  Similarly,  as  involun- 
tary sterilization  becomes  increasingly  less  acceptable  as  a  medi- 
cal technique  for  offenders,  behavior  modification  methods  in- 
volving the  implantation  of  electrodes  or  sensors  will  probably 
require  higher  standards  of  express,  voluntary  consent  even 
though  these  physiological  alterations,  unlike  sterilization  in 
most  instances,  may  be  reversible.  Even  with  consent,  and  the 
offender's  eager  participation,  there  can  still  be  some  question 
as  to  the  extent  to  which  offenders  may  permissibly  waive  their 
rights.  This  will  be  discussed  in  the  following  section  as  an 
aspect  of  the  due  process  of  law. 

Although  the  conditions  of  parole  and  probation  vary  widely, 
they  have  seldom  been  invalidated  on  eighth  amendment  grounds. 
In  1936,  a  California  Appellate  Court  permitted  the  sterilization 
of  a  sex  offender  as  a  condition  of  probation.224  In  1965,  the 
Supreme  Court  declined  to  review  a  California  decision  that 
imposed  sterilization  as  a  condition  of  probation  on  an  offender 
in  lieu  of  his  confinement.225  The  offender  had  failed  to  support 
his  children.  With  changing  standards  under  the  eighth  amend- 
ment, these  decisions  may  be  of  questionable  authority,  but  they 
define  the  outer  limits  of  permissible  conditions. 

The  imposition  of  antinarcotic  testing  as  a  condition  of  parole, 
probation,  or  "outpatient  status"  226  for  drug  addicts  is  becoming 
quite  common,  particularly  in  California  and  New  York.  This, 
testing  is  generally  compulsory  and  conducted  on  a  periodic  and 
surprise  basis.  It  usually  involves  the  injection  of  a  small  amount 
of  Nalline  (nalorphine  hydrochloride)  under  the  skin,  or  a  uri- 
nalysis.227 The  Nalline  testing  involves  the  measurement  of  pupil 
size  before  and  after  the  administration  of  the  Nalline.  The 
procedure  requires  about  30  minutes,  is  reliable,  and  the  side  ef- 
fects range  from  slight  euphoria  to  nausea. 

These  tests  can   detect  the  use  of  narcotics  in  the  absence 


222  BaUer  v.  State,  195  A2d  757  (Del.  Sup.  Ct.  1963);  Cannon  v.  State,  196  A. 2d  379  (Del. 
Sup.  Ct.  1963).  The  court  has  consistently  permitted  whipping,  relying  largely  on  the  doc- 
trine of  judicial  restraint.  Whipping  could  not,  however,  qualify  as  treatment  as  herein  de- 
fined  because  the  behavioral  results  appear  to  be  negative.   Supra  notes   65,   66. 

2M  "[A]lthough  the  California  Rehabilitation  Center  outpatient  is  not  officially  called  a  pa- 
rolee, the  manner  and  methods  of  release  and  the  continuing  control  and  supervision  of  a 
parolee  from  prison  and  an  outpatient  from  California  Rehabilitation  Center  are  strikingly 
similar  .  .  ."  49  Ops.  Cal.  Atty.  Gen.  11  (1967)  cited  in  In  re  Marks.  453  P. 2d  441,  451  (Cal. 
Sup.  Ct.  1969). 

38 


279 

of  any  other  evidence.  The  argument  that  the  revocation  of  pro- 
bation on  this  evidence  alone  would  be  cruel  and  unusual 
punishment  for  a  status,  based  upon  an  extention  of  the  Robinson 
case,  has  not  been  accepted  by  the  courts.  In  Hacker  v.  Superior 
Court  of  Tulare  County  228  a  positive  urine  test  could  be  used  to 
provide  "reasonable  or  probable  cause"  for  a  search  of  a  known 
addict  and  could  be  used  to  help  infer  his  knowledgeable  pos- 
session of  narcotics  serving  as  a  basis  for  revocation. 

The  use  of  antinarcotic  testing  to  determine  the  frequency 
of  illegal  behavior  and  reduce  it,  hints  at  the  possible  accepta- 
bility of  other  methods  of  recording  and  preventing  behaviors 
in  the  community.  Electronic  monitoring  and  tracking  devices 
would  not  seem  to  be  directly  prohibited  by  the  cruel  and  unusual 
clause  within  a  broad  view  of  the  issue,229  and  have  been  used  to 
monitor  the  location  of  parolees.230  If,  however,  the  equipment 
was  particularly  cumbersome,  obvious  to  a  casual  observer,  and 
clearly  labelled  the  wearer  in  the  community  as  an  offender,  it 
might  be  considered  a  form  of  "branding"  or  excessive  social 
censure  and  therefore  impermissible.  Also,  the  severe  status  deg- 
radation resulting  from  the  wearing  of  such  equipment  would 
be  likely  to  impair  its  therapeutic  effects  and  thus  the  use  of 
the  equipment  could  not  be  considered  an  aspect  of  treatment 
but  rather  of  retribution  or  deterrence.231 

The  Court  in  Weems  v.  United  States  232  appeared  to  focus  not 
only  upon  the  physical  cruelty  to  be  endured  by  the  prisoner  while 
incarcerated  but  also  his  lifelong  social  isolation  and  mental  suffer- 
ing while  in  the  community.  This  suffering  was,  in  the  Court's 
view,  clearly  disproportionate  to  the  offense.  The  purpose  and  use 
to  which  the  electronically  obtained  information  would  be  put,  as 
well  as  its  general  availability,  might  help  to  determine  the  extent 
to  which  surveillance  was  repugnant  to  the  eighth  amendment. 
This  is  closely  related  to  the  issue  of  privacy  to  be  discussed  sub- 
sequently. 

Several  of  the  functions  that  could  be  performed  by  electronic 
monitoring  and  intervention  systems  are  now  being  carried  out 
by  parole  or  probation  agents  as  permissible  conditions.  Pro- 
bationers may  be  required  to  submit  to  searches  of  person  and 
property.  Some  States  permit  the  search  by  statute  or  adminis- 
trative practice.  This  will  be  discussed  later  in  more  detail  as  a 
fourth  amendment  problem. 

Restrictions  on  the  movement  of  offenders  are  common.  Pro- 
bationers in  most  States  must  request  permission  to  change  their 
places  of  employment  or  residence  and  the  majority  of  States  also 
require  permission  for  out-of-State  travel  and  the  use  of  an  auto- 
mobile.233 A  few  courts  typically  require  a  brief  period  of  con- 
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finement  as  a  condition  of  probation  at  the  outset  of  the  pro- 
bationary term.234  Although  this  may  be  criticized  on  policy 
grounds,235  it  has  customarily  been  permitted.  Youths  may  be 
required  to  report  to  a  "Training  Academy"  for  manual  labor 
during  the  working  hours  of  a  weekend,236  and  if  the  youth  is  a 
ward  of  the  court,  confinement  may  be  permissible  during  the 
weekends.237  The  Model  Penal  Code,  section  301.1(2)  (c),  promul- 
gated by  the  American  Law  Institute,238  states  that  the  court 
may  require  the  probationer  "to  undergo  available  medical  or 
psychiatric  treatment  and  to  enter  and  remain  in  a  specified 
institution,  when  required  for  that  purpose."  Requiring  non- 
custodial and  perhaps  even  temporary  custodial  attendance  at 
behavior  modification  programs  that  are  not  unreasonably  dis- 
tant from  the  offender's  residence  would  seem  allowable. 

There  is  presently  considerable  emphasis  upon  providing  treat- 
ment to  offenders.  A  nationwide  sample  of  adult  probation  agen- 
cies indicates  that  approximately  18  percent  provide  special 
treatment  such  as  group  counseling,  halfway  houses,  or  special 
programs  for  alcoholics  or  drug  addicts.239  Although  not  all 
treatment  programs  are  pleasant,240  they  can  usually  be  distin- 
guished from  mere  discipline  or  humanitarian  kindness.  The  use 
of  chain  gangs  in  South  Carolina  is  an  example  of  confusion  be- 
tween the  concept  of  treatment  and  the  concept  of  discipline  or 
retribution.  Working  on  a  chain  gang  is  sometimes  justified  by  the 
prison  administrators  as  helping  prisoners  to  "work  off"  hostili- 
ties and  frustrations  and  develop  good  "work  habits."241  The 
difficulty  is  not  so  much  with  the  treatment  theory,  though  this  is 
certainly  questionable,  but  with  the  failure  to  provide  clear  meas- 
ures of  therapeutic  effectiveness.  The  little  evidence  that  is  avail- 
able does  not  support  the  assumption  that  working  on  a  chain 
gang  will  reduce  subsequent  offenses  more  effectively  than  stand- 
ard incarceration.242 

In  discussing  the  application  of  the  cruel  and  unusual  clause 
of  the  eighth  amendment  to  the  juvenile  courts,  a  certain  anom- 
aly exists.  The  juvenile  court  has  been  traditionally  characterized 
as  noncriminal  and  treatment-oriented.  Therefore,  because  it 
does  not  punish  the  juvenile,  the  cruel  and  unusual  clause  does 
not  apply.  In  Ex  parte  Walters,2*21  a  Criminal  Court  of  Appeals  of 
Oklahoma  forbade  a  child  of  9  years  of  age  who  begged  on  the 
street  with  her  father  from  seeing  her  parents  until  she  became  at 
least  18  years  of  age.  The  petitioners  argued  that  this  violated  the 
cruel  and  unusual  clause.  The  court  replied  that,  "[TJhere  is  no  in- 
tention on  the  part  of  the  State  to  punish  a  minor  who  is  deter- 
mined by  the  juvenile  court  to  not  understand  the  consequences 
of  its  acts  .  .  .   [B]y  reason  of  the  nature  of  the  hearing,  and 
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judgment  complained  of  which  does  not  attempt  to  inflict  punish- 
ment, the  constitutional  provision  cited  is  not  involved."  244  Sher- 
man 245  has  usefully  discussed  these  limitations  traditionally 
placed  upon  the  application  of  the  eighth  amendment. 

In  the  context  of  increasing  concern  about  the  basic  fairness 
of  many  juvenile  court  dispositions,  the  standards  implicit  in 
the  cruel  and  unusual  clause  might  be  applied  by  "analogy"  to 
the  juvenile  court  situation.246  Some  judicial  recognition  of  this 
possibility  appears  to  be  occurring.  The  court  in  In  re  Green  247 
commented,  "Although  criminal  probation  statutes  are  not  per- 
tinent to  juveniles,  they  are  relevant  to  the  basic  question  of 
specificity  of  formulation  of  the  conditions  of  probation."  248  Also 
noteworthy  is  the  case  Workman  v.  Commonwealth,2**  in  which 
the  Kentucky  Court  of  Appeals  held  that  life  imprisonment 
without  parole  of  two  14-year-old  boys  for  rape  violated  the 
eighth  amendment  because  it  shocks  the  general  conscience  of 
society.  Certainly  such  a  sentence  could  hardly  qualify  as 
lying  within  the  treatment  objectives  of  the  juvenile  court. 

As  noted  above,  the  concept  of  treatment  is  often  confused 
with  discipline  or  retribution.  Intrinsic  to  the  treatment  of  of- 
fenders by  behavior  modification  techniques  is  the  measurement 
of  the  effectiveness  of  the  techniques  in  changing  observable 
illegal  behavior.  The  effectiveness  of  a  technique  in  preventing 
subsequent  offenses  for  long  periods  of  time  in  the  future  might 
from  a  utilitarian,  public  safety  viewpoint  justify  somewhat 
more  aversiveness  than  those  procedures  only  concomitant  with 
the  customary  institutional  or  postinstitutional  care  of  offenders. 
However,  therapists  should  not  be  permitted  to  do  under  the 
label  of  treatment  or  behavior  modification  that  which  cannot 
also  be  done  under  the  label  of  discipline.  Ultimately  the  justi- 
fication of  discipline  or  behavior  modification  is  the  safety  of 
the  community  and  not  a  supposed  benefit  to  the  offender  who, 
if  he  were  persuaded  of  such  benefit,  would  generally  consent 
to  the  treatment  technique. 

Furthermore,  judicially  sanctioned  incursions  by  either  treat- 
ment or  discipline  techniques  upon  the  fundamental  concepts  of 
decency  as  expressed  in  the  eighth  amendment  reflect  an  evolving 
standard  of  judgment  derived  from  the  ethical  milieu  of  the 
culture.  In  this  context  of  changing  or  conflicting  values,  the 
court,  or  the  legislature,  would  seem  to  be  a  more  equitable  forum 
for  the  open  presentation  and  weighing  of  values  than  a  treat- 
ment clinic  or  laboratory  where  the  offender  is  typically  at  a 
decided  social  disadvantage.250  It  may  be  that  behavior  modifica- 


200  While   the   American   Bar   Association   has   been    advocating    shorter   sentences    and    calling 
for   more   investigation    of   prison    conditions,    the    Gallup    Poll    shows    that    from    1965    to    1968 

41 


282 

tion  techniques  will  eventually  have  a  distinct  advantage  over 
the  more  traditional  forms  of  therapy  by  presenting  data  clearly 
demonstrating  the  effective  promotion  of  public  safety.  Thus,  be- 
havior therapists  may  ultimately  persuade  the  public  of  a 
reluctant  necessity  for  the  limited  use  of  very  aversive  but  ef- 
fective techniques.  However,  in  the  absence  of  unequivocal  evi- 
dence of  long-term  therapeutic  effectiveness  of  a  particular  be- 
havior modification  technique  as  routinely  carried  out  by  trained 
personnel,  a  similarity  of  standards  for  both  behavior  modifica- 
tion and  discipline  techniques  would  seem  to  provide  at  present 
the  maximum  legally  enforceable  protection  for  offenders. 

2.  Due  Process 

There  is  general  agreement  that  the  concept  of  "due  process 
of  law"  as  found  in  the  fifth  and  fourteenth  amendments  has 
been  increasingly  applied  in  the  area  of  corrections.  For  example, 
the  courts  have  become  increasingly  explicit  about  the  procedures 
necessary  for  legally  valid  confessions,  findings  of  delinquency 
in  the  juvenile  court,  and  the  revocation  of  probation.  Even 
though  the  changes  in  the  application  of  the  due  process  concept 
are  clear,  the  definition  of  the  concept  itself  remains  elusive. 

In  simplest  terms,  the  concept  refers  to  a  sense  of  fundamental 
fairness.  The  fairness  of  legal  proceedings,  including  investiga- 
tion and  arrest,  is  to  be  considered  as  well  as  the  fairness  of 
the  outcome  of  the  trial.  Although  this  sense  of  fairness  helps 
to  guide  judicial  decision-making,  it  cannot  be  readily  reduced  to 
a  verbal  formula  because  most  cases  involve  the  weighing  of 
conflicting  social  claims.  Also,  what  is  considered  "fair"  pro- 
cedurally or  substantively  tends  to  vary  over  the  years. 

In  Rochin  v.  California*51  Mr.  Justice  Frankfurter  suggested, 
"Due  process  of  law  is  a  summarized  constitutional  guarantee  of 
respect  for  those  personal  immunities  which,  as  Mr.  Justice 
Cardozo  twice  wrote  for  the  Court,  are  'so  rooted  in  the  tradi- 
tions and  conscience  of  our  people  as  to  be  ranked  as  fundamental' 
...  or  are  'implicit  in  the  concept  of  ordered  liberty.'  "  The  Court 
found  that  forcefully  "pumping"  the  stomach  of  the  petitioner  by 
giving  him  an  emetic  to  obtain  evidence  of  the  use  of  a  narcotic 
drug  "shocks  the  conscience"  and  would  "offend  hardened  sensi- 
bilities." 252 

Without  clear  guidelines,  due  process  has  come  to  be  categorized 
under  several  rubrics  of  policy.  Judicial  decisions  reflecting  due 
process  policy  for  persons  under  a  disability  are  of  particular 


there  was  an  increase  of  15  percent  (from  48  to  63  percent)  of  respondents  who  indicated 
that  the  courts  were  not  dealing  "harshly  enough"  with  criminals.  Roth,  L.  H.  Treating  the 
Incarcerated    Offender.    Corrective   Psychiatry   and   Journal    of    Social    Therapy,    15:4-14,    1969. 
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relevance  to  the  treatment  of  offenders.  A  statute,  sentence,  order, 
or  administrative  standard  may  violate  the  due  process  clause  if 
it  fails  to  give  adequate  guidance  to  its  addressees.253  If  reasonable 
certainty  is  provided  by  the  directive  and  a  general  class  of 
behavior  is  plainly  ordered  or  proscribed  by  its  terms,  the  direc- 
tive will  not  be  invalid  on  due  process  grounds  even  though 
doubts  might  arise  in  regard  to  marginal  cases.254 

There  has  been  a  general  reluctance  of  appellate  courts  to 
review  the  sentences  imposed  by  trial  judges  or  the  conditions 
of  parole  or  probation.  When  there  is  a  review,  particularly  of 
probation  conditions,  the  courts  often  look  to  a  standard  of  fair- 
ness and  reasonableness  rather  than  to  constitutional  doctrines.255 
This  may  be  in  part  because  probation,  as  well  as  parole,  is 
viewed  as  a  matter  of  "grace"  and  rehabilitation.  Customarily, 
somewhat  more  discretionary  leeway  is  permitted  parole  and 
prison  authorities  than  probation  authorities.  For  this  reason, 
the  following  discussion  will  focus  primarily  upon  the  limits  im- 
posed by  the  due  process  clause  on  behavior  modification  tech- 
niques in  the  context  of  probation. 

The  statutory  conditions  of  probation  are  often  very  general. 
For  example,  they  may  exhort  the  probationer  to  obey  the  laws 
of  the  State,256  or  avoid  disreputable  places  or  persons.257  In  ad- 
dition, the  court  is  often  authorized  to  impose  conditions  of  pro- 
bation. These  statutes  usually  allow  very  much  discretion  to  the 
trial  court.  California's  Penal  Code,  section  1203.1,  provides  that 
the  court  may  impose  certain  previously  specified  conditions  and 
"other  reasonable  conditions,  as  it  may  determine  are  fitting  and 
proper  to  the  end  that  justice  may  be  done,  that  amends  may  be 
made  to  society  for  the  breach  of  the  law,  for  any  injury  done 
to  any  person  resulting  from  such  breach,  and  generally  and 
specifically  for  the  reformation  and  rehabilitation  of  the  pro- 
bationer .  .  ."  Finally,  some  authority  may  be  given  to  the  pro- 
bation officer  to  impose  conditions.258 

In  the  context  of  parole,  authority  to  impose  conditions  is 
generally  given  i.o  the  parole  commission  or  its  equivalent  and 
then  delegated  to  the  parole  officers.  There  is  implied  in  this 
situation  an  agreement  that  the  probationer  or  parolee  will  not 
be  imprisoned  unless  he  violates  one  of  the  conditions  of  pro- 
bation or  parole. 

The  conditions  imposed  by  the  court  or  by  parole  officers  may, 
however,  be  rather  vague  without  contravening  the  due  process 
clause,  perhaps  because  probationers  and  parolees  are  considered 
to  be  under  legal  disabilities.  A  noteworthy  example  is  provided 
by  Kaplan  v.  United  States,2™  in  which  the  trial  court  imposed 
upon  the  appellant,  who  had  pleaded  guilty  to  selling  heroin, 
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several  ''usual"  conditions  of  probation.  Among  these  conditions 
were,  "Live  a  clean,  honest,  and  temperate  life,"  and  "Keep  good 
company  and  good  hours."  The  appellant  later  refused  under 
court  order  to  disclose  to  a  grand  jury  the  source  of  some  heroin 
purchases.  His  probation  was  revoked  and  a  sentence  of  15  year's 
imprisonment  was  imposed.  The  court  did  not  agree  with  the 
appellant's  contention  that  he  had  violated  none  of  the  conditions 
of  probation  that  were  imposed  upon  him  and  noted,  "One  on 
probation  is  not  at  liberty;  he  is  in  law  and  in  fact  in  the 
custody  and  under  the  control  of  the  court  granting  probation. 
We  also  think  there  can  be  no  doubt  but  what,  aside  from  the 
written  conditions  of  probation,  there  is  an  implied  condition 
that  the  probationer  will  follow  the  reasonable  directions  and 
orders  of  both  the  probation  officer  and  the  District  Judge."  260 
Even  conditions  as  vague  as  "stay  out  of  all  trouble"  have  been 
allowed.261 

It  would  appear  therefore  that  there  is  considerable  leeway  in 
specifying  the  nature  of  the  treatment  in  which  the  probationer 
is  to  participate.  Treatment  as  in  typical  contingency  manage- 
ment programs  would  be  allowable.  For  example,  a  probationer 
might  receive  reinforcements,  such  as  money  or  driving  lessons, 
contingent  upon  his  attendance  at  school  or  upon  his  social  con- 
duct. Contingencies  might  also  be  changed  during  his  term  of 
probation,  for  as  the  courts  often  note,  "No  doubt  it  is  diffi- 
cult to  know  in  advance  precisely  what  will  be  needed,  and  hence 
the  cited  statute  [New  Jersey  Statutes  Annotated,  2A:  168-2] 
expressly  provides  that  the  court  'may,  at  any  time,  modify  the 
conditions  of  probation.'  "  262  The  contingencies,  if  changed,  how- 
ever, must  be  clear  to  the  probationer  so  that  he  knows  with 
reasonable  certainty  what  is  expected  of  him  and  what  conse- 
quences will  flow  from  a  violation  of  conditions.  Further,  because 
a  probationer  may  generally  not  be  imprisoned  without  violating 
a  condition  of  his  probation,  it  is  customarily  not  permissible  to 
revoke  his  probation  solely  on  the  basis  that  imprisonment  might 
be  a  more  effective  treatment  procedure. 

There  are  other  limitations  also  set  upon  treatment  by  the  due 
process  clause.  Although  a  probationer  may  be  required  to  under- 
go some  form  of  treatment  as  a  condition  of  probation,263  the 
treatment  must  be  "reasonably  related  to  the  rehabilitation  of 
the  defendant"  as  well  as  "not  unduly  restrictive  of  his  liberty 
or  incompatible  with  his  freedom  of  conscience."  264  Of  particular 
concern  here  is  the  relationship  of  the  behavior  the  probationer 
is  required  to  produce  or  inhibit  to  the  conditions  of  his  probation. 
The  behavior  dealt  with  by  the  conditions  must  be  reasonably 
directed  toward  achieving  the  objective  of  probation,  namely,  re- 
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habilitation  and  the  reduction  of  subsequent  offenses.  For  ex- 
ample, it  is  possible  to  forbid  a  drug  addict  to  associate  with 
other  users,265  or  a  person  who  has  been  convicted  of  sending 
obscene  matter  through  the  mail  to  receive  mail.266  Likewise  it  is 
possible  to  prohibit  an  offender  from  seeing  a  woman  whose 
son-in-law  was  a  victim  of  an  assault  because  she  was  "clearly  a 
factor  in  his  criminal  conduct."  267 

People  v.  Dominguez  268  provides  a  clear  example  of  a  condition 
of  probation  not  reasonably  related  to  the  objectives  of  probation. 
The  appellant  was  found  guilty  of  second  degree  robbery.  In 
setting  the  conditions  of  probation,  the  judge  stated  to  the  ap- 
pellant, who  had  two  illegitimate  children,  "The  third  condition 
is  that  you  are  not  to  live  with  any  man  to  whom  you  are  not 
married  and  you  are  not  to  become  pregnant  until  after  you  be- 
come married.  Now  this  will  develop  by  just  becoming  pregnant. 
You  are  going  to  prison  unless  you  are  married  first."  269  The 
woman  became  pregnant  while  on  probation  and  the  trial  judge 
revoked  probation  commenting  that,  "It  appears  to  me  this  wo- 
man is  irresponsible;  she  is  foisting  obligations  upon  others,  and 
one  of  the  objectives  of  probation  is  to  teach  and  encourage 
responsibility  in  all  phases,  including  the  economics  of  life  and 
being  able  to  support  the  dependents  who  will  naturally  flow 
from  this  sort  of  conduct."  27° 

In  reversing  the  revocation  of  probation,  the  California  Court 
of  Appeal.  Second  District,  used  the  following  test :  "A  condition  of 
probation  which  (1)  has  no  relationship  to  the  crime  of  which  the 
offender  was  convicted,  (2)  relates  to  conduct  which  is  not  in  itself 
criminal,  and  (3)  requires  or  forbids  conduct  which  is  not  rea- 
sonably related  to  future  criminality  does  not  serve  the  statutory 
ends  of  probation  and  is  invalid."  271  The  court  then  made  the 
observation,  "Appellant's  future  pregnancy  was  unrelated  to  rob- 
bery. Becoming  pregnant  while  unmarried  is  a  misfortune  not  a 
crime."  272 

Several  points  here  are  worthy  of  consideration  as  they  may 
suggest  due  process  limitations  upon  treatment.  Treatment  in 
broad  perspective  is  directed  toward  the  reduction  of  future  of- 
fenses and  may  therefore,  as  noted  above,  be  imposed  as  a  con- 
dition of  probation.  But  this  assumes  that  the  treatment  so 
ordered  as  a  condition  is  in  fact  related  to  a  reduction  of  future 
offenses.  The  assumption  of  this  relationship  is  often  implicit 
and  unexamined.  Surely  the  imposition  of  alternating  warm  and 
cool  baths  as  a  form  of  treatment  for  robbery  would  no  longer 
be  acceptable  as  being  "reasonably  related"  to  a  reduction  of 
future  offenses.  But  evidence  is  not  always  convincing  that  other 
forms  of  more  customary  treatment  are  related  to  the  reduction 
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of  criminality.  As  discussed  in  the  introduction,  treatment  in  the 
form  of  counseling  or  psychotherapy  is  often  ineffective  273  and 
occasionally  it  is  even  related  to  increased  subsequent  criminal 
behavior.274  Behavior  modification  techniques,  as  well  as  counsel- 
ing and  psychoanalytically  oriented  treatment  methods,  should 
be  examined  carefully  in  regard  to  their  therapeutic  effectiveness 
or  hazard. 

It  is  highly  questionable,  as  Dominguez  indicates,  whether  in- 
effective treatment  should  be  permitted  as  a  condition  of  proba- 
tion or  parole.275  Conversely,  one  would  expect  that  effective  forms 
of  treatment  likely  to  reduce  subsequent  offenses  would  be  par- 
ticularly consonant  with  the  objectives  of  probation  or  parole 
and  would  therefore  be  looked  upon  favorably  by  the  courts. 
There  are  some  hints  in  this  direction.  In  Faucette  v.  Dunbar  276 
the  petitioner,  a  drug  addict  who  was  residing  at  Synanon  House 
for  the  purpose  of  receiving  a  newly  developed  type  of  group 
therapy,  was  summarily  ordered  by  the  Adult  Authority  to  move 
or  suffer  the  revocation  of  his  parole.  The  petitioner  had  also  re- 
fused to  take  Nalline  tests,  a  customary  condition  of  parole,  be- 
cause they  were  discouraged  by  Synanon  House. 

The  California  Court  of  Appeal,  Second  District,  affirmed  the 
trial  court's  order  requiring  the  Adult  Authority  to  consider  the 
petitioner's  request  to  remain  at  Synanon  House.  The  appellate 
court  noted  that  the  petitioner  appeared  to  be  doing  well  and  placed 
emphasis  on  the  possible  therapeutic  effectiveness  of  the  treatment 
the  petitioner  was  receiving.  The  trial  court  was  quoted  with  ap- 
proval: "The  respondent,  Adult  Authority,  has  not  favored  the 
Court  with  any  evidence  indicating  that  it  has  considered  the  use  of 
Synanon  facilities  in  its  overall  program  for  rehabilitation  of 
addicts  on  parole.  The  Court  is,  frankly,  unable  to  understand 
the  lack  of  interest  in  such  a  proven  technique  for  rehabilitation 
of  addicts."  277  The  court  also  suggested  that  the  Adult  Authority 
could  waive  its  requirement  of  Nalline  tests.  The  court  appeared 
to  be  persuaded  that  the  treatment  had  at  least  some  probability 
of  rehabilitating  drug  addicts  and  deserved  consideration  even 
to  the  temporary  exclusion  of  a  customary  parole  condition.278 

Even  though  a  treatment  technique  might  be  effective,  such  as 
the  inhibition  of  homosexual  behavior  by  classical  conditioning, 
it  shouM  also  be  related  at  least  in  a  general  manner  to  the  offense 
of  which  the  offender  was  found  guilty.  The  court  in  Dominguez 
pointedly  asserted,  "If  the  condition  of  probation  is  not  directly 


2,8  The  trial  court  appended  to  its  decision  a  report  by  the  California  Assembly  Interim 
Committee  on  Criminal  Procedure  highly  favorable  to  the  therapeutic  potential  of  Synanon. 
This  report  noted  that  Synanon  provided  an  "unparalleled  opportunity  for  research"  and 
urged  the  State  of  California  to  take  a  "friendly  but  nondirective  interest  in  Synanon  and 
any   other   private   attempts    to    rehabilitate    narcotic    addicts." 
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related  to  the  crime,  the  condition  may  be  invalidated."  279  In 
State  v.  Baynard  28°  the  trial  court  imposed  several  conditions  of 
probation  upon  the  appellant,  who  was  convicted  of  operating  a 
motor  vehicle  while  under  the  influence  of  intoxicating  liquor. 
Two  of  the  five  conditions  imposed  were  that  the  appellant  not 
go  into  or  near  any  premises  where  intoxicating  liquors  were 
sold  and  that  he  not  ride  in  any  motor  vehicle  except  for  his 
business.  The  appellant  contended  that  the  conditions  were  un- 
reasonable because  they  did  not  grow  out  of  the  offense  for 
which  he  was  convicted.  The  court  appropriately  rejected  this 
argument. 

Sometimes  the  relationship  between  certain  conditions  of  pro- 
bation and  the  offense  might  not  be  clear  unless  the  pattern  of 
conduct  of  the  offender  is  known.  For  example,  a  defendant  con- 
victed of  larceny  in  State  v.  Smith  2S1  was  not  permitted  to  operate 
a  motor  vehicle  for  1  year.  In  the  act  of  larceny  the  defendant 
had  used  a  vehicle  to  haul  away  900  pounds  of  seed  cotton.  An 
offender  may  be  required  to  make  resititution  to  a  victim  of  his 
offense,282  or  to  the  local  government,283  but  not  to  a  person  who 
is  not  a  victim.281  A  notable  exception  to  this  general  principle 
has  been  developed  in  regard  to  sex  offenders  in  some  jurisdic- 
tions. Sexually  dangerous  persons  may  be  incarcerated  for  long 
periods  of  treatment  when  their  original  offense  is  unrelated 
to  any  sexual  act.285  This  may  result  from  an  overriding  con- 
sideration of  public  safety  (or  morals)  applicable  ideally  to  a 
narrow  range  of  cases.286 

Finally,  although  a  condition  of  probation  such  as  treatment 
may  be  reasonably  related  to  the  objectives  of  probation  and 
likely  to  achieve  these  objectives,  it  must  also  meet  a  standard 
of  fairness  that  does  not  offend  a  common  view  of  justice.  Though 
the  concept  of  "substantive"  due  process  has  assuredly  not  been 
clarified  by  its  "distinguished  descent,"  288  some  sense  of  "ordered 
liberty"  still  remains.289  In  Springer  v.  United  States  290  the  ap- 
pellant refused  induction  into  military  service  on  religious 
grounds.  One  of  the  three  conditions  of  probation  that  were  im- 
posed was  that  the  appellant  donate  a  pint  of  blood  to  the  Red 
Cross  blood  bank  within  30  days.  The  appellant  at  the  time 
did  not  clearly  accept  or  reject  the  conditions.  Later,  the  ap- 
pellate court  tersely  noted,  "We  regard  the  requirement  that  'a 


2SS  Dictum  in  Sas  v.  State  of  Maryland  is  worth  consideration  in  this  regard.  After  ap- 
proving the  indeterminate  psychiatric  treatment  of  offenders,  the  court  observes,  "But  a 
statute  though  'fair  on  its  face  and  impartial  in  appearance'  may  be  fraught  with  the  pos- 
sibility of  abuse  in  that  if  not  administered  in  the  spirit  in  which  it  is  conceived  it  can  be- 
come a  mere  device  for  warehousing  the  obnoxious  and  antisocial  elements  of  society.  Many 
of  the  inmates  of  Patuxent  are  there  by  reason  of  offenses  against  property  rights.  Many 
jurists  and  laymen  would  seriously  question  the  wisdom  of  the  practice  of  indefinitely  con- 
fining young  men  under  these  circumstances."  287 
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pint  of  blood'  be  given  as  invading  the  physical  person  in  an 
unwarranted  manner  and  void  on  its  face.  It  may  be  entirely 
disregarded."291  The  compulsory  implantation  or  attachment  of  de- 
vices as  a  condition  of  probation  or  parole  should  certainly  be 
subject  to  careful  scrutiny. 

The  comments  of  Mr.  Justice  Field  in  1876  are  still  appropriate 
today,  if  not  more  so,  because  of  the  increased  possibilities  of 
technological  incursions  upon  the  person. 

No  State  "shall  deprive  any  person  of  life,  liberty, 
or  property  without  due  process  of  law,"  says  the  four- 
teenth amendment  to  the  Constitution.  By  the  term  "life," 
as  here  used,  something  more  is  meant  than  mere 
animal  existence.  The  inhibition  against  its  deprivation 
extends  to  all  those  limbs  and  faculties  by  which  life 
is  enjoyed.  The  provision  equally  prohibits  the  mutila- 
tion of  the  body  by  the  amputation  of  an  arm  or  leg, 
or  the  putting  out  of  an  eye,  or  the  destruction  of  any 
other  organ  of  the  body  through  which  the  soul  com- 
municates with  the  outer  world.  The  deprivation  not 
only  of  life,  but  of  whatever  God  has  given  to  everyone 
with  life,  for  its  growth  and  enjoyment,  is  prohibited 
by  the  provision  in  question,  if  its  efficacy  be  not  frit- 
tered away  by  judicial  decision.292 

Nevertheless,  such  sentiments  still  find  limitations,  as  they 
always  have,  in  the  tangible  and  complex  situations  of  contem- 
porary apellate  review.  In  re  Peeler 293  is  a  noteworthy  ex- 
ample. The  petitioner,  a  20-year-old  girl,  pleaded  guilty  to  the 
possession  of  marijuana  and  the  matter  was  referred  to  the  pro- 
bation officer  for  investigation.  Following  arrest  and  prior  to 
sentencing,  she  married  a  college  student  near  her  age  against 
whom  charges  of  furnishing  marijuana  and  a  dangerous  drug 
were  pending.  The  petitioner  claimed  no  knowledge  of  the  stu- 
dent's drug  involvement  and  failed  to  inform  the  court  of  her 
marriage.  Among  several  conditions  imposed  by  the  court  were 
two:  she  was  to  live  with  her  parents  and  she  was  not  to  as- 
sociate with  any  known  or  reputed  user  of  marijuana.  She  later 
petitioned  for  the  elimination  of  these  conditions  and  the  court, 
thereupon  finding  that  she  was  married,  imposed  a  60-day  jail 
sentence  and  reaffirmed  the  prohibition  against  her  association 
with  reputed  marijuana  users.  Thus,  the  trial  court  essentially 
required  her  to  live  apart  from  her  husband. 

After  noting  "the  brink  of  the  precipice  upon  which  this 
petitioner  precariously  is  perched,"  the  appellate  court  reviewing 
this  case  concluded,  "We  have  no  doubt  whatever  that  the  facts 

48 


289   , 


before  the  court  justified  the  imposition  of  the  new  conditions 
of  probation."  2iK  The  appellate  court  added,  "The  trial  court  here 
has  not  severed  the  marital  union  of  petitioner  and  Peeler  [her 
husband] .  Had  it  denied  or  revoked  probation  it  would  have  more 
permanently  affected  the  probability  of  the  durability  of  the 
marriage."  295 

This  goes  very  far  toward  reaching,  or  even  surpassing,  cus- 
tomary due  process  limits.296  It  does  point  out  clearly  the 
fact  that  probation  is  an  alternative  to  incarceration  which  is  a 
very  severe  penalty.  It  could  be  argued  that  the  petitioner  in 
Peeler  could  have  chosen  incarceration  instead  of  separation  from 
her  husband  or  that  she  voluntarily  waived  her  rights.  A  valid 
waiver  requires  that  the  person  be  physically  and  emotionally 
able  to  consent  in  a  knowledgeable  manner.  The  petitioner  in 
Peeler  would  have  been  capable  of  this.  As  pointed  out  by  In  re 
Walker,291  the  courts  should  examine  carefully  those  waivers  of 
rights  by  which  an  offender,  a  drug  addict  in  the  instant  case, 
seeks  to  obtain  treatment  rather  than  a  criminal  sentence.298 

Two  theories  have  been  used  to  invalidate  a  procedurally  suit- 
able waiver  by  a  parolee  or  probationer  by  which  conditions, 
such  as  inappropriate  treatment,  are  imposed.  The  court,  as  in 
Dominguez,  may  consider  the  condition  void,  e.g.,  sterilization, 
as  a  matter  of  public  policy  and,  as  the  State  interest  in  this 
matter  cannot  be  contravened  by  private  agreement,  the  waiver  is 
invalid.  Essentially,  there  can  be  no  waiver  of  a  void  condition. 
Another,  perhaps  more  fruitful  approach  is  that  found  in  the 
doctrine  of  "unconstitutional  conditions." 

Though  this  doctrine  has  been  variously  formulated,  it  would 
in  broad  outline  suggest  that  the  right  of  the  government  to 
withhold  a  benefit  does  not  imply  the  right  of  the  government 
to  grant  it  only  if  the  recipient  surrenders  a  constitutional 
right.299  Thus,  a  State  may  not  be  permitted  to  refuse  the  benefit 
of  tax  subsidies  to  veterans  refusing  to  sign  loyalty  oaths  because 
this  would  curtail  a  constitutionally  guaranteed  right  of  speech.300 
But,  of  course,  some  rights  may  be  validly  waived  by  individuals. 
The  doctrine  would  seem  to  apply  particularly  to  those  situations 
in  which  the  government  seeks  a  waiver  of  rights  in  an  area 
not  related  to  the  purpose  for  which  the  benefit  was   given. 


298  Putting  aside  summarily  the  presumptive  innocence  of  the  husband,  the  appelate  court 
suggested,  "Our  ruling  does  not  extend  to  a  blanket  endorsement  by  this  court  of  the  separa- 
tion of  husbands  and  wives  as  a  condition  of  probation  under  all  circumstances.  Decision  must 
be  on  a  case-by-case  basis."  Id.  at  261. 

298  The  court  found  that  the  petitioner's  story  of  a  lack  of  understanding  of  the  consequences 
of  her  waiver  was  lent  credibility  "by  her  headlong  rush  from  illness  to  doctor's  examin- 
ing room  to  county  hospital  to  district  attorney's  office  to  courtroom  to  commitment,  all  in 
the  span  of  a  single  working  day."  Id.  at  19.  The  court  also  criticized  the  casual  use  of 
printed  waiver  forms. 

83-303  O  -  77  -  21  _ 
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Thus,  a  major  consideration  in  determining-  the  validity  of  a 
condition  attached  to  probation  would  be  its  relevancy  to  ob- 
taining the  legitimate,  governmental  objective  of  rehabilitation. 

The  policy  underlying  the  use  of  the  unconstitutional  condi- 
tions doctrine  is  that  the  government  is  in  a  position  to  offer 
many  benefits  to  petitioners  and  through  bargaining  techniques 
produce  a  potential  erosion  of  fundamental  liberties.301  Further, 
it  is  not  quite  accurate  to  say  that  probation  with  the  imposed 
conditions  is  an  alternative  to  incarceration  because  the  judge 
determines  both  the  likelihood  of  incarceration  and  the  terms 
under  which  that  likelihood  can  be  reduced  by  obedience  to 
certain  conditions  of  probation.  It  is  in  fact  a  single  decision 
in  alternate  forms.  By  this  decision-making  procedure,  due  proc- 
ess is  undermined  because  what  is  "due"  is  determined  by  the 
same  authority. 

To  prevent  the  concept  of  due  process  from  becoming  a  mere 
tautology  for  the  enforcement  of  subjective  standards  of  fairness, 
administratively  independent  alternatives  might  be  offered  to 
the  offender.  Thus,  for  example,  after  the  parole  authority  had 
decided  that  the  inmate  was  not  eligible  for  parole,  an  independ- 
ent correctional  agency  could  recommend  reconsideration  of  pa- 
role with  the  added  condition  of  participation  in  a  behavior 
modification  program.  Thus,  inmates  eligible  for  parole  without 
treatment  would  not  have  the  condition  of  treatment  imposed 
upon  them.  Of  course,  many  other  arrangements  are  possible 
and  suitable,  but  the  goal  remains  of  providing  liberty  in  the 
community  through  an  ordered  process  of  decision. 

3.  Equal  Protection 

Although  the  fourteenth  amendment  rather  clearly  prohibits 
the  States  from  denying  to  any  person  within  their  jurisdictions 
the  equal  protection  of  the  law,302  the  equal  protection  clause  was 
called  by  Mr.  Justice  Holmes  "the  usual  last  resort  of  constitu- 
tional arguments."  303  Mr.  Justice  Jackson,  however,  urged  the 
more  frequent  use  of  the  equal  protection  clause :  "I  regard  it  as  a 
salutary  doctrine  that  cities,  States,  and  the  Federal  Government 
must  exercise  their  powers  so  as  not  to  discriminate  between 
their  inhabitants  except  upon  some  reasonable  differentiation 
fairly  related  to  the  object  of  regulation."  304 

The  "last  resort"  of  the  equal  protection  clause  was  used  in 
1942  in  the  famous  case  of  Skinner  v.  Oklahoma,305  7  years  prior 
to  Mr.  Justice  Jackson's  comment  cited  above.  The  relevant  statute 


302  "jsjo  State  shall  make  or  enforce  any  law  which  shall  abridge  the  privileges  or  immu- 
nities of  citizens  of  the  United  States;  nor  shall  any  State  deprive  any  person  of  life,  liberty, 
or  property,  without  due  process  of  law  ;  nor  deny  to  any  person  within  its  jurisdiction  the 
equal   protection   of   the   laws."    United    States    Constitution,    fourteenth    amendment,    sec.    1. 
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permitted  the  sterilization  of  persons  committing  two  or  three 
felonies  as  habitual  criminals.  In  delivering  the  opinion  of  the 
Supreme  Court,  Mr.  Justice  Douglas  noted  that  "A  person  who 
enters  a  chicken  coop  and  steals  chickens  commits  a  felony;  and 
he  may  be  sterilized  if  he  is  thrice  convicted.  If,  however,  he  is  a 
bailee  of  the  property  and  fraudulently  appropriates  it,  he  is  an 
embezzler.  Hence,  no  matter  how  habitual  his  proclivities  for 
embezzelment  are  and  no  matter  how  often  his  conviction,  he 
may  not  be  sterilized."  306  Because  the  statute  was  seen  as  draw- 
ing a  conspicuously  artificial  line  between  intrinsically  similar 
offenses,  it  was  rendered  invalid  on  equal  protection  grounds.307 

It  is  noteworthy  that  the  equal  protection  clause  in  Skinner 
was  applied  to  the  proposed  treatment  of  the  offender  rather 
than  to  a  determination  of  his  guilt.  However,  in  practice,  appel- 
lants often  invoke  the  equal  protection  clause  in  the  treatment 
context,  but  not  successfully.  This  can  be  understood  perhaps 
in  part  if  one  considers  the  general  correctional  context  in 
which  the  disparate  treatment  of  similarly  situated  offenders 
takes  place. 

As  Rubin  et  al.308  have  pointed  out,  the  granting  of  probation 
may  vary  as  much  as  from  5  to  80  percent  of  the  cases  coming 
before  various  judges.  The  percentage  receiving  probation  under 
these  circumstances  does  not  seem  to  be  closely  related  to  sub- 
sequent recidivism.  To  insist  upon  the  clear  drawing  of  distinc- 
tions in  regard  to  appropriate  types  of  treatment  following  pro- 
bation or  release  on  parole  would  seem,  as  the  old  adage  puts  it, 
to  be  straining  at  the  gnat  while  swallowing  the  elephant.  The 
differentiation  of  treatment  recognized  by  the  courts  is  very 
broad. 

In  Buchanan  v.  State,309  the  defendant  challenged  the  Wisconsin 
Sex  Crimes  Act  under  which  he  was  being  treated  beyond  the 
maximum  term  that  could  have  been  imposed  for  his  offense.  His 
primary  challenge  was  on  due  process  grounds.  But  he  also  argued 
from  an  equal  protection  viewpoint  that  because  mentally  ill  per- 
sons have  the  right  to  a  jury  trial  prior  to  involuntary  commitment 
sex  offenders  should  have  that  right.  The  court  disposed  of  the 
equal  protection  argument  by  noting  a  valid  distinction  between 
the  purposes  of  the  commitment  of  the  mentally  ill  person  and 
the  sex  offender.  "There  are  several  germane  distinctions  to  the 
classification  .  .  .  the  most  important  is  that  a  sexual  deviate  is  con- 


307  Mr.  Chief  Justice  Stone  in  a  concurring  opinion  suggested  reaching  the  same  result  us- 
ing the  due  process  clause.  It  is  a  point  worth  considering  because  surely  the  Court  would 
not  have  been  pleased  if  subsequently  the  State  of  Oklahoma  proposed  to  sterilize  all  offend- 
ers, thus  making  no  invidious  discriminations  among  them.  There  has  been  some  tendency 
to  bring  "substantive"  due  process  considerations  within  the  purview  of  the  equal  protection 
clause. 
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fined  because  he  is  dangerous  to  the  public,  and  the  mentally  ill, 
infirm,  or  deficient  person  is  confined  primarily  for  his  own  bene- 
fit and  treatment."  310  Here,  putting  aside  the  therapeutic  treat- 
ment implications  of  the  operative  statute,  the  court  makes  very 
broad  distinctions  that  are  not  likely  to  be  helpful  to  the  offender 
in  challenging  alternative  types  of  therapeutic  treatment  follow- 
ing a  determination  of  his  suitability  for  some  type  of  treatment. 
Nor  would  the  decision  in  the  earlier  case  of  Baxtrom  v.  Herold,311 
which  applied  the  equal  protection  clause  through  the  fourteenth 
amendment  to  insanity  proceedings  whether  they  were  labeled 
as  civil  or  criminal,  seem  to  reach  this  far. 

Thus  far,  though  there  has  been  some  extension  of  the  applica- 
tion of  the  equal  protection  clause,  the  decisions  of  the  courts 
seem  to  be  in  line  with  the  traditional  reluctance  of  courts  to 
intervene  on  equal  protection  grounds  in  matters  of  types  of 
appropriate  treatment  for  offenders.  This  is  generally  the  out- 
come even  when  the  statute  under  which  the  treatment  is  being 
conducted  is  very  vague.  The  mental  health  or  correctional  agency 
is  assumed  to  have  a  level  of  expertise  that  favors  the  development 
of  appropriate  categories  of  treatment  and  the  assignment  of 
persons  to  them.  This  appears  to  be  particularly  the  situation 
when  the  problem  addressed  by  the  court  involves  public  safety 
and  its  solution  is  uncertain.  The  Fourth  Circuit  Court  of  Appeals 
in  Sas  v.  State  of  Maryland 312  directly  declared : 

We  must  also  reject  the  petitioners'  contention  that 
the  Act  upon  its  face  violates  the  equal  protection  clause 
of  the  fourteenth  amendment.  The  preoccupation  of 
society  with  the  problems  of  recidivism  and  rehabili- 
tation, which  show  no  signs  of  solution  by  conventional 
penological  methods,  strongly  support  the  efforts  of 
Maryland  to  seek  a  new  approach.  The  problem  furnishes 
a  rational  basis  for  the  legislature's  efforts  to  set  apart 
a  group  of  convicted  felons  who  were  "demonstrably 
dangerous  to  society  unless  cured  of  their  criminal 
propensities."  313 

Similarly,  the  New  York  Supreme  Court,  Bronx  County,  has  com- 
mented, "When  a  subject  is  within  the  proper  scope  of  the  State's 
police  power,  any  exercise  of  that  power  is  constitutional  if  there 
is  a  rational  basis  for  the  legislative  act,  even  where  the  state  of 
knowledge  is  uncertain  and  conflicting  theories  exist  as  to  the 
problem's  solution."  314 

The  reluctance  of  the  courts  to  intervene  on  equal  protection 
grounds  when  a  treatment  program  is  in  its  early,  developmental 
stages  is  seen  even  more  clearly  in  a  later,  significant  decision 
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by  this  same  court  in  People  ex  rel.  Blunt  v.  Narcotic  Addic- 
tion Control  Commission.315 ,  The  relator  in  this  case,  a  drug 
addict,  contended  that  he  was  not  receiving  treatment  substan- 
tially different  from  prison  inmates  and  that  the  treatment  of- 
fered was  not  effective.  The  treatment  consisted  almost  exclu- 
sively of  voluntary  group  meetings  held  several  times  a  week 
at  which  the  inmates  were  encouraged  to  talk  about  their  prob- 
lems. The  group  meetings  were  conducted  primarily  by  other 
incarcerated  addicts  who  had  progressed  to  a  later  stage  in  the 
program.  No  routine,  professional  treatment  was  offered  to  the 
addicts.  The  court  considered  the  program  not  "totally  without 
merit.  However,  the  evidence  adduced  does  show  serious  flaws 
in  the  present  approach  to  the  problem.  Though  millions  have 
been  spent  setting  up  this  program,  the  results  have  not  been 
too  encouraging.  To  date  only  20-25  criminal  addicts  have  been 
provisionally  designated  as  rehabilitated."  316  The  court  dismissed 
the  relator's  petition  for  habeas  corpus,  however,  and  concluded: 

The  State  Narcotics  Program,  as  administered  by  the 
ASA  [Addiction  Service  Agency],  cannot  be  permitted 
to  stagnate,  nor  can  these  addicts  be  ignored  once  placed 
in  custody.  It  is  apparent  that  what  is  needed  is  some 
objective  administrative  board  not  wedded  to  any  partic- 
ular form  of  treatment  which  can  evaluate  what  pro- 
gress, if  any,  is  being  made,  and  mandate  change  if 
required. 

Still,  whatever  its  present  shortcomings,  New  York 
State's  new  and  revolutionary  approach  to  drug  addic- 
tion and  crime  should  be  given  every  chance  to  succeed. 
Some  addicts  are  participating  in  the  City  program  and 
some  progress  has  been  shown.  The  experimental  nature 
of  this  program  is  obvious,  and  trial  and  error  must 
be  permitted  if  an  effective  and  efficient  program  is 
to  be  evolved.317 

This  same  view  was  later  reaffirmed  in  Stutz  v.  Conboy 318  in 
which  the  relators  contended  on  equal  protection  grounds  that 
the  classification  that  placed  them  in  a  newly  initiated  and  not 
clearly  organized  treatment  program  in  a  correctional  institu- 
tion rather  than  another  facility  was  inappropriate.319  The  court 
took  a  position  of  self-restraint  on  the  matter:  "The  courts  must 
let  the  administrative  agency  with  expertise  work  out  the  spe- 
cifics of  the  program  on  the  basis  of  its  experience  and  should  not 
interfere  to  scuttle  the  program  on  so  tenuous  a  basis."  320 


"e  Within  the  institution,  the  inmates  were  classified  into  three  groups  according  to  their 
respective  levels  of  achievement  in  the  program  and  likelihood  of  release.  This,  if  further  de- 
veloped,  is  analogous  to  contingency  management  programs.   See  supra  Chapter   II,   B. 
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It  appears  that  the  courts  may  allow  administrative  agencies 
considerable  leeway  in  content  and  time  in  developing  new  pro- 
grams for  the  treatment  of  offenders  if  challenged  on  equal  pro- 
tection grounds.  If,  however,  the  sensibilities  of  the  court  are  of- 
fended by  the  nature  of  the  treatment  as  in  Skinner,  the  court 
might  apply  the  equal  protection  clause,  rather  than  relying  on 
a  "substantive"  concept  of  due  process  or  the  less  often  used 
cruel  and  unusual  punishment  clause. 

4.  Privacy 

In  1965  the  case  of  Griswold  v.  Connecticut 321  opened  up  a 
potentially  wide  area  for  the  application  of  the  concept  of  pri- 
vacy. Although  the  facts  of  the  case  appeared  to  call  for  some 
positive  action  in  response  to  the  Connecticut  statute  that  aimed 
at  reducing  illicit  sexual  conduct  by  prohibiting  the  use  of  con- 
traceptives, the  Supreme  Court  might  have  reached  the  result 
on  grounds  narrower  than  a  concept  of  privacy.322  Building  upon 
an  earlier  dissenting  opinion  in  Poe  v.  Ullman™3  which  dealt 
with  largely  the  same  issue  in  Connecticut,  Mr.  Justice  Douglas 
delivered  the  opinion  of  the  Court.  As  he  saw  it,  "[S]pecific 
guarantees  in  the  Bill  of  Rights  have  penumbras,  formed  by 
emanations  from  those  guarantees  that  help  give  them  life  and 
substance  .  .  .  Various  guarantees  create  zones  of  privacy."  324  In 
regard  to  marital  privacy,  Mr.  Justice  Douglas  suggested  that 
"We  deal  with  a  right  of  privacy  older  than  the  Bill  of  Rights — 
older  than  our  political  parties,  older  than  our  school  system."  325 
Mr.  Justice  Goldberg  also  found  that  "the  right  of  marital  pri- 
vacy is  protected,  as  being  within  the  protected  penumbra  of 
specific  guarantees  of  the  Bill  of  Rights  .  .  ."  326 

Close  attention  to  the  context  of  the  Griswold  decision  would 
suggest  that  the  right  being  protected  by  the  holding  was  one 
of  marital  privacy,  though  surely  by  now  the  implications  have 
become  broader.  A  rather  generalized  concept  of  privacy  has 
long  been  suggested.  Over  75  years  ago,  Samuel  Warren  and  Louis 
Brandeis,  disturbed  about  some  newspaper  publicity  in  regard 
to  the  social  activities  of  Mrs.  Warren,  wrote  an  often  quoted 
article,  "The  Right  to  Privacy."327  In  it  they  asserted  that  there 
was  a  right  simply  "to  be  left  alone."  328 

Approximately  50  years  ago,  Roscoe  Pound  recommended  the 
development  of  a  claim  to  private  personality  so  that  "private 
personal  affairs  shall  not  be  laid  bare  to  the  world  and  be  dis- 
cussed by  strangers."  329 

Although  the  concept  of  privacy  was  not  always  recognized 


322  Mr.   Justice   Harlan    in   his   dissent   considered   the   Connecticut   statute   a    violation    of   the 
due  process  clause. 
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explicitly,  it  was  developing  at  least  implicitly  prior  to  Griswold. 
Courts  have  prevented  physical  entry  into  another's  home,330 
giving  credit  information  without  authorization,331  peering  into 
windows,332  and  seizing  certain  material  within  a  home  without 
a  warrant.333  The  concept  of  privacy  since  Griswold  has  had  an 
uncertain  but  basically  promising  history.  Most  clearly,  the 
courts  have  continued  to  uphold  a  privilege  against  unreasonable 
search  and  seizure  including  electronic  eavesdropping.334  On  the 
other  hand,  the  concept  of  privacy  has  not  been  successfully 
used  to  protect  homosexual  relationships  between  prisoners 335 
or  smoking  marijuana.336  In  Nader  v.  General  Motors  Corporation 
the  court  agreed  with  the  plaintiff  that  unauthorized  wiretapping, 
trailing,  and  other  forms  of  investigation  violated  a  constitu- 
tional right  of  privacy.337 

In  view  of  the  still  unclarified  limits  of  the  concept  of  privacy 
as  it  is  being  judicially  developed,  it  may  be  helpful  to  examine 
briefly  some  broader  perspectives  on  privacy  as  they  may  relate 
to  treatment.  A  well  known  definition  of  privacy  is  that  provided 
by  Ruebhausen  and  Brim:  "The  essence  of  privacy  is  no  more, 
and  certainly  no  less,  than  the  freedom  of  the  individual  to  pick 
and  choose  for  himself  the  time  and  circumstances  under  which, 
and  most  importantly,  the  extent  to  which,  his  attitudes,  beliefs, 
behavior,  and  opinions  are  to  be  shared  with  or  withheld  from 
others."  338  This  definition  emphasizes  the  informational  aspects  of 
privacy,  though  perhaps  "attitudes"  or  "beliefs"  could  be  ex- 
panded to  include  emotions  and  feelings.  It  is  this  latter  aspect 
of  privacy,  the  communication  and  sharing  of  emotions,  that 
is  emphasized  by  Fried : 

It  is  my  thesis  that  privacy  is  not  just  one  possible 
means  among  others  to  insure  some  other  value,  but 
that  it  is  necessarily  related  to  ends  and  relations  of 
the  most  fundamental  sort:  respect,  love,  friendship, 
and  trust.  Privacy  is  not  merely  a  good  technique  for 
furthering  these  fundamental  relations;  rather  without 
privacy  they  are  simply  inconceivable.  They  require  a 
context  of  privacy  or  the  possibility  of  privacy  for  their 
existence.  To  make  clear  the  necessity  of  privacy  as  a 
context  for  respect,  love,  friendship,  and  trust  is  to 
bring  out  also  why  a  threat  to  privacy  seems  to  threaten 
our  very  integrity  as  persons.  To  respect,  love,  trust, 
feel  affection  for  others,  and  to  regard  ourselves  as  the 
objects  of  love,  trust,  and  affection  is  at  the  heart  of 
our  notion  of  ourselves  as  persons  among  persons,  and 
privacy  is  the  necessary  atmosphere  for  these  attitudes 
and  actions,  as  oxygen  is  for  combustion.339 
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Taking  a  somewhat  similar  view  of  privacy,  a  Government  re- 
port entitled  Privacy  and  Behavioral  Research,  prepared  by  a 
panel  of  recognized  scholars,  including  Ruebhausen,  suggested, 
"Every  person  lives  in  several  different  worlds,  and  in  each  his 
mode  of  response  may — indeed,  must — be  different.  The  roles  of 
father,  husband,  clerk,  good  neighbor,  union  leader,  school  board 
chairman,  candidate  for  office,  solicitor  of  funds  for  the  local 
church,  call  for  different  responses.  The  right  to  privacy  includes 
the  freedom  to  live  in  each  of  these  different  roles  without  having 
his  performance  and  aspirations  in  one  context  placed  in  another 
without  permission."  340  This  perspective  on  privacy  would  fit 
well  with  the  "zones  of  privacy"  discussed  in  Griswold  341  that 
would  protect  in  particular  the  confidentiality  of  membership  in 
an  organization,  the  right  of  parents  to  educate  their  children  in 
a  school  of  their  choice,  the  right  to  study  any  particular  subject, 
and  the  right  to  have  the  marital  bedroom  free  from  search 
by  the  police. 

Stanley  v.  Georgia  342  developed  the  concept  of  privacy  consider- 
ably further  than  Griswold.  The  Supreme  Court  held  that  the  first 
and  fourteenth  amendments  prohibited  making  mere  possession 
of  obscene  material  a  crime.  In  speaking  for  the  Court,  Mr.  Justice 
Marshall  relied  heavily  upon  a  concept  of  privacy : 

Whatever  may  be  the  justifications  for  other  statutes 
regulating  obscenity,  we  do  not  think  they  reach  into 
the  privacy  of  one's  own  home.  If  the  First  Amend- 
ment means  anything,  it  means  that  a  State  has  no 
business  telling  a  man,  sitting  alone  in  his  own  house, 
what  books  he  may  read  or  what  films  he  may  watch. 
Our  whole  constitutional  heritage  rebels  at  the  thought 
of  giving  government  the  power  to  control  men's  minds.343 

This  was  not  dissimilar  to  a  brief  suggestion  made  by  a  New 
York  court  earlier  in  Pare  v.  Donovan  344  that  privacy  includes  the 
right  to  be  free  of  intrusion  that  would  cause  mental  suffering, 
shame,  or  humiliation. 

Turning  more  specifically  to  the  context  of  treatment,  if  an 
offender  incarcerated  under  an  indeterminate  sentence  will  not 
be  heard  to  complain  about  his  incarceration  and  lack  of  treat- 
ment if  he  refuses  treatment  as  in  Buchanan  v.  State,345  then 
the  groundwork  for  extensive  invasions  of  privacy  through 
treatment  techniques  is  laid.  Although  an  offender  may  waive 
his  right  of  privacy  in  order  to  participate  in  the  "benefits"  of 
treatment,  great  caution  would  be  needed  to  determine  that  such 
a  waiver  was  voluntary.  It  is  unlikely  that  such  a  waiver  could 
be  given  without  at  least  some  duress  to  taint  it  when  treatment 
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is  the  alternative  to  lengthy  incarceration.  Also,  the  doctrine  of 
unconstitutional  conditions  might  be  applicable.346 

But  a  doctrine  that  prevents  offenders  from  obtaining  treat- 
ment on  the  grounds  of  a  potential  or  likely  invasion  of  privacy 
by  treatment  techniques,  when  a  criterion  of  release  is  improve- 
ment, would  be  illogical  and  harsh.  It  could,  in  some  circum- 
stances, have  the  effect  of  preventing  the  offender's  release  on 
the  theory  that  he  was  being  "protected"  from  a  harm  (invasion 
of  privacy)  which  is  almost  certain  to  be  less  severe  than  in- 
carceration. 

If  improvement  is  a  criterion  of  release,  then  effective  treat- 
ment must  be  made  available  to  the  offender  even  though  there 
is  some  diminution  of  privacy.  Limits,  of  course,  must  be  set 
in  regard  to  the  permissible,  therapeutic  incursions  upon  pri- 
vacy. To  help  set  limits,  one  might  use  an  analogy  to  the  doctrine 
of  implied  consent,  whereby  the  criminal  act  itself  gives  a  speci- 
fied group  of  persons  a  privilege  to  inquire  into  certain  matters. 
For  example,  reckless  driving  and  a  resulting  accident  (or  even 
the  consent  to  examine  a  driver's  license  in  some  States)  may 
give  implied  consent  for 'the  police  to  make  blood-alcohol  tests.347 
So  also,  when  an  offender  invades  the  zone  of  privacy  of  another, 
he  may  give  implied  consent  for  limited  incursions  upon  a  related 
zone  of  his  own  privacy.  Some  indication  of  this  view,  though 
implicit,  is  found  in  the  general  reluctance  of  courts  to  deal  favor- 
ably with  offenders  who  refuse  to  cooperate  in  psychiatric  exam- 
inations. 

If  some  incursion  upon  the  offender's  privacy  is  permitted  for 
purposes  of  treatment,  it  probably  should  be  limited  to  those 
zones  of  privacy  related  to  the  offender's  illegal  act  as  just 
suggested.  Thus,  in  the  treatment  of  an  aggressive  offender,  in- 
quiry and  treatment  in  regard  to  aggressive  acts  and  fantasies 
would  seem  quite  appropriate.  Inquiry  into,  and  the  regulation 
of,  the  offender's  financial  matters  might  place  some  burden  of 
explanation  upon  the  therapist,  which,  of  course,  the  therapist 
might  meet  by  showing  that  the  offender's  aggression  usually 
resulted  from  disputes  over  financial  obligations. 

Finally,  it  might  be  noted  that  behavior  modification  tech- 
niques generally  entail  considerably  less  incursion  into  a  range 
of  private  matters  than  do  psychoanalytically  oriented  tech- 
niques. Treatment  by  behavior  modification  techniques  custo- 
marily focuses  on  the  specific  behavior  to  be  changed  and  the 
environmental  contingencies  or  mental  images  directly  related 
to  that  behavior.  Thus,  shoplifting,  for  example,  can  be  treated 
directly 348  without  inquiring  into  the  patient's  early  childhood 
fantasies  or  toilet  training  as  would  be  customary  if  the  pa'  ient's 
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behavior  was  viewed  psychoanalytically  as  a  problem  of  klep- 
tomania. 

5.  Miscellaneous  Provisions 

Since  the  "experiments"  in  silence  conducted  in  the  early 
19th  century  in  American  prisons,349  the  freedom  of  speech 
accorded  to  prisoners  has  greatly  increased.  Although  prison 
authorities  may  still  censor  mail  35°  or  prevent  prisoners  from 
taking  correspondence  courses,351  the  court  is  becoming  increas- 
ingly concerned  about  prisoners'  first  amendment  rights.352  Cen- 
sorship should  not  be  arbitrary  because,  as  one  court  noted,353  it 
would  breed  contempt  and  interfere  with  the  eventual  social 
adjustment  of  the  prisoners.  Of  course,  this  does  not  prevent 
the  curtailment  of  speech  and  assembly  to  maintain  prison 
discipline  and  order. 

In  regard  to  religion,  the  distinction  between  the  freedom  to 
believe  and  the  freedom  to  exercise  that  belief  has  been  particu- 
larly significant.354  This  distinction  permits  the  authorities  to 
encourage  belief  but  also  to  regulate  its  practice  when  it  threat- 
ens prison  discipline.  As  with  freedom  of  speech,  a  denial  of  the 
opportunity  to  worship  or  to  practice  one's  religion  must  have 
a  reasonable  basis.355 

When  the  freedoms  of  speech  and  religion  coalesce,  the  court 
may  be  particuarly  sensitive  to  infringements  not  clearly  re- 
lated to  discipline  or  order.  Peek  v.  Ciccone  356  provides  an  exam- 
ple. The  petitioner  in  this  case,  a  prisoner  convicted  of  robbery, 
underwent  a  religious  experience  in  which  he  came  to  believe 
that  in  his  body,  "the  body  of  a  thief,"  Christ,  a  Jew,  had  re- 
appeared on  earth.  The  petitioner  was  given  a  tranquilizer,  forc- 
ibly on  one  occasion,357  and  the  Rabbi  conducting  services  re- 
fused to  allow  him  to  attend  because  he  was  not  a  Jew  by  birth 
or  choice.  The  court  found  this  policy  governing  religious 
practices  not  unreasonable  because  it  "does  not  restrict  the 
freedom  of  those  confined  tLere  to  belief  in  the  religion  of  their 
choice,  but  it  does  limit  those  who  may  attend  the  services  of 
certain  religious  faiths."358  The  prison  authorities  had  also 
prevented  the  petitioner  from  mailing  a  letter  to  the  Pope  ex- 
plaining his  ideas.  The  court  ordered  the  authorities  "to  mail  a 
respectful  letter  from  petitioner  to  the  Pope  setting  forth  his 
claims  and  beliefs  in  connection  with  the  alleged  fulfillment  of 


382  "Congress  shall  make  no  law  respecting  an  establishment  of  religion,  or  prohibiting  the 
free  exercise  thereof;  or  abridging  the  freedom  of  speech,  or  of  the  press:  or  the  right  of 
the  people  peaceably  to  assemble,  and  to  petition  the  Government  for  a  redress  of  griev- 
ances." United  States  Constitution,  first  amendment. 

■1!7  This  led  to  a  claim  by  the  petitioner  of  cruel  and  unusual  punishment  which  the  court 
dismissed.  See  supra  Chapter  III,  C,  1. 
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the  unrevealed  prophecies  of  Fatima."  359  In  view  of  the  absence 
of  harm  caused  by  such  a  letter,  the  order  of  the  court,  though 
unusual,  seems  appropriate  and  sensitive  to  the  particular  needs 
of  this  troubled  prisoner. 

One  State,  Nebraska,  requires  church  attendance  on  parole 
and  three  other  States  recommend  it.360  Apparently  the  purpose 
of  this  condition  of  parole  is  to  strengthen  or  otherwise  modify 
the  parolee's  religious  beliefs  so  that  his  recidivism  will  be  re- 
duced— a  practice  of  questionable  effectiveness.  In  contrast,  a 
Utah  statute  prohibits  treatment  directed  toward  changing  the 
religious  beliefs  of  persons  receiving  mental  health  services.  It 
reads:  "It  shall  be  a  felony  to  give  psychiatric  treatment,  non- 
vocational  mental  health  counseling,  case-finding  testing,  psy- 
choanalysis, drugs,  shock  treatment,  lobotomy,  or  surgery  to  any 
individual  for  the  purpose  of  changing  his  concept  of,  belief 
about,  or  faith  in  God."  361 

Requiring  attendance  at  church  services  or  participation  in 
religious  services  as  a  condition  of  probation  may  be  prohibited 
on  first  amendment  grounds  though  court  decisions  are  few. 
In  Jones  v.  Commonwealth,362  first  amendment  provisions  were 
applied  within  the  juvenile  court  context.  Two  youths  were  placed 
on  probation  with  eight  conditions.  Among  these,  they  were 
required  to  be  home  every  evening  at  9:30  and  to  remain  there 
unless  escorted  by  an  adult.363  They  were  not  permitted  to  drive 
an  automobile,  and  they  were  to  "attend  Sunday  School  and 
Church  each  Sunday  hereafter  for  a  period  of  one  year,  and  present 
satisfactory  evidence  of  such  attendance  at  the  conclusion  of 
each  month  to  the  Probation  Officer."364  In  reversing  a  prior 
judgment,  the  court  observed  that  "There  is  preserved,  and  as- 
sured to  each  individual  the  right  to  determine  for  himself 
all  questions  which  relate  to  his  relation  with  the  Creator  of  the 
Universe.  No  civil  authority  has  the  right  to  require  any  one  to 
accept  or  reject  any  religious  belief  or  to  contribute  any  support 
thereto."  365 

The  limitations  placed  upon  the  treatment  of  offenders  in 
regard  to  fourth  amendment  rights  have  not  been  well  developed.366 
This  is  most  clearly  seen  in  the  very  wide  latitude  given  to 
probation  and  parole  officers  to  inquire  into  the  personal  life  of 

380  See  Appendix  D. 

M3  This  appears  analogous  to  the  use  of  electronic  tracking  and  monitoring  as  a  condition 
of  parole  or  probation.  The  youths  were  found  delinquent  on  very  slight  evidence  that  they 
had  thrown  some  rocks,  a  misdemeanor.  The  court  found  that  the  offense  did  not  require  the 
supei  vision  of  a  probation  officer  and  therefore  seemed  to  use  a  test  that  weighed  the  se- 
riousness of  the  offense  against  the  extent  of  the  restrictions  imposed  by  the  conditions  of 
probation. 

3m  "The  right  of  the  people  to  be  secure  in  their  persons,  houses,  papers,  and  effects,  against 
unreasonable  searches  and  seizures,  shall  not  be  violated  .  .  ."  United  States  Constitution, 
fourth  amendment. 
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the  offender  and  at  times  to  search  and  seize  without  a  warrant. 
In  three  States,  statutes  provide  that  the  parolee  grant  approval 
for  searches  as  a  condition  of  his  parole.367  A  privilege  to  search 
may  also  be  validly  made  a  condition  of  parole  if  the  parolee 
appropriately  consents.368  A  more  difficult  issue  arises  when  there 
has  been  no  express  condition. 

Although  case  law  is  not  clear,  there  appears  to  be  a  trend 
toward  allowing  a  search  of  the  person  and  the  premises  under 
the  control  of  the  parolee.  In  People  v.  Denne,369  the  Court  of 
Appeal  of  California  permitted  the  search  of  a  parolee's  apart- 
ment when  he  was  not  in  it.  The  parole  officers  entered  the 
locked  apartment  and  found  marijuana.  The  parolee  had  agreed 
as  a  condition  of  his  parole  to  refrain  from  the  use  of  mari- 
juana. The  possession  was  admitted  in  evidence.  The  court  noted, 
"[H]e  continues  at  all  times  to  remain  in  penal  custody,  the  same 
as  the  prisoner  allowed  the  privilege  of  working  on  the 
prison's  'honor  farm'.  Parole  has  simply  pushed  back  the  prison 
walls  for  him,  allowing  him  wider  mobility  and  greater  personal 
opportunity  while  serving  his  sentence."  370  In  People  v.  Kern, 371 
a  probationer  agreed  to  "submit  his  person  and  property  to  search 
and  seizure  at  any  time  of  the  day  or  night  by  any  law  enforce- 
ment officer  with  or  without  a  warrant."  372  In  upholding  this  con- 
dition as  reasonable,  the  court  observed: 

The  condition  of  probation  that  defendant  consent 
to  a  search  of  his  person  by  a  law  enforcement  officer 
without  a  search  warrant  is  a  supervisorial  procedure 
related  to  his  reformation  and  rehabilitation  in  light 
of  the  offense  of  which  he  was  convicted.  With  knowl- 
edge he  may  be  subject  to  a  search  by  law  enforcement 
officers  at  any  time,  he  will  be  less  inclined  to  have 
narcotics  or  dangerous  drugs  in  his  possession.  The  pur- 
pose of  an  unexpected,  unprovoked  search  of  defendant 
is  to  ascertain  whether  he  is  complying  with  his  terms 
of  probation ;  to  determine  not  only  whether  he  dis- 
obeys the  law,  but  also  whether  he  obeys  the  law.373 

Perhaps  going  further  than  these  cases  above,  is  Hacker  v. 
Superior  Court  of  Tulare  County,374  also  involving  drugs.  The 
petitioner  was  committed  under  a  civil  statute  for  treatment  as 
a  narcotics  addict  and  then  released  on  an  "outpatient  status" 
under  supervision  of  a  field  agent.  The  petitioner's  urine  test 
indicated  the  use  of  narcotics  and  the  petitioner  was  subsequently 
arrested  and  his  premises  searched  in  which  a  narcotic  drug 
was  found.  The  court  noted  that  there  was  no  need  to  use  a 


387  See  Appendix  D. 

60 


301 


"constructive  custody"  doctrine  because  there  was  enough  evi- 
dence that  the  petitioner  was  involved  in  a  felony  and  therefore 
the  search  was  incident  to  a  lawful  arrest  with  probable  cause. 
The  court  also  commented,  with  distressing  accuracy,  "  [Peti- 
tioner asserts  that  his  civil  rights  were  not  impaired  by  his  status 
as  an  outpatient,  but  his  distinction  between  a  parolee  and  an  out- 
patient is  not  completely  accurate."  375 

Based  upon  the  above,  there  would  seem  to  be  no  great  restric- 
tion on  the  privilege  of  a  therapist  to  obtain  behavioral  informa- 
tion from  an  offender  on  probation  or  parole  for  the  conduct 
of  the  usual  behavioral  modification  program.376  There  should 
be,  however,  no  undue  interference  with  the  offender's  daily  life 
that  might  constitute  harrassment.  The  constitutionally  permissi- 
ble acquisition  of  information  about  behavior  that  could  be  used 
to  revoke  the  offender's  probation  or  parole  status  presents  the 
serious  problem  of  the  scope  of  therapeutic  confidentiality  and 
privileged  communication.  This  problem  is,  however,  beyond  the 
range  of  the  present  discussion.377 

As  previously  noted,378  a  brief  period  of  confinement  is  some- 
times required  as  a  condition  of  probation.  This  confinement  and 
related  restrictions  on  freedom  are  sometimes  claimed  to  be  a 
violation  of  the  involuntary  servitude  clause  of  the  thirteenth 
amendment.379  However,  this  amendment  is  generally  considered 
to  be  aimed  at  the  abolition  of  slavery  and  was  enacted  in  1865  as  a 
part  of  the  Reconstruction  plans  following  the  Civil  War.  In  1964, 
several  student  protestors  at  the  Berkeley  Campus  of  the  Univer- 
sity of  California  unlawfully  gathered  inside  the  administration 
building  and  upon  arrest  "went  limp"  and  had  to  be  carried  from 
the  building.  As  one  of  the  conditions  of  their  probation,380  they 
were  required  to  spend  four  weekends  at  a  "training  academy"  at 
which  they  would  probably  also  be  required  to  help  clean  up 
"old  and  historic  cemetery  lots."  One  of  their  contentions  upon 
appeal  was  that  this  condition  imposed  involuntary  servitude. 
The  court  dismissed  this  claim,  noting  that  it  was  not  certain 
that  the  appellants  would  be  required  to  perform  manual  labor, 
thus  leaving  the  issue  essentially  unsettled.  The  appellants'  claim 
on  the  grounds  of  involuntary  servitude,  though  imaginative, 
would  probably  not  have  been  successful  even  with  a  clearer  fact 
situation. 


379  "Neither  slavery  nor  involuntary  servitude,  except  as  a  punishment  for  crime  whereof 
the  party  shall  have  been  duly  convicted,  shall  exist  within  the  United  States,  or  any  place 
subject  to  their  jurisdiction."   United   States   Constitution,   thirteenth   amendment,   sec.    1. 
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IV.  Conclusion 


A.  Criminal  Justice  System 

The  discussion  above  has  briefly  described  the  development  of 
behavior  modification  techniques  and  has  indicated  in  broad  out- 
line some  of  the  legislative,  administrative,  and  judicial  approach- 
es related  to  its  regulation.  Although  behavior  modification  tech- 
niques appear  to  be  remarkably  effective  in  some  individual  cases 
when  treated  within  a  clinic  or  laboratory,  there  has  been  no 
broad  scale  application  of  these  techniques  to  offenders.  If  such  a 
broad  scale  application  does  occur,  it  will  have  to  take  place  within 
the  general  context  of  the  criminal  justice  system.  Criticisms  of 
this  system  are  not  difficult  to  find. 

It  has  been  suggested  by  Teeters  that  "It  is  not  just  the  phi- 
losophy of  imprisonment  that  is  'sick'  but  rather,  the  entire  classi- 
cal theory  of  criminal  law.  We  are  operating,  by  and  large,  under 
eighteenth  century  concepts,  all  of  which,  from  police  to  court 
trial  and  sentencing,  are  pathetically  outmoded  and  clamor  for 
outright  change."  381  Similarly,  Barnes  in  an  article  entitled  "Sci- 
entific Treatment"  comments,  "[W]e  cannot  achieve  anything  like 
complete  success  until  the  old  punitive  philosophy  and  the  conven- 
tional prisons  are  abolished,  root  and  branch.  It  is  as  futile  to  try 
to  graft  a  rational  treatment  of  criminals  on  the  traditional  prison 
system  as  it  would  be  to  attach  a  motor  car  to  an  ancient  stage- 
coach." 382 

But  criminologists  are  not  alone  in  their  criticism  of  the  crim- 
inal justice  system.  Thus,  Karl  Menninger  inveighs,  "The  con- 
cept [of  justice]  is  so  vague,  so  distorted  in  its  application,  and 
usually  so  irrelevant  that  it  offers  no  help  in  the  solution  of  the 
crime  problem  which  it  exists  to  combat  but  results  in  the  exact 
opposite — injustice,  injustice  to  everybody."383  This  criticism  is 
not  entirely  inappropriate.  As  a  reflection  of  one  of  the  most  "fero- 
cious" penal  policies  of  any  civilized  country,384  we  presently  have 
approximately  1.3  million  persons  subject  to  correctional  author- 
ity 385  serving  some  of  the  longest  sentences  in  the  world.386 

More  specifically,  the  present  study  shows  tentatively  that  the 
criteria  in  the  statutes  that  are  used  to  define  sex  offenders,  habit- 
ual offenders,  and  drug  addicts  are  often  vague  and  clearly  incon- 
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sistent  among  the  States.387  Further,  the  criteria  used  for  the  re- 
lease of  offenders  from  confinement  under  these  statutes  are  not 
closely  related  to  the  criteria  used  to  incarcerate  them.388  Finally, 
administrative  standards  are  poorly  defined  and  court  intervention 
has  become  necessary  to  safeguard  some  of  the  fundamental 
rights  of  offenders. 

Situations  such  as  this  are  fertile  ground  for  the  development 
of  proposals  for  reform.  (Getting  these  proposals  translated  into 
actual  programs  is  another,  more  unlikely,  event.)  For  example, 
it  is  clear  that  prison  administrators  have  very  great  discretion 
and  that  there  is  much  potential  for  abuse.  Silverberg  suggests 
that,  "[I]n  this  country,  where  trained  and  reliable  staff  is  scarce, 
environment  control  might  best  be  accomplished  by  automating 
much  of  prison  life,  since  it  is  easier  to  see  to  it  that  a  machine 
does  not  abuse  prisoners  than  to  insure  that  a  thoughtless  guard 
will  not."  389  Perhaps  more  promising,  and  likely  of  adoption,  are 
proposals  for  the  treatment  of  offenders  based  upon  concepts 
derived  from  learning  theory.  As  well  pointed  out  by  Schwartz  in 
"A  Learning  Theory  of  Law,"  390  derivatives  of  learning  theory 
may  be  usefully  applied  to  the  understanding  of  the  effects  of 
criminal  sanctions  and  the  classification  of  deviant  behavior. 

B.  Behavior  Modification  Techniques 

Some  of  the  difficulties  in  the  criminal  justice  system,  such 
as  the  inconsistent  definition  of  offenders,  cannot  be  corrected 
merely  by  an  increased  use  of  behavior  modification  techniques. 
On  the  other  hand,  behavior  modification  techniques  are  remark- 
ably well  suited  for  integration  into  the  criminal  justice  system 
because  they,  and  their  underlying  theories,  focus  upon  behavior, 
and  most  offenses  involve  observable  behavior.  Unlike  treatment 
orientations  that  focus  upon  goals  such  as  mental  health,  which  are 
diffuse  and  difficult  to  define,  behavior  modification  goals  are 
readily  measurable.  Thus,  questions  about  the  effectiveness  of  the 
approach  and  its  influence  on  the  criminal  justice  system  can  be 
answered  by  empirical  study  rather  than  by  speculation  unsup- 
ported by  data.391 

The  promise  of  behavior  modification  techniques  lies  not  so 
much  in  accomplishments  to  date  as  in  the  success  of  clinical 
and  laboratory  experiments  and  in  the  general  methodology.  In 


tn  An  example  of  theoretical  speculation  beyond  data,  perhaps  even  beyond  reason,  using 
mental  health  concepts  is  provided  in  an  article  by  McGavran  in  which  the  physician,  with 
other  members  of  the  public  health  team,  may  become  "the  doctor  of  the  body  politic."  In 
this  article  the  entire  community  is  viewed  as  a  patient  to  be  healed  by  the  physician.  Presum- 
ably this  includes  the  police  and  courts  as  well  as  correctional  authorities.  McGavran,  E.  G., 
Scientific  Diagnosis  and  Treatment  of  the  Community  as  a  Patient.  Journal  of  the  American 
Medical  Association,  162:  723-727,  1956. 
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the  area  of  operant  conditioning,  reinforcers  such  as  food,  release 
from  an  institution,  or  money  have  been  successfully  used  to  mod- 
ify delinquent  behavior.  Further  study  needs  to  be  done  on  the  dur- 
ation of  these  changes  in  community  settings.  In  the  area  of  classi- 
cal conditioning,  aversive  stimuli  such  as  emetics  or  electric  shock 
have  been  used  with  alcoholics  and  homosexuals.  The  aversive 
stimulus  in  this  procedure  precedes  by  a  very  brief  interval  the 
behavior  to  be  modified.  This  results  in  a  reduced  frequency  of  the 
behavior  subsequently.  In  another  technique,  aversive  suppression, 
the  aversive  stimulus  follows  the  behavior  to  be  modified.  This  is 
similar  to  the  traditional  procedures  of  punishment. 

Classical  conditioning  with  aversive  stimuli  and  aversive 
suppression  are  unpleasant  for  the  offender  and  legal  coercion  may 
be  required  to  obtain  participation  in  the  treatment  procedures. 
Also,  some  ethical  issues  may  be  raised  in  regard  to  the  extent  to 
which  the  community  may  employ  aversive  procedures  against  an 
offender's  will  to  prevent  predicted,  subsequent  offenses.  In  classi- 
cal conditioning,  however,  there  is  a  newly  emerging  trend  that 
emphasizes  the  pairing  of  pleasant  stimuli  with  behavior  that  com- 
petes with  the  illegal  behavior.  For  example,  heterosexual  behavior 
is  increased  by  conditioning  in  order  to  reduce  homosexual  be- 
havior. The  positive  results  of  this  research  are  encouraging  but 
more  long-term  followup  studies  are  required. 

Electronic  monitoring  and  intervention  systems  have  been  de- 
signed and  used  with  offenders  in  prototype  form.  Large  scale 
systems  have  not  yet  been  used.  Complex  systems  are  in  lab- 
oratory development  that  can  provide  two-way  communication 
with  offenders  in  the  community  as  well  as  the  continual  monitor- 
ing of  their  geographical  location.  It  would  appear  that  much 
crime  can  be  technologically  prevented ;  however,  procedures  need . 
to  be  developed  for  the  effective  regulation  of  the  use  of  this  equip- 
ment to  avoid  undue  coercion  by  the  government. 

Therapeutically,  electronic  systems  can  allow  the  offender  to  re- 
main in  the  community  where  he  must  ultimately  learn  to  live. 
Also,  behavior  modification  techniques  such  as  operant  and  classi- 
cal conditioning  procedures  can  be  remotely  applied.  The  long- 
term  therapeutic  potential  of  these  systems,  independent  of  their 
immediate  crime  prevention  capabilities,  is  the  subject  of  present 
research. 

Behavior  modification  techniques  are  not  tied  exclusively  to  psy- 
chological theory.  They  can  be  theoretically  integrated  with  socio- 
logical concepts  of  crime  causation  and  prevention.  Shah  392  has  de- 
veloped one  of  these  theoretical  integrations.  He  notes : 

It  could  be  demonstrated  that  a  great  deal  of  the  be- 
havior of  organisms  exists  because  of  its  effects  on  the 
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environment.  Most  human  behavior  is  social  because  it 
has  certain  effects  on  other  people,  which  in  turn  helps 
to  establish  certain  schedules  of  reinforcement.  The  same 
reinforcement  paradigm  may  be  extended  to  larger 
groups  of  people  such  as  social  agencies  and  institutions, 
less  well-defined  groups  of  people  involved  in  social  prac- 
tices, codes  of  conduct,  etc.,  and  also  smaller  groups  or 
the  neighborhood  "gang"  of  children.  These  social  prac- 
tices ultimately  refer  to  the  various  sets  of  reinforce- 
ments and  punishments  which  the  people  who  constitute 
the  agency,  institution,  or  group,  apply  to  the  behaviors 
of  other  people.  The  powerful  controlling  and  regulat- 
ing influence  of  social  norms  are  mediated  in  large  meas- 
ure by  the  reinforcing  effects  of  group  approval  and  dis- 
approval. 

Although  the  legal  and  ethical  aspects  of  research  in  behavior 
modification  have  not  been  discussed  herein,  this  is  an  area  that 
needs  further  study.  It  is  likely  that  the  courts  will  allow  some- 
what more  leeway  in  the  development  of  new  techniques  under 
careful  supervision  and  appropriate  procedural  safeguards  than 
in  the  application  of  techniques  already  developed  to  large  popula- 
tions with  general  supervision.3 
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C.  Legal  Regulation 

The  development  of  appropriate  standards  for  the  application 
of  behavior  modification  techniques  requires  some  flexibility  and 
tentativeness.  Although  judicial  and  legislative  opinion  is  now 
helpful  in  setting  the  outer  limits  of  permissible  treatment,  re- 
strictive case  law  and  statutes  based  upon  inadequate  information 
are  likely  to  prevent  an  advantageous  development  of  new  knowl- 
edge and  more  effective  techniques.  There  needs  to  be  an  oppor- 
tunity for  conceptual  changes  in  the  treatment  of  offenders,  at 
least  until  a  higher  degree  of  therapeutic  success  is  achieved. 
Thomas  Szasz  has  often  quoted  Seymour  Krim  to  the  effect  that 
the  vocabulary  and  definitions  of  psychiatry  have  become  a  "noose 
around  the  neck  of  the  brain."  394  Similarly,  the  vocabulary  and 
definitions  of  law  should  not  unduly  restrict  the  logical  develop- 
ment of  the  field  of  behavior  modification  as  they  would  if  they 
were  the  predominant  terms  determining  its  growth. 

Rather  than  relying  upon  case  law  or  statutes,  more  flexibility 
and  conceptual  integrity  could  be  obtained  by  having  professional 
organizations  and  practitioners  establish  internal  standards  and 
guidelines.  Courts  and  legislatures  could  then  look  to  these  stand- 
ards in  resolving  difficult  problems.   The   development  of  these 
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standards  will,  of  course,  require  openly  confronting  some  very 
difficult  policy  issues.  For  example,  the  present  practice  of  the  civil 
commitment  of  offenders  for  "treatment"  often  results  in  the  long- 
term  preventive  detention  of  some  property  offenders  or  persons 
of  undetermined  dangerousness.395  This  practice  now  probably 
could  not  be  directly  mandated  by  legislatures.  As  behavior  thera- 
pists move  out  of  the  laboratory  and  private  clinic  into  the  crimi- 
nal justice  system,  they  will  certainly  be  involved  in  this  issue  be- 
cause criminal  behaviors  will  have  to  be  assigned  expected 
frequencies  prior  to  treatment. 

The  application  of  behavior  modification  techniques  to  the  be- 
havior of  offenders  necessarily  involves  some  view  of  the  relation- 
ship of  the  State's  coercive  power  to  the  individual.  Silverberg 
has  suggested  that  because  foreseeable  future  prisons  are  likely  to 
be  closed  societies,  "[W]e  should  begin  to  think  about  operating 
them  so  as  to  derive  maximum  benefit  from  their  totalitarian  na- 
ture, rather  than  sweeping  this  characteristic  under  the  rug."  396 
Further,  "The  community  need  not  protect  a  man's  right  to  be  a 
criminal  by  refusing  to  change  his  criminal  mind  (and  through 
it,  his  criminal  behavior)  without  his  consent."  397 

In  contrast,  one  might  take  more  nearly  the  view  of  the  "com- 
munity" as  de  Toqueville  saw  it.  In  this  view,  the  legal  order  in  a 
democracy  is  based  upon  reciprocal  relationships  which  include 
both  complimentary  and  conflicting  viewpoints.  A  democratic  or- 
der, or  "ordered  liberty,"  does  not  rely  primarily  upon  political 
or.  therapeutic  power.  Of  course,  coercive  power  must  sometimes  be 
used  when  the  behavior  of  offenders  restricts  unduly  the  freedom 
of  others,  for  example,  attacks  on  persons  using  public  streets. 
The  harm  is  not  only  measured  by  the  actual  frequency  of  attacks 
but  also  their  assumed  recurrence  that  would  make  people  fearful 
of  leaving  their  homes,  thus  restricting  their  freedom  of  move- 
ment. On  the  other  hand,  some  private,  consensual  acts  between 
persons,  now  considered  crimes,  would  be  permitted.  The  physi- 
cal restraint  of  offenders,  who  are  also  citizens,  would  be  limited 
to  that  which  was  necessary  to  maximize  the  freedom  of  action  and 
thought  in  the  community.  In  this  view,  the  long  and  ineffective 
sentences  of  imprisonment  now  often  used  would  need  to  be 
changed.  Such  changes,  however,  are  more  nearly  matters  of  pub- 
lic policy  than  therapeutic  technique. 

Whether  legal  institutions  can  regulate  the  coercive  potential 
of  behavior  modification  techniques  toward  the  implicit  jurispru- 
dential values  of  "fairness"  and  "justice"  is  an  open  question.  The 
necessary  constitutional  provisions  appear  to  be  available  but  too 
infrequently  applied  to  specific  cases  to  be  clear  in  outline.  This 
appears  to  be  not  so  much  the  result  of  judicial  reluctance  as  the 
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absence  of  firm  information  about  the  effects  of  behavior  modi- 
fication techniques  on  sizeable  populations  of  offenders.  When  such 
information  becomes  reliable,  it  may  help  to  shape  judicial  opin- 
ion so  that  the  legal  limits  and  leeway  of  application  become  more 
clear. 

Very  much  more  needs  to  be  learned  about  the  potential  effects 
of  behavior  modification  techniques.  Although  considerable  gains 
have  been  made  over  the  past  15  years  of  research,  one  is  reminded 
of  Phaedrus'  mountain: 

A  mountain  was  in  labour,  sending  forth  dreadful 
groans,  and  there  was  in  the  region  the  highest  expec- 
tation. After  all,  it  brought  forth  a  mouse.393 

But  perhaps,  we  will  not  be  too  criticized  if,  with  occasional 
glimpses  of  success,  we  continue  to  hope  for  genuinely  effective 
and  humane  procedures  for  changing  those  behaviors  that  have 
so  long  troubled  men  and  caused  them  to  be  troubled. 
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Appendix  A 

Statutes  Related  to  Sex  Offenders* 


Ala.  Code  title  15,  sees.  434-451  (Supp.  1967) . 

Ariz.  Rev.  Stat.  Ann.  sees.  13-1271  thr.  1274  (1956). 

Cal.  Welf.  &  Inst'ns.  sees.  6300  thr.  6330,  6450  thr.  6457   (West 

Supp.  1969). 
Colo.  Rev.  Stat.  Ann.  sees.  39-19-1  thr.  10  (1963) . 
Conn.  Gen.  Stat.  Ann.  sec.  17-244  (1958). 
D.C.  Code  Encycl.  Ann.  sees.  22-3503  thr.  3510  (1958). 
Fla.  Stat.  Ann.  sec.  917.12  (Supp.  1969). 
Ga.  Code  Ann.  sec.  77-539  (1957). 

111.  Ann.  Stat.  ch.  38,  sees.  105-1.01  thr.  12  (Smith-Hurd  1969). 
Ind.  Ann.  Stat.  sees.  9-3401  thr.  3404;  3406  thr.  3412    (Burns 

Supp.  1969). 
Iowa  Code  sees.  225A.1  thr.  15  (1946). 
Kan.  Stat.  Ann.  sees.  62-1534  thr.  1537  (Supp.  1968). 
Mass.  Gen.  Laws  Ann.  ch.  123A,  sees.  1  thr.  10  (1969). 
Mich.  Comp.  Laws  sec.  330.54  (1967). 
Minn.  Stat.  Ann.  sees.  526.09  thr.  11  (1959) . 
Mo.  Ann.  Stat.  sees.  202.700  thr.  770  (Vernon  1959) . 
Neb.  Rev.  Stat.  sees.  29-2901  thr.  2907  (1964). 
Nev.  Rev.  Stat.  sees.  207.151  thr.  157  (1967). 
N.H.  Rev.  Stat.  Ann.  sees.  173.2  thr.  16  (1968). 
N.J.  Rev.  Stat.  sees.  2A:164-3  thr.  13  (1968). 
N.D.  Cent.  Code  sec.  12-30-12  (1960). 
Ohio  Rev.  Code  Ann.  sees.  2950.01  thr.  99  (Page  1969). 
Ore.  Rev.  Stat.  sees.  426.510  thr.  670  (1953). 
Pa.  Stat.  Ann.  title  19,  sees.  1166  thr.  1174  (1958) . 
Tenn.  Code  Ann.  sees.  33-1301  thr.  1305  (1956). 
Utah  Code  Ann.  sees.  77-49-1  thr.  8  (1953). 
Vt.  Stat.  Ann.  title  18,  sees.  8501  thr.  8506  (1957) . 
Va.  Code  Ann.  sees.  53-278.2  thr.  3  (1950). 
Wash.  Rev.  Code  Ann.  sees.  71.06.010  thr.  260;  72.25.010  thr.  040 

(1950). 
W.Va.  Code  Ann.  sees.  27.6A-1  thr.  20  (1966). 
Wis.  Stat.  Ann.  sec.  959.15  (West  1969). 
Wyo.  Stat.  Ann.  sees.  7-348  thr.  362  (1957). 


♦Statutes   cited  were  used   in   statistical   analyses,   Chapter   III. 
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Appendix  B 

Statutes  Related  to  Habitual  Offenders* 


Ala.  Code  title  15,  sec.  331  (1959) . 

Alaska  Stat.  Ann.  sees.  12.55.040  thr.  070  (Supp.  1969). 

Ariz.  Rev.  Stat.  Ann.  sees.  13-1649  thr.  50  (Supp.  1969). 

Ark.  Stat.  Ann.  sees.  43.2328  thr.  2330  (Supp.  1967). 

Cal.  Penal  sees.  3047  thr.  3050  (West  Supp.  1968). 

Colo.  Rev.  Stat.  Ann.  sees.  39-13-1  thr.  3  (1963). 

Conn.  Gen.  Stat.  Ann.  sees.  54-118a,b  (Supp.  1969). 

Del.  Code  Ann.  title  11,  sees.  3911  thr.  3912  (Supp.  1969) . 

D.C.  Code  Encycl.  Ann.  sec.  22-104  (Supp.  1967). 

Fla.  Stat.  Ann.  sees.  775.09  thr.  11  (Supp.  1965). 

Hawaii  Rev.  Laws  sec.  43-2328  (Supp.  1965). 

Idaho  Code  Ann.  sec.  19-2514  (Supp.  1969). 

Ind.  Ann.  Stat.  sees.  9.2207  thr.  2208  (Burns  Supp.  1956). 

Iowa  Code  sees.  747.1  thr.  7  (Supp.  1969). 

Kan.  Stat.  Ann.  sec.  21-107a  (Supp.  1964). 

Ky.  Rev.  Stat.  Ann.  sec.  431.190  (1962). 

La.  Rev.  Stat.  Ann.  sec.  15.529.1  (West  1967). 

Me.  Rev.  Stat.  Ann.  title  15,  sec.  1742  (1964). 

Mass.  Gen.  Laws  Ann.  ch.  279,  sec.  25  (Supp.  1969) . 

Mich.  Comp.  Laws  sees.  769.10  thr.  13  (Supp.  1968). 

Minn.  Stat.  Ann.  sees.  609.155  thr.  16  (Supp.  1964). 

Miss.  Code  Ann.  sec.  4004-03  (Supp.  1969). 

Mo.  Ann.  Stat.  sees.  556.280,  556.290,  560.161  (Vernon  Supp. 

1968). 
Neb.  Rev.  Stat.  sees.  29.2221  thr.  2222  (1943). 
Nev.  Rev.  Stat.  sec.  207.010  (Supp.  1968). 
N.H.  Rev.  Stat.  Ann.  sec.  591.1  (Supp.  1955). 
N.J.  Rev.  Stat.  sees.  2A:85-12  thr.  13  (Supp.  1969). 
N.M.  Stat.  Ann.  sees.  40A-29-5  thr.  8  (1953). 
N.Y.  Penal  sec.  70.10  (McKinney  1967). 
N.C.  Gen.  Stat.  sees.  14-7.1  thr  6  (Supp.  1967). 
N.D.  Cent.  Code  sec.  12.06-21  (1960). 

Ohio  Rev.  Code  Ann.  sees.  2961.11  thr.  13  (Page  Supp.  1969). 
Okla.  Stat.  Ann.  tit.  21,  sees.  51  thr.  54  (Supp.  1969). 
Ore.  Rev.  Stat.  sees.  168.015  thr.  .090  (1953). 
Pa.  Stat.  Ann.  title  18,  sec.  5108  (Purdon  Supp.  1963). 
R.I.  Gen.  Laws  Ann.  sec.  12-19-21  (1956). 
S.C.  Code  Ann.  sec.  17-553.1  (1962). 
S.D.  Code  sees.  22-7-1  thr.  5   (Supp.  1967). 


♦Statutes   cited   were   used    in    statistical    analyses,    Chapter    III. 
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Term.  Code  Ann.  sees.  40-2801  thr.  2807  (Supp.  1955) 

Tex.  Penal  Code  Ann.  art.  61  thr.  64  (1952). 

Utah  Code  Ann.  sees.  76-1-18  thr.  19  (1953). 

Vt.  Stat.  Ann.  title  13,  sec.  11  (1958) . 

Va.  Code  Ann.  sees.  20-46,  53-296  (Supp.  1966). 

Wash.  Rev.  Code  Ann.  sec.  9.92.090  (1961). 

W.  Va.  Code  Ann.  sees.  61-11-18  thr.  21  (1966). 

Wis.  Stat.  Ann.  sec.  939.62  (West  1958). 

Wyo.  Stat.  Ann.  sees.  6-9  thr.  11  (1959). 
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Appendix  C 

Statutes  Related  to  Drug  Addicts* 


Ala.  Code  title  22,  sees.  249  thr.  255  (1959). 

Ariz.  Ann.  Stat.  sees.  36.1062  thr.  .03  (1969) . 

Ark.  Stat.  Ann.  sees.  82.1051  thr.  1061  (Supp.  1969). 

Cal.  Welf.  and  Inst'ns.  sees.  6350  thr.  6362,  6400  thr.  6408  (West 

Supp.  1969). 
Conn.  Gen.  Stat.  Ann.  sees.  19.486  thr.  502  (1969). 
Del.  Code  Ann.  title  16,  sec.  4714  (1953) . 
D.C.  Code  Encycl.  Ann.  sees.  21-1301  thr.  1304,  24-601  thr.  615, 

(1968). 
Fla.  Stat.  Ann.  sees.  398.18  thr.  22  (1941). 
Ga.  Code  Ann.  sec.  79A-818  (Supp.  1968). 
Hawaii  Rev.  Laws  sees.  82-1052  thr.  1053  (1965). 
Idaho  Code  Ann.  sees.  66.316,  37-2722  thr.  2723,  37-3101  thr. 

3110  (Supp.  1969). 
111.  Ann.  Stat.  ch.  23,  sees.  3501  thr.  3508   (Smith-Hurd  1968). 
Ind.  Ann.  Stat.  sees.  10-3538,  10-3538a   (Burns  Supp.  1969). 
Iowa  Code  sees.  224.1  thr.  5  (1946). 
Kans.  Stat.  Ann.  62-1538  thr.  1540  (1964) . 
La.  Rev.  Stat.  Ann.  sees.  40-961  thr.  962  (1965). 
Me.  Rev.  Stat.  Ann.  sees.  22.1351  thr.  1355  (1964). 
Md.  Ann.  Code  art.  16,  sec.  49  (1966). 
Mass.  Gen.  Laws  Ann.  ch.  123,  sees.  62  thr.  65  (1969) . 
Mich.  Comp.  Laws  Ann.  sees.  330.18,  330.18a  (1967). 
Minn.  Stat.  Ann.  sees.  254.01  thr.  11  (1959). 
Miss.  Code  Ann.  sees.  436.01  thr.  09  (Supp.  1967). 
Mo.  Ann.  Stat.  sec.  195.010  (1962). 
Mont.  Rev.  Code  Ann.  sec.  66.1517  (1947). 
Neb.  Rev.  Stat.  sees.  83.701  thr.  707  (1943). 
Nev.  Rev.  Stat.  sees.  433.248  thr.  290  (1967). 
N.J.  Rev.  Stat.  Ann.  sees.  30 :6C-1  thr.  10  (Supp.  1969). 
N.M.  Stat.  Ann.  sees.  54.7.35  thr.  43  (1952). 
N.Y.  Mental  Hygiene  sees.  200  thr.  213  (McKinney  Supp.  1969). 
N.C.  Gen.  Stat.  sees.  35-1  thr.  35-5  (1966) . 
N.D.  Cent.  Code  sees.  25-03-07  thr.  11  (1969). 
Okla.  Stat.  Ann.  title  63,  sees.  470.11  thr.  12,  title  43A,  sec.  451 

(Supp.  1969). 
Ore.  Rev.  Stat.  sees.  475.010  thr.  990  (1953). 
Pa.  Stat.  Ann.  title  50,  sees.  2061  thr.  2069  (1969). 
R.I.  Gen.  Laws  Ann.  sees.  21-28-56  thr.  67  (1956). 


•Statutes   cited   were  used   in   statistical  analyses,   Chapter  III. 
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Tenn.  Code  Ann.  sec.  33-919  (1968). 

Tex.  Penal  Code  art.  725c  (Supp.  1969). 

Utah  Code  Ann.  sec.  76-42-9  (Supp.  1969). 

Vt.  Stat.  Ann.  title  18,  sees.  8401  thr.  8405  (1957) . 

Wash.  Rev.  Code  Ann.  sees.  69.32.010  thr.  960  (1950) 

W.  Va.  Code  Ann.  sees.  27.6.1  thr.  8  (1966). 

Wis.  Stat.  Ann.  sees.  51.09, 161.28  (West  Supp.  1969). 
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Psychedelic  drugs  have'  been  used  for  individual  jisyt  hotherapy 
in  prison  settings.  This  paper  outlines  two  studies  that  explore 
the  use  of  psychedelic  drugs  in  correction.  In  lL>hl  Timothy 
Leary  and  Walter  Houston  Clark  administered  psilcxybin  t<> 
thirty-three  prisoners  at  the  Massachusetts  Correctional  hisii 
tufion.  This  program  termed  to  have  positive  effects  on  the 
inmate-subjects.  William  II  L\le  gave  doses  of  LSI)  to  in  mate- 
addicts  from  the  Clinical  Research  Center  in  Lexington,  h'y. 
L.yle's  treatment  indicates  that  LSD  can  accelerate  certain  form.) 
of  psychotherapy.  Since  long-term  follow-ups  were  not  made  on 
either  study,  their  full  value  cannot  be  determined.  However, 
these  two  programs  do  indicate  that  further  research  should  be 
conducted  on  the  use  of  psychedelic  drugs  in  the  correctional 
setting. 


/"[TUW       CORRECTIONAL       PRACTITIONERS 

-T  are  even  aware  that  LSD, 
psilocybin,  and  other  psychedelic 
(hallucinogenic,  psychotomimetic, 
or  "consciousness  expanding") 
drugs  have  been  proposed  as  pos- 
sible tools  for  the  treatment  of 
criminal  offenders.  Nevertheless, 
two  studies,  one  by  Leary  and 
Clark  (1963)  and  the  othei  by 
Lyle  (1968),  have  explored  the 
use  of  psychedelic  drugs  in  correc- 
tional settings.  The  results  from 
these  studies  indicate  that  such 
drugs  may  have  a  useful  and  im- 
portant    role     to     play     in     modern 


correction.  This  paper  summarizes 
the  studies  and  offers  a  theoretical 
analysis  of  the  interpersonal  factors 
involved  in  such  treatment. 

This  paper  does  not  argue  lot  or 
against  the  use  of  psychedelic  drugs 
in  correction.  Nor  does  the  theoreti- 
cal analysis  here  attempt  to  explain 
fully  the  dynamics  of  therapy  using 
psychedelic  drugs.  The  purpose  ol 
this  paper  is  to  bring  two  little 
known,  scientilic  studies  to  the  at- 
tention of  the  correctional  commu- 
nity and  to  stimulate  some  funnel 
thought  on  the  use  ol  psychedelic 
drugs  in  correctional  treatment. 
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Group  Therapy  with  Psilocybin 

The  earliest  study  on  the  use  of 
psychedelic  drugs  in  correction  was 
conducted  by  Timothy -L«*f»rv  Lthen 
associa te  professor  of  psychology  ^' 
Harvard  University)  at  the  Massa- 
chusetts Correctional  Inttimtinn  in 
Concord.  It  was  reported  by  Leary 
and  Waiter  Houston  Clark  (profes- 
sor of  psychology  of  religion  at  An- 
dover  Newton  Theological  School) 
in  an  article  entitled  "Religious  Im- 
plications of  Consciousness  Expand- 
ing Drugs,''  which  appeared  in  Reli 
gious  Education. ' 

Earlier  Stl  dies 

Leary's  study  at  MCI  was  an  ex- 
tention  of  his  earlier  research  con- 
ducted at  Harvard  University's  Cen- 
ter for  Research  in  Personality.  In 
these  earlier  studies  Leary  and  his 
associates  administered  psilocybin  to 
over  four  hundred  volunteers — grad- 
uate students,  faculty  members  and 
artists — and  came  up  with  three 
findings: 

1.  Psilocybin  was  found  to  be  safe 
for  human  consumption,  producing 
no  long-term  ill  effects  (physical  or 
psychological) . 

2.  A  definite  relationship  was 
found  to  exist,  between  the  setting, 
social  as  well  as  physical,  in  which 
the  drug  was  taken  and  the  effects 
that  the  drug  had  on  the  taker. 

3.  Most  subjects  reported  that  the 
experience  had  "helped"  them — 66 
per  cent  found  the  experience  pleas- 
ant and  would  be  willing  to  try  it 
again,  62  per  cent  felt  that  their  lives 
had  been  changed  for  the  better,  and 
55  per  cent  reported  that   they  had 


1.  T.  Leary  and  W.  H.  Clark.  "Religious 
Implications  of  Consciousness  Expanding 
Drugs,"  Religious  Education,  vol.  58,  1963. 
pp.  251  56. 


learned    "a   great    deal"    or    had   ex- 
perienced "dramatic  insights." 

According  to  Leary,  "Another 
surprising  result  was  the  frequent 
use  of  religious  terminology  to  ex- 
plain the  reactions.  Less  than  ten  per 
cent  of  our  original  sample  were 
orthodox  believers  or  churchgoers, 
yet  such  terms  as  'God,'  'divine,' 
'deep  religious  experience,"  'meeting 
the  infinite,'  occurred  in  over  half  of 
the  reports."  The  question  that  arose 
in  Leary's  mind  was,  "Were  these 
insightful,  life-changing,  conversion- 
type  reactions  simply  transient  in- 
toxications, or  could  they  be  made  to 
stick?" 


Psilocybin  Session  in  a  Prison 
Setting 

Leary's  study  at  the  Massachusetts 
Correctional  Institution  was  de- 
signed to  answer  the  above  question. 
He  selected  a  prison  population  for 
three  reasons:  (1)  The  penitentiary 
recidivism  rate  would  measure  the 
success  of  the  experience  as  a  reha- 
bilitative influence.  (2)  Prisoners 
had  proven  highly  resistant  to  more 
traditional,  verbal  psychotherapy. 
(3)  Prisoners  had  proven  reluctant 
to  accept  moral  and  religious  blan- 
dishments of  a  more  traditional  sort. 

The  officials  of  the  institution  se- 
lected the  original  sample  of  six 
maximum  security  inmates.  In  all, 
thirty-eight  inmates  were  invited  to 
participate,  and  all  but  two  accepted. 
The  original  six  inmates  took  a  series 
of  psychological  tests  and  attended 
three  orientation  sessions. 

The  psilocybin  session  took 
place  in  a  prison  hospital  confer- 
ence room  equipped  with  six  cots, 
a  large  table,  and  a  record  player. 
The  first  session  took  place  in 
March  1961  with  the  original  six 
inmates,    Dr.    Leary,    and    two   grad- 
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uate  students  in  attendance.  After 
Leary  took  the  psilocybin,  three  of 
the  inmates  took  the  drug.  The 
remaining  three  inmates  and  the 
two  graduate  students  acted  as  ob- 
servers in  the  morning  session  and 
switched  roles  with  Leary  and  the 
three  other  inmates  in  the  after- 
noon. 

Leary  gave  the  following  account 
of  his  initial  communication  with  an 
inmate  in  this  unorthodox  group 
therapy  session: 

The  psychologist  wanly  asked  another 
inmate  how  he  felt.  A  weak  forced  smile, 
"OK,  I  guess,  Doc"  The  psychologist 
replied,  "Well,  I'm  scared,  I  feel  lousy!" 
The  two  pairs  of  eyes  met.  "Well,  Doc, 
now  that  you  mention  it,  I'm  scared, 
too!"  Then  laughter,  relaxation,  trust 
flooded  the  room.  The  oldest  human 
experience — caught  together  in  dark, 
limitless  space  and  then  the  recognition 
of  the  basic  paradox  and  the  basic  reso- 
lution— we  are  all  one — we're  all  in  it 
together — trust  and  share,  it's  the  only 
way  out.  The  sun  was  suddenly  out  and 
another  long  night  of  the  soul  was 
ended.* 

Beneath  Leary 's  heavy  prose  it  is 
apparent  that  doctor  and  patient 
established  an  excellent  rapport  be- 
cause of  the  shared  experience  of  the 
psilocybin  "trip"  and  the  common 
feelings  of  depression  and  fear  en- 
countered in  the  early  stage  of  the 
experiment.  I  suggest  that  this  may 
account  for  the  success  of  Leary 's 
program.  The  inmates  and  the  ther- 
apists in  this  case  had  a  feeling  of 
oneness  that  is  not  present  in  most 
group  therapy  sessions,  especially 
group  therapy  occurring  in  prison 
settings. 

In  the  months  that  followed,  Leary 
and  seven  associates  from  Harvard 
shared   over  one   hundred   such   ses- 


2.  Ibid. 


sions  with  thirty-three  convicts. 
Leary  found  the  inmates  who  panic 
ipated  more  "serene,  illuminated, 
and  serious"  than  any  other  group 
with  which  he  and  his  associates  had 
shared  such  drug  experiences.  Mo- 
ments of  panic  and  paranoia  were 
rare  and  presented  no  real  danger  !«• 
the  participants  of  the  program. 

Results  of  Psychedelic  Experiences 

One  classical  result  of  the  psy- 
chedelic experience  is  the  awakening 
to  broader  perspectives — "the  sudden 
insight  that  one  has  been  living  in  a 
narrow  space-time-self  context." 
Such  an  insight  is  apt  to  further  the 
goals  of  group  therapy,  especially  in  a 
correctional  setting.  In  his  program, 
Leary  established  a  group  setting 
where  every  member  achieved  the 
same  insight  at  much  the  same  time. 
The  potential  of  a  situation  like  this 
is  likely  to  be  tremendous. 

Another  classical  result  of  the 
psychedelic  experience  is  the  mysti- 
cal experience — for  example,  the 
sudden  feeling  that  you  understand 
all  of  reality.  Death-rebirth  experi- 
ences also  fit  under  this  heading.  All 
reports  of  psychedelic  experiences 
include  such  descriptions,  and  Leary 
found  that  his  inmate-subjects  were 
no  exception  to  this  generalization. 

With  his  thirty-three  convicts,  as 
with  his  over-400  Harvard  subjects, 
Leary  found  that  the  descriptions  of 
their  experiences  were  heavily  laced 
with  religious  terms.  The  insights 
achieved  were  often  the  classic  "all  is 
one"  or  "Thy  will  be  done"  type  of 
mystical-conversion  reaction.  Once 
more  Leary  found  ample  reason  to 
believe  that  psychedelic  experience  is 
essentially  religious. 

The  subjects  took  a  series  of  psy- 
chological  tests  before  and  after  their 
part  in  the  program.  The  results  of 
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these  tests  showed  statistically  sig- 
nificant increases  in  socialization, 
tolerance,  responsibility,  and  insight. 
At  the  same  time  significant  de- 
creases were  noted  in  psychopathic 
tendencies,  hostility,  and  cynicism. 
These  results  seem  to  show  change 
of  a  desirable  nature.  Thev  were 
further  supported  by  evidence  of 
improved  institutional  adjustment, 
reflected  in  ratings  by  prison  officers. 

At  the  time  Leary  and  Clark  pub- 
lished their  findings  (1963),  twenty- 
four  of  Leary 's  subjects  had  been  on 
parole  an  average  of  ten  months.  Of 
all  inmates  released  from  the  Massa- 
chusetts Correctional  Institution,  50 
to  70  per  cent  return  within  eight 
months.  Of  Leary's  twenty-four  sub- 
jects, only  five  (21  per  cent)  had 
been  returned — all  for  technical 
parole  violations,  not  for  new  crimi- 
nal offenses.  In  Leary's  words,  "Sev- 
enty-five per  cent  are  holding  their 
own  against  stiff  winds  and  treach- 
erous currents."3 

Since  a  long-term  follow-up  was 
never  conducted,  the  full  value  of 
Leary's  program  cannot  be  assessed. 
His  inmate-subjects  seemed  to  be 
moving  in  desirable  directions  and 
undergoing  desirable  changes.  How- 
ever, the  permanency  of  these  effects 
is  not  established. 

LSD  Therapy  with  Drug  Addicts 

The  second  study  on  the  vise  of 
psychedelic  drugs  in  correction  was 
conducted  by  William  H.  Lyle,  chief 
psychologist  of  the  United  States 
Penitentiary  in  Marion,  111.,  and  di- 
rector scientist  of  the  U.S.  Public 
Health  Service  at  that  penitentiary. 
Lyle  is  also  the  president-elect  of  the 
American  Association  of  Correctional 
Psychologists.  His  study  was  reported 


S.  Ibid. 


in   an   article  entitled   "ANejt— psy- 
chotherapeutic   Techniqug*ffox!lahe 

Sociopathic      Offrnrter^^Jn C.qxrer- 

t  itryrtrhgggfc  oJogTst . 4 
"Tylers subjects  (both  male  and 
female)  were  called  sociopaths  (or 
psychopaths)  according  to  an  old 
definition  of  sociopathy  that  defines 
drug  addicts  as  sociopaths.  They 
were  inmates  at  the  U.S.  Public 
Health  Service  Clinical  Research 
Center,  a  correctional  institution  for 
drug  addicts  in  Lexington,  Ky. 

Earlier  Research 

Earlier  research  on  LSD-25  (ly- 
sergic acid  diethylamide)  was  con- 
ducted at  the  National  Institute  of 
Mental  Health's  Addiction  Research 
Center,  located  in  the  Clinical  Re- 
search Center,  using  inmate- 
volunteers  as  subjects.  Several  sub- 
jects reported  that  they  were  able  to 
manipulate  the  hallucinations  pro- 
duced by  the  drug.  Others  said  they 
had  experienced  insights  that  were 
curative  and  asked  to  be  allowed  to 
end  their  participation  in  the  proj- 
ect. 

In  the  course  of  the  study  the 
researchers  discovered  that  a  sub- 
ject's hallucinations  could  be 
brought  under  hypnotic  control  by 
an  experienced  therapist.  They  also 
found  that  a  subject  under  the  si- 
multaneous influence  of  LSD  and 
hypnotism  could  be  guided  through 
a  range  of  emotional  responses,  be 
induced  to  discuss  sensitive  topics 
without  resistance,  and  be  led  to 
acknowledge  guilt,  shame,  fear,  etc. 

LSD  Session  in  a  Prison  Setting 

In  these  findings  Lyle  saw  a  poten- 
tial for  overcoming  the  extreme  re- 

4.  W.  H.  Lyle.  "A  New  Psychotherapeutic 
Technique  for  the  Sociopathic  Offender," 
Correctional  Psychologist,  vol.  3,  1968,  pp.  6-9. 
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sistance  encountered  in  individual 
psychotherapy  in  the  prison  setting. 
Therefore,  volunteers  were  sought 
from  the  inmate  population  for  par- 
ticipation in  Lyie's  unspecified  ex- 
periment in  psychotherapy.  Inmates 
who  were  in  poor  health  or  who 
failed  either  of  two  tests  of  suggest- 
ibility (hand  clasp  and  postural 
sway)  were  eliminated  from  the 
subject  pool.  The  actual  number  of 
subjects  who  took  part  in  this  exper- 
iment is  not  specified  in  Lyie's  pa- 
per. 

The  treatment  procedure  con- 
sisted of  two  sessions.  The  first  ses- 
sion prepared  and  oriented  the  in- 
mate. He  was  interviewed  in  depth 
for  two  hours  and  then  hypnotized. 
The  data  obtained  in  this  session  were 
intensively  analyzed  by  the  program's 
professional  staff.  The  purpose  of 
this  analysis  was  to  "note  sensitive 
areas  and  probable  foci  of  conflict 
and  to  assess  the  patient's  dynam- 
ics. "5 

At  the  second  session  the  subject 
was  instructed  to  drink  a  small  glass 
of  water  containing  150  micrograms 
of  LSD-25.  During  the  45-minute 
period  before  the  drug  took  effect, 
hypnosis  was  induced  in  the  subject. 
When  the  subject  appeared  ready  to 
hallucinate,  the  therapist  began  his 
direction  of  the  subject's  "trip." 

The  therapist's  first  direction  was 
for  the  subject  to  visualize  a  vase  or  a 
bouquet  of  beautiful  flowers.  Lyle 
chose  this  image  because  LSD  en- 
hances the  subjective  experience  of 
color.  The  patient  was  asked  for  a 
detailed  description  of  this  halluc- 
ination, and  once  it  was  obvious  that 
the  subject  had  a  clear  stable  image 
in  mind,  the  *  therapist  began 
manipulating       the       hallucination. 


Change  in  the  form  and  <<>l<»r  <>l  the 
bouquet  was  achieved  before  moving 
on  to  the  next  stage. 

Next,  the  subject  was  asked  to 
visualize  a  landscape,  in  detail,  and  to 
describe  it  and  "the  road  which  ran 
through  it  which  would  carry  ihem 
into  a  land  of  truth  and  honesiy.  a 
land  in  which  people  could  freelv  feel 
and  do  what  they  wanted,  experience 
anything  they  wished  to  experience, 
accomplish  anything  thev  wished  to 
accomplish,  remember  anything  the\ 
wished  to  remember.  ...  At  this 
point  in  treatment  the  therapy  ses- 
sion diverted  from  a  common  path  to 
pursue  the  life  experiences  of  each 
individual  patient  as  they  had  been 
revealed  in  the  pre-treatment  session. 
Areas  which  had  been  judged  to  be 
sensitive  or  conflictful  were  ex- 
plored."6 

The  patient  was  guided  to  re- 
experience  events  in  his  past.  These 
experiences  had  a  sense  of  reality  for 
him  because  of  the  hallucinogenic 
effects  of  the  LSD.  Not  only  were  past 
events  re-experienced,  but  in  some 
cases  the  patient  was  directed  to  talk 
out  problems  with  the  significant 
others  from  his  past  to  gain  a  better 
understanding  of  his  relationship 
with  them. 

Lyle  also  made  use  of  the  phenom-  ■ 
enon  of  "collapse  of  ego"  or  "disso-  : 
lution  of  the  boundary  of  the  self." 
At  times  he  told  his  patients  that  he  j 
was  in  their  minds  and  that  nothing 
could    be   concealed    from    him.    At 
other   times   he   instructed    them    to 
stand   outside   themselves   and    view 
themselves  in  an  objective  and  criti- 
cal manner. 

After  a  three-  to  four-hour  session 
of  this  therapy,  the  patient  was  given 
a     posthypnotic     suggestion     to     re- 


5.  Ibid. 


6.  Ibid. 
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member  the  full  experience  and  to 
continue  to  work  through  the  con- 
tent of  the  session.  The  patient  was 
then  taken  out  of  the  hypnotic  trance 
and  isolated  in  the  hospital  over- 
night, under  close  supervision.  The 
following  morning  the  therapist  saw 
the  patient  before  releasing  him  from 
the  hospital. 

Having  made  an  interesting  be- 
ginning, Lyle  followed  up  very 
poorly.  Because  of  unspecified  cir- 
cumstances, he  was  not  able  to  eval- 
uate the  results  of  his  therapy  in 
regard  to  continued  abstinence  from 
drugs  or  gainful  employment  after 
release.  However,  he  does  find  the 
two  types  of  data  at  hand  very  con- 
vincing. 

Lyle  states  that  the  interaction  in 
these  treatment  sessions  gave  more  of 
an  appearance  of  "face  validity"  than 
any  other  technique  he  has  used  in 
his  lengthy  career  with  offenders. 
This  form  of  therapy  seems  to  come 
closer  to  the  ideal  therapy  for  psy- 
chopaths, as  described  by  Lindner? 
or  by  Fox,*  than  any  other  known 
form  of  therapy. 

Many  inmates  volunteered  to  par- 
ticipate in  the  further  investigation 
of  Lyle's  experimental  treatment. 
Lyle  interpreted  their  enthusiasm  as 
evidence  of  the  therapy's  effec- 
tiveness. He  notes  that  the  inmate- 
nurse  who  had  charge  of  his  subjects' 
posttreatment  care  volunteered  to 
be  a  subject  herself  although  the 
treatment  "looked  painful." 


7.  R.  M.  Lindner  and  R.  V.  Scliger,  Hand 
book  of  Correctional  Psychology  (New  York: 
Philosophical  Library.  1947) .  pp.  632-40. 

8.  Vernon  Fox,  "Psychopathy  as  Viewed  by 
a  Clinical  Psychologist,"  Archives  of  Criminal 
Psychodynamics.  vol.  4,  1961.  pp.  472-79. 


Evaluating  Lyle's  Treatment 

Whether  or  not  LSD  can  have 
lasting  value  as  a  cure  for  narcotics 
addiction  cannot  be  concluded  from 
this  study.  I  do  have  three  highly 
unsystematic,  personal  observations 
to  make  on  this  point: 

1.  It  is  fairly  common  knowledge 
among  "drug  abusers"  that  "junkies 
and  heads  don't  mix."  That  is,  peo- 
ple who  use  psychedelic  drugs  and 
people  who  use  narcotics  don't  mix 
socially.  They  have  little,  if  anything, 
in  common  other  than  their  violation 
of  similar  laws.  If  the  difference  be- 
tween the  two  groups  is  a  result  of 
the  drugs  they  use,  then  LSD  treat- 
ment should  be  useful  for  drug  ad- 
dicts. But  if  the  personality  of  the 
offender  determines  the  drug  he 
chooses,  this  form  of  treatment  does 
not  seem  promising. 

2.  The  use  of  LSD  for  the  treat- 
ment of  alcoholics  received  a  great 
deal  of  publicity  at  one  time  but 
apparently  did  not  prove  its  merit 
over  a  long-term  study.  Charles  E. 
Dederich,  founder  of  the  famous 
Synanon  House  center  for  the 
treatment  of  narcotics  addicts,  re- 
ports that  LSD  helped  him  to  deal 
effectively  with  his  alcoholism  when 
he  participated  in  an  early  experi- 
ment of  this  type.9  However,  he  re- 
ports that  most  of  the  other  alcohol- 
ics involved  in  this  experiment  were 
not  helped  or  were  helped  only 
temporarily.  The  similarity  between 
alcoholism  and  narcotics  addiction 
seems  to  make  this  data  relevant. 

3.  I  know  two  narcotics  addicts 
who  have  taken  LSD  but  not  under 
therapeutic     circumstances.      There- 


9.  See    L.    Yablonsky.    The    Hippie    Trip 
(New  York:  Pegasus,  1968).  pp.  27S-85. 


336 


PsYDHEDELIC    DrLCS    IN    TREATMENT 


fore,  the  lack  of  therapeutic  results 
has  minimal  bearing  on  the  issue  at 
hand.  It  does,  however,  help  to  dis- 
count the  missionary-type  claims  of 
some  LSD-advocates  who  would  have 
us  believe  that  LSD  is  a  sort  of 
instant  psychotherapy.  Neither  ad- 
dict liked  the  LSD  experience  though 
both  had  what  an  LSD-user  would 
consider  a  "good  trip."  These  results 
seem  to  support  my  first  observa- 
tion. 

Lyle's  treatment  was  rather  tradi- 
tional except  for  the  use  of  LSD.  It 
seems  valid,  in  light  of  this  observa- 
tion, to  suggest  that  LSD  served  only 
to  accelerate  traditional  psychiatric 
therapy  using  hypnosis.  The  inter- 
subjectivity  that  is  a  normal  part  of 
the  LSD  experience  helped  to  facili- 
tate transference  and  to  overcome 
resistance  to  therapy.  The  therapist 
was  able  to  use  the  effects  of  the  drug 
to  induce  honest  responses  from  the 
subject,  responses  that  are  often 
withheld  during  traditional  therapy. 
Finally,  the  LSD  made  it  possible  for 
the  patient  to  relive  past  experiences 
and  engage  in  role-playing  with  a  far 
greater  degree  of  sincerity  and  belief 
than  would  have  been  possible  oth- 
erwise.10 


In  brief,  it  may  be  concluded  from 
Lyle's  study  thai  if  traditional  |>s\- 
chotherapy  and  hypnotherapy  are 
valuable  in  the  treatment  of  narcot- 
ics addicts,  then  LSD  is  a  very  useful 
supplement  to  these  treatments. 
However,  the  value  of  such  tradi- 
tional therapv  is  far  from  certain. 
Without  another  application  of 
Lyle's  treatment,  complete  with  an  ad- 
equate follow-up,  we  cannot  draw  any 
major  conclusions  concerning  the 
value  of  his  "new  psychotherapeutic 
technique." 

Looking  Forward 

Any  correctional  practitioner  who 
advocates  the  use  of  LSD  with  pro- 
bationers or  in  our  correctional  in- 
stitutions on  the  basis  of  the  two 
studies  presented  here  is  being 
highly  injudicious.  By  the  same  to- 
ken, any  correctional  researcher  who 
ignores  the  indications  in  these 
studies — that  LSD  may  be  a  valuable 
tool  for  correctional  treatment — is 
being  equally  injudicious.  The  one 
thing  these  two  studies  did  prove  is 
that  further  research  on  this  subject 
is  called  for.  Perhaps  when  that  e- 
search  has  been  done,  we  will  be 
establishing  "psychedelic  prisons." 


10.  Sec  H.  Luner,  "Present  Stale  of  Psy- 
cholytic  Therapy  and  Its  Possibilities,"  in 
The    Use    of    LSD    in    Psychotherapy    and 


Alcoholism,    H.    A.    Abrahamson.    ed.     (Indi 
anapolis:  Bobbs  Merrill.  1967).  pp.  101  16. 


337 


680  SOUTHERN  CALIFORNIA  LAW  REVIEW    [Vol.  45:616 

much  damage  has  an  acute  catatonic  schizophrenic  suffered  when  he  has 
been  returned  to  some  form  of  clinical  normalcy  by  the  forcible  ap- 
plication of  thorazine?  Has  he  actually  been  benefitted?  In  cases  such 
as  this,  the  courts  might  award  "punitive"  damages  in  order  to  deter 
the  use  of  intrusive  therapies  without  even  focusing  on  the  actual 
damage  to  inmates. 

Inmates  may  also  sue  in  tort  claiming  lack  of  proper  treatment.  As 
mentioned  above,  in  Whitree  v.  State29*  a  mental  patient  sued  in  tort 
claiming  that  he  had  been  committed  after  being  found  incompetent  to 
stand  trial  and  had  subsequently  received  only  custodial  care.  The 
court  held  that  this  custodial  care  constituted  malpractice  and  awarded 
the  plaintiff  $300,000  damages.  Results  such  as  those  in  Whitree 
point  up  the  possible  dilemma  of  those  in  charge  of  mental  patients— 
"they  are  damned  if  they  do,  and  they  are  damned  if  they  don't."  This 
alone  should  underscore  the  need  for  judicial  and  legislative  action  in 
this  area. 

C.      Injunctions 

An  inmate  may  also  bring  an  action  for  an  injunction  under  the  Civil 
Rights  Act296  or  state  law.  An  action  under  the  Civil  Rights  Act  must 
be  based  on  a  federal  right,  but  it  may  be  founded  on  either  the 
intentional  or  negligent  acts  of  persons  acting  under  color  of  state 
law.206  Since  there  is  no  requirement  that  one  exhaust  alternative  rem- 
edies before  bringing  an  action  under  the  Act,  it  may  be  an  effective 
mode  of  relief.297 

D.    Mandamus 

Finally,  an  inmate  may  ask  a  federal  or  state  court  to  issue  a  writ  of 
mandamus  compelling  an  officer  or  employee  of  the  government  to 
perform  a  duty  owed  him.298  One  limitation  of  this  remedy  is  that  the 

294.  56  Misc.  2d  691.  290  N.Y.S.2d  486  (1968).  See  text  accompanying  notes  21214 

supra. 

295.  42  VJS.C.  }  1983  (1970);  Cal.  Civ.  Pbo.  Code  ;g  525-26  (West  1970).  For  further 
discussion  of  complex  issues  regarding  injunctive  relief  under  other  statutes  see  Jacob, 
supra  note  284,  at  259. 

296.  Huey  v.  Barloga.  277  F.  Supp.  864  (N  J).  111.  1967). 

297.  Jacob,  supra  note  284,  at  257. 

298.  "The  district  courts  shall  have  original  jurisdiction  of  any  action  in  the  nature 
of  mandamus  to  compel  an  officer  or  employee  of  the  United  States  or  any  agency  thereof 
to  perform  a  duty  owed  to  the  plaintiff."  28  U.S.C.  J  1*61  (1970).  See  also  Cal.  Ctv.  P*o. 
Com  H  1084-86  (Wett  1970). 
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writ  will  issue  to  compel  an  official  to  perform  a  "ministerial"  duty  but 
not  to  control  an  official's  exercise  of  discretion.  ThL  rigid  rule  is 
relaxed  somewhat  by  the  rule  that  abuse  of  discretion  may  be  controlled 
through  mandamus.  Nevertheless,  mandamus  has  been  seldom  used  as 
a  remedy  for  the  abuse  of  inmates'  rights.2** 

CONCLUSION 

This  Note  has  described  several  behavior  control  techniques  and 
considered  whether  prisoners  and  mental  patients  have  rights  to  and 
against  their  use.  It  has  also  pointed  out  that  there  is  a  clash  between 
the  possible  rights  to  and  against  treatment,  representing  competing 
values  of  freedom  from  confinement  through  treatment  and  return  to 
the  community,  and  freedom  from  forcible  psychic  intervention  through 
treatment.  Although  neither  the  answers  to  these  questions  nor  methods 
to  resolve  this  conflict  have  been  ventured,  certain  arguments  and  pro- 
cedures have  been  set  forth  as  tools  of  analysis.  Simply  mentioning 
these  considerations  represents  an  attempt  to  grapple  with  problems 
that  the  law  has  heretofore  all  but  ignored,  problems  that  the  law  can- 
not continue  to  ignore  if  it  is  to  serve  freedom  and  human  autonomy. 

Roy  G:*Spece,  Jr. 

299.  Administrative  Law,  supra  note  186,  at  120;  Comment,  supra  note  166,  at  245. 
It  is  very  difficult  for  an  inmate  to  employ  any  remedy  from  within  institutional 
walls.  It  is  difficult  to  obtain  counsel  and  expert  witnesses.  And  even  if  one  does  obtain 
a  lawyer,  it  is  not  likely  that  the  lawyer  will  be  able  to  adequately  deal  with  the  spe- 
cialized area  of  the  law  involving  inmates'  rights  to  and  against  treatment  and  rehabilita- 
tion. Moreover,  even  if  one  obtains  an  expert  witness,  the  witness  may  not  be  able  to 
obtain  information  from  the  institution  because  institutions  seldom  keep  adequate  records. 
Finally,  an  inmate's  case  may  very  likely  be  dismissed  because  of  mootness.  Institutions 
may  meet  the  demands  of  the  few  inmates  who  bring  suits  in  order  to  avoid  precedents 
that  may  aid  other  inmates.  After  dismissal,  institutions  may  continue  past  practices, 
and  so  the  process  continues.  See  Halpern,  A  Practicing  Lawyer  Views  the  Right  to  Treat- 
ment. 57  Geo.  L.J.  782,  795  (1969);  Bazelon,  supra  note  186,  at  751-55. 
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Prisoners'  Rights  in  Prison  Medical  Experimentation  Programs 

by  John  Bowers,  Former  Staff  Attorney,  National  Health  and  Environmental  Law  Project 


Experience  has  shown  ihat  from  15%  to  20%  of  the 

prisoner   population    is   found   to   have   a   diagnosable 

emotional    or     mental     disorder    including    neuroses, 

personality  and  behavioral  disorders  and  various  Types 

of  prepsychotic  and  psychotic  conditions.  .  .  .  Unques- 

lion^pry.    growing    emphasis    is    being    placed    upon 

possible    relationships    between    mental    and   physical 

illness  and  crime.   Traditionally  society  has  looked  to 

medical   men  for  answers  to  problems  such  as  that  of 

crime.  .  .  .    Toward    this    end,   penal    institutions  offer 

unparalleled   resources  for  research.   For  instance,  the 

prison  community   is  an  excellent  setting  in  which  to 

test    the    thesis    that    deviated    behavior    results    from 

€  underlying  mental  disorder. 

f 

The  Department  of  Corrections  has  a  new  angle 

on  inmate  violence.  That  worn-out  notion  thai  prison 
violence  is  largely  caused  by  devious   outside  agitators' 
has    been    falling    apart    lately    since   the    Adjustment 
Centers- which    prevent    any    outside    stimulae-have 
produced  unprecedented  mayhem  and  murder.  There 
fore,  the  DOC  has  reasoned  that  this  group  of  'most 
violent'    inmates,    who    are    imprisoned    even    within 
prisons    must    be    motivated    by    some    sort    of    inner 
agitator,  some  evil  aberration  of  the  psyche. 
The    advocacy    of    the    medical  psychiatric    model1 
reflected  in  the  opening  quotation  as  a  causal  explanation 
for   the   incidence   of  crime   on   the   one   hand   and   as   an 
instrument  of   rehabilitation  of  criminal  offenders  on  the 
other   has   become  so   commonplace  that   among   its   pro- 
ponents can   be  found  authorities  with  such  widely  diver- 
gent   political    perspectives    as    Ramsey    Clark4    and   Chief 


1.  AMERICAN  CORRECTIONAL  ASS'N,  MANUAL  OF 
CORRECTIONAL  STANDARDS,  pp.  441-442. 

2.  Plan  for  Radical  Inmates,  28  THE  SUN  REPORTER  6.  Dec. 
18,  1971. 

3.  This  conceptual  model  is  but  one  feature  of  a  more 
generalized  philosophical  approach  to  correctional  issues,  the 
"individualized  treatment  model,"  characterized  additionally  by 
such  elements  as  indeterminant  sentences,  public  bodies  vested  with 
enormous  discretion  regarding  the  timing  and  conditions  of  release, 
and  the  availability  of  vocational  training  and  other  educational 
opportunities.  For  an  excellent  critique  of  the  entire  range  of 
constituent  elements  of  the  "individual  treatment"  school,  see 
Struggle  for  Justice,  a  report  prepared  for  the  American  Friends 
Service  Committee.  See  also  J.  Mmford,  Prisms.  I  he  Menace  ol 
Liberal  Reform,  THE  NEW  YORK  REVIEW  OF  BOOKS,  Mar. -9, 
1972.  at  29.  The  focus  of  the  present  article  is  predominantly  upon 
abuses  attributable  to  the  practice  of  psychiatric  medicine  in 
prisons. 

4.  CLARK,  CRIME  IN  AMERICA,  214,  228  (1970) 

Most  prisoners  suffered  from  some  mental  disburbance  at  the 
time  they  committed  crime....  Their  [convicts']  physical 
and  mental  illnesses-alcoholism  and  drug  addiction  among 
their  most  common  manifestations-must  be  professionally 
treated  and  dealt  with  as  the  medical  problems  n  ■ 
Major  portions  of  the  population  in  every  prison  have  such 
needs  (emphasis  added). 

Not  surprisingly,  Clark  also  enthusiastically  endorses  the  use 
of  indeterminate  sentences  as  the  means  by  which  to  implement  his 
"treatment"  orientation  to  criminal  behavior.  Id.  .it  222  et  $eq. 
Such  positions  stand  in  sharp  contradiction  to  his  earlier  analysis,  in 
chapter  four,  of  the  intimate  casual  relationship  between  criminal 


Justin1  Warren  Burger.''  This  unanimity  of  support  for 
increasing  the  utilization  of  psychiatric  treatment  methods 
in  prisons6   has  begun  to  crack  in  the  light  of  evidence  of 


behavior  and  oppressive  socio  economic  environments.  If  there  is  in 
fact  such  a  relationship,  should  not  crime  in  some  instances  be 
regarded  not  as  "irrational"  behaviour  or  as  symptomatic  of  a 
mental  disorder,  but  rather  as  an  entirely  rational  response  to  the 
circumstances  from  which  it  arose?  See  note  28,  infra.  Such 
reasoning  is  equally  applicable  to  concern  over  prison  uprisings. 

Ewn  critics  of  the  social  order  more  radical  than  Clark  fall 
prey  to  the  logical  inconsistencies  which  follow  from  failing  to  keep 
correctional  models  distinct  from  one  another.  At  one  point  the 
authors  of  the  AFSC  report,  supra,  note  3,  at  50,  observe  "in  the 
long  run,  this  approach  (treating  crime  as  a  disease)  would  stress  the 
removal  insofar  as  possible  of  the  psychological,  social  and 
economic  conditions  that  are  assumed  to  breed  crime."  See  N. 
KITTRIE.  THE  RIGHT  TO  BE  DIFFERENT  (1971)  for  an 
excellent  analysis  of  the  three  major  correctional  models- 
retribution,  psychological  determinism  (individual  treatment)  and 
socio-economic  determinism— which  not  only  traces  their  respective 
historical  roots  but  also  demonstrates  their  fundamental 
incompatibility  with  one  another. 

5.  Under     such    a    system    the     'guilty'    defendant    could    be 
committed    by    the    trial    judge    to    the    custody    of    the 

■government  for  an  indeterminate  period  for  such   medical 

treatment,    psychiatric    therapy,    discipline,    and    vocational 

training  as  would-  help  him  and  rehabilitate  and  restore  him 

to  a    useful  life.   He  would  remain  in  custody  until  he  was 

determined    to    be    sufficiently    improved    so    that    it    was 

reasonably    certain   his   release   would   not   be   dangerous    to 

himself    or    to    society.  .  .  .    Societies     for     centuries    have 

quarantined   persons   who   carried   dangerous   communicable 

disease;  perhaps  we  need  to  look  upon  the  mentally  defective 

or  diseased  delinquent   [presumably  every  'guilty'  defendant 

in  accordance  with  the  preceding  passage]  as  one  who,  like  a 

'Typhoid    Mary.'    carries    a    'disease'    which    is    potentially 

dangerous.    Psy  cftiatrists,    Law)  crs,    and   the   Courts,    FED. 

PROBATION  3  (June  1964). 

That  Chief  Justice  Burger  still  retains  these  views  is  indicated  by  his 

authorization  of  their   publication   in   the   Los  Angeles  Times,  Nov. 

1 1 ,   1971 ,  at  7,  pt.  II.  It  is  significant  to  note  the  curious  paradox 

between  the  primary  intent  of  this  article,  proposing  the  abolition 

of     psychiatric     determinations     of     criminal     responsibility,     the 

rationale  underlying  this  proposition 

At    best    psychiatry    is    now  an    infant  among  the  family  of 
sciences.  Just  as  the  law  can  lay  no  valid  claim  to  being  truly 
scientific,    neither    perhaps   can    psychiatry   and   psychology, 
they    may    be   claiming   too    much    in  relation  to  what   they 
really  understand  about  the  human  personality  and  human 
behavior. .  . 
and    his    espousal    at    the   conclusion   of    his   article  of  a   post-trial 
hearing   free   of   "the   partisan   atmosphere  of  a  jury  trial"  and  of 
"adversary   type  objections"  (c.g,,    hearsay)  at  which  state  psychia- 
trists would  have  a  virtual  free  hand  in  determining  the  disposition 
of  the  convict. 

A  procedure  strikingly  similar  to  that  described  by  Chief 
Justice  Burger  was  proposed  in  J.  Katz,  Dangerousness:  A  Theo- 
retitof  Reconstruction  ol  the  Criminal  Law,  19  BUFF.  L.  REV.  1 
(1969).  For  an  excellent  refutation  of  the  Katz  scheme  on  primarily 
philosophical  grounds,  st*(  L.  Kaplan,  Punishment  and  Respon- 
sibility  in  Aquarius,  20  BUFF.  L    REV.  181   (19701. 

6.  See,   e.g.,    K.  MENNINGER,  THE  CRIME  OF  PUNISHMENT 
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serious  departures  from  the  benevolent  intentions  held  by 
the  model's  proponents  emanating  from  the  California 
Department  of  Corrections,  where  the  model  has  been 
adopted  and  put  into  practice  perhaps  more  fully  than 
anywhere  else  in  the  country. 

I.        The  Problem 

Public  arousal  was  initially  stimulated  by1  reports  that 
a  power|yl  paralyzing  drug  (Syccmylcholine  Chloride)  had 
been^fivbluntarily  administered  in  an  experimental  manner 
to  a  number  of  inmates  at  the  California  Medical  Facility  at 
Vacaville  as  part  of  an  "aversive  conditioning"  program. 
An  unpublished  report  by  the  designers  of  the  experiment 
raised-  serious  doubts  as  to  whether  those  inmates  who  had 
"consented"  to  the  administration  of  the  drug  had  been 
sufficiently  informed  of  its  effects  for  their  consent  to  have 
been  valid.8  The  National  Health  and  Environmental  Law 
Program  is  currently  representing  a  California  convict 
before  the  United  States  Court  of  Appeals  for  the  Ninth 
Circuit   in   an   appeal  of  a  dismissal  of  litigation  claiming. 


(1968).  Wenninger  is  truly  the  prophet  of  the  "individual 
treatment"  school. 

7.  Drummond.  Can  Drugs  Inhibit  Criminal  Tcndcncies?- 
Prisoners  Act  as  Guinea  Pigs,  Los  Angeles  Times.  Aug.  30,  1970,  at 
1,  section  B;  Staring  the  Devil  Out,  Medical  World  News,  Oct.  9, 
1970;  G.  Morris,  Criminality  and  the  Right  to  Treatment,  36  U. 
CHI.  L.  REV.  784  (1969). 

The  drug,  manufactured  by  Burroughs  Welcome  Company 
under  the  brand  name  "Anectine,"  is  normally  administered  as  a 
muscle  relaxant  during  surgery  or  electro-convulsive  therapy.  It  has 
been  tested  and  approved  for  use  in  conjunction  with  anesthesia  or 
with  electro-convulsive  therapy.  See  35  Fed.  Reg.  13593  (1970). 
When  it  is  administered  independently  of  either  anesthesia  or  ECT. 
as  it  was  in  the  experiment  noted  in  the  text,  the  patient  is  fully 
conscious  at  all  times  and  undergoes  a  frightening  experience  of 
respiratory  arrest.  The  following  passage  graphically  describes  the 
intensity  of  this  experience: 

For  the  alcoholic  man  this  was  an  agonizingly  long  period  of 
helpless  waiting  in  a  growing  panic  of  fear  that  he  was  slowly 
approaching    death's    door.    Several    reported    they   believed 
something  had  gone  wrong  and  they  were  about  to  die.  Some 
prayed   as  they  lay  helpless  and  fully  conscious.   Holzmger, 
Mortimer,  &  Van  Dusen,  Aversion  Conditioning  Treatment  of 
Alcoholism,  124  AM.  J.  OF  PSYCHIATRY  150  (1967). 
Discussions     supporting      the      application      of      "behavior 
modification"    and    "aversive   conditioning"    techinques   to   correc- 
tional settings  occur  frequently  in  the  writings  of  adherents  to  the 
"crime  disease"  school.  See,  e.g.,  R.  McGuire,  A  version  Therapy  lor 
Otfenders,      19    MEO     BIO     ILL.  161    (1969);  B.  Singer,  Psycho- 
logical   Studies  of  Punishment,  58  CAL.  L.  REV.  405  (1970).  See 
generally   B.   F.  SKINNER,   BEYOND   FREEDOM  AND  DIGNITY 
(1971).  The  author  has  pointed  out  the  striking  parallels  between 
"Anectine  therapy"  and  the  treatment  process  depicted  in  Stanley 
k    Kubrick's  film,  "A  Clockwork  Orange,"  in  an  article  published  at  4, 
The   People's   Justice   No.   7   (newspaper  of  the  National    Lawyers' 
Guild,  S.  Cal.  chapter).  For  an  excellent  discussion  of  a  number  of 
behavior   modification  techniques  and  their  legal   implications,  see 
Note,    Conditioning    and    Other    Techno/nan-.    Used    to    "Treat?" 
"Rehabilitate?"    "Demolish?"   Prisoners    and    Mental   Patients,    45 
CAL.  L.  REV.  616(1972). 

8.  A.  MATTOCKS  &  C.  JEW,  Assessment  of  an  Aversive 
Treatment  Program  With  Extreme  Acting  Out  Patients  in  a  Psychia- 
tric Facility  for  Criminal  Offenders.  (Undated  and  unpublished 
manuscript.) 
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inter  alia,  that  the  non-consensual  injection  of  this  drug 
constitutes  cruel  and  unusual  punishment.9 

More  recently  public  attention  has  been  directed  at 
plans  to  subject  inmates  with  a  history  of  rebellious 
behavior  to  complex  neurosurgical  procedures,  including 
some  of  an  experimental  nature.  ,0  The  California  Council 
for  Criminal  Justice,  to  whom  the  proposal  for  funding  this 
program  was  submitted,  recognized  its  scientific  un- 
soundness and  rejected  it  on  the  grounds  that  it  involved  "a 
rather  undeveloped  concept."  M 

Convicts  diagnosed  as  "psychotic"  by  prison 
psychiatrists  are  involuntarily,  and  sometimes  forcibly, 
medicated  with  heavy  doses  of  potent  tranquilizers.  One 
ex-convict  described  his  experience  thus: 

About  a  month  ago  I  was  given  Prolixin,  a  punishment 
drug  at  Vacaville  (California  Medical  Facility)  .  . 
coerced  by  the  presence  of  three  prisoner  helpers,  one 
guard,  and  a  prison  employee  called  a  medical  tech- 
nical assistant.  The  drug  stays  in  your  system  for  two 
weeks  ...  I  had  a  Parkinson  reaction  to  it-couldn't 
sleep-couldn't  think— couldn't  get  comfortable— 
couldn't  walk  normally  and  my  tongue  thrusted 
between  my  teeth.  Prolixin  is  torture.  It  is  called 
liquid  shock  therapy  by  the  prisoners. 
The  extensive  use  of  anti-psychotic  medication  is  not 
limited    to   California    prisons.   Reports  have  documented 

9.  Mackey  v.  Procunier,  Civ.  Ad  No.  71-3062,  Clearinghouse 
No.  7374. 

1 0.  Aarons,  Brain  Surgery  is  Tested  on  Three  California  Convicts, 
The  Washington  Post,  Feb.  25,  1972,  at  A1,  Craib,  Brain  Surgery 
Plan  for  Inmates,  San  Francisco  Chronicle,  Dec.  25,  1971;  Brain 
Surgery  torCuns^,  Oakland  Tribune,  Dec.  26,  1971 . 

11.  Brain  Surgery  Proposal  Shelved,  San  Francisco  Chronicle, 
Dec.  29,  1971.  On  the  brain  surgery  controversy  generally,  see  P. 
Breggin,  The  Return  of  Lobotomy  and  Psychosurgery,  118  CONG.. 
REC.  E  1602  0972);  Psvchosurgery  Critics  Prove  Hard  to  Mollify, 
Medical  World  News,  Apr.  14,  1972  at  38;  Brown,  Brain  Surgery 
Can  Help  Rehabilitate  Criminal,  Los  Angeles  Times,  Jan.  22,  1972, 
at  4,  part  II. 

12.  G.  Werbner,  Gabriel's  judgment,  PAMOJA  VENCEREMOS 
20  (November  1971).  see  also,  Jackson,  Abuse  of  Prison  Hospital 
Inmates,  Los  Angeles  Fiec  Press,  Mar.  31.  1972,  at  22. 

Prolixin  is  the  trade  name  for  the  version  of  the 
phenoihiazine  derivative  fluphenazine  marketed  by  E.  R.  Squibb  & 
Sons.  It  is  50  times  more  potent  than  the  more  commonly  known 
phenothiazine,  chlorpromazine  (Thorazine).  See  L.  Hollister,  Choice 
of  Antipsychotic  Drugs,  127  AM.  J.  PSYCHIATRY  186  (1970).  The 
highly  debilitating  side  effects  of  Prolixin  experienced  by  Werbner 
have  been  observed  and  defined  clinically 

(Prolixin)  .  .  .  also  tend(s)  to  increase  the  motor  activity  of 
patients,  but  this  is  usually  a  purposeless,  driven,  and  highly 
uncomfortable  side  effect  termed  akathisia.  Id.  at  188. 
Akathisia  Inability  to  keep  still,  irresistable  urge  to  be  in 
motion;  fright.  .  .  .  CUTTING,  HANDBOOK  OF 
PHARMACOLOGY  678  (4th  ed.  1969). 

The  potential  for  abuse  flowing  from  the  non-medically 
justified  use  of  this  and  other  forms  of  psychiatric  treatment  was 
eloquently  set  forth  by  a  California  convict  in  the  following  terms. 
Here,  the  drug  that  induces  terror  is  'Prolixin,'  a  potent 
tranquilizing  agent.  This  psychiatrist,  while  considering  Anec- 
tine to  be  punitive,  uses  Prolixin  for  essentially  the  same 
purpose  and  has  recommended  at  least  one  patient,  to  my 
personal  knowledge,  for  a  prefrontal  lobotomy.  ( F  ]  rom 
November  1961  until  I  was  transferred  here  last  September 
there  was  not  a  single  day  that  I  didn't  look  up  the  muzzle  of 
a  rifle  or  a  shotgun  held  by  a  prison  guard,  and  during  these 
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similar  practices  in  the  Oregon,13  Missouri,'4  and  Illi- 
nois "  state  penal  systems  and  at  the  federal  prison  at 
Leavenworth,  Kansas.  '" 

Adverse  psychiatric  reports  are  used  by  the  California 
Adult  Authority  as  the  basis  for  denying  parole.  "  Under 
California's  indeterminate  sentence  system  such  denials  can 
and  do  result  in  excessive  amounts  of  time  spent  in 
confinement.  '*  Reliance  upon  psychiatric  reports  for  this 
purpose  ieems  particularly  questionable  in  light  of  three 
considerations:  first,  the  wholesale  confusion  and  disagree 
ment  among  psychiatric  professionals  as  to  the  meaning  and 
content  of  their  own  diagnostic  terminology;  "  second,  the 
possibility  that  the  prison  regime  itself  may  be  materially 
responsible    for    whatever    "mental    illness"    is   alleged    to 


f  ten   years    I've   seen    more   violence  than  should  be  seen  bv 

anyone.  Yet  these  concepts  of  neurosurgery  and  'chemical 
castration'-control  gained  through  the  use  of  the  knife  or 
the  needle— are  more  terrifying  than  all  the  other  things  put 
together.  IWIhat  are  we  if  3  neurosurgeon  or  a  psychiatrist, 
in  order  to  render  us  tractable,  destroys  all  that  makes  us 
fully  human'  It  wcftld  be  better  were  they  simply  to  kill  us 
outright. 

13.  Prolixin:  Better  Brutality  Through  Chemistry,  The  Freeworld 
Times  (April-May  1972)  at  7",  reprinted  from  PENAL  DIGEST 
INTERN'L  (January  1972). 

14.  Illinois  Prisons  Use  Prolixin,  Official  Says,  St.  Louis  Post 
Dispatch,  Oct.  26,  1971.  at  8A. 

15.  Id. 

16.  Id. 

17.  CALIFORNIA  ADULT  AUTHORITY,  REPORT  TO  THE 
ASSEMBLY  WAYS  &  MEANS  COMM.  REGARDING  MEDIAN 
TIME  SERVED  IN  CALIFORNIA  PRISONS  BY  MALE  FELONS 
TO  FIRST  PAROLE  11969,  Hearings  Bclorc  Suhcomm.  No.  3  of 
the  Comm.  on  the  fuduiary,  Pi.  II,  Cal.  House  of  Representatives, 
reprinted  in  CORRECTIONS,  Oct  25,  1971,  at  192 

18.  L.  Bennett,  Uriel  Report  on  Effects  of  Psyihiatric  labeling. 
Research  Division,  Cal.  Dep't  of  Corrections.  Oct.  3,  1971 

Average  Months  Served  bv  Inmates  First  Released  From  the 

Conservation  Division  During  1967-68  bv  Offense  Type 

and  Psychiatric  Referral  Status 


Offense  Type 

Psych  Referral  Case 

Non  Psych  Referral  Case 

Robbery 

Months 

Sample 

Months          Sample 

48 

(27) 

42                   (116) 

Assault 

42 

(19) 

30                   I    15) 

Burglary 

39 

(12) 

255               (116) 

Narcotics 

36.5 

(10) 

36                  (122) 

Theft 

23                  (   61) 

Forgery -Checks 

21                   1   70) 

TOTAL 

(68) 

(500) 

19.  M.  Hakeem,  A  Critique  of  the  Psychfatrh  Approach  to  Crime 
und  Correction,  23  LAW  &  CONTEMP.  PROS  650  (1958)  Th.s 
article  has  been  cited  with  approval  by  the  Supreme  Court  of 
California  (People  v  Wolff,  40  Cal.  Rptr  271,  394  P.2d  959,  963 
(1964)  )  and  Idaho  (State  v.  Myers,  494  P.2d  574  (Idaho  1972)),  in 
refutation  of  claims  by  psychiatrists  that  their  discipline  has 
achieved  a  sufficiently  high  degree  of  precision  and  reliability  to 
warrant  greater  deference  in  insanity  defense  proceedings.  If  |udicial 
skepticism  of  psychiatry  is  warranted  where  its  practitioners  seek  to 
insulate  their  clients  from  criminal  incarceration,  how  much  more  so 
is  this  the  case  where  psychiatry  is  employed  to  extend  such 
confinement7 
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exist;20  and  third,  even  assuming  the  existence  of  a 
properly  diagnosed  mental  disorder,  the  manner  in  which 
prison  psychiatry  is  practiced,  rendering  it  incapable  of 
effecting  any  kind  of  legitimate  cure.  21  The  prisoner  is  thus 
caught  in  a  vicious  circle  in  which  meaningless  nomen- 
clature and  conditions  over  which  he  has  no  control  and 
which  militate  against  the  possibility  of  a  cure  combine  to 
keep  him  locked  up  indefinitely. 

In  spite  of  the  adverse  public  reaction  stimulated  by 
the  Department  of  Correction's  initial  flirtations  with 
intrusive  forms  of  psychiatric  therapy, 22  its  plans  for  the 
future,    materially    influenced   by   the   death   and   violence 

20.  S.  HALLECK,  THE  POLITICS  OF  THERAPY  30  (1971 ). 
All  of  my   patients  had  to  survive  in  a  vicious  environment 
that   stripped   them  of  dignity  and  enforced  life  conditions 
upon   them   that   were  antagonistic  to  the  values  of  mental 
health. 

This  factor  becomes  particularly  relevant  upon  the  realization  that 
confinement  is  extended  not  only  for  convicts  alleged  to  be 
suffering  from  a  mental  disorder  that  is  somehow  related  to  the 
crime  for  which  they  were  convicted,  but  also  "for  those  with 
psychiatric  problems  independent  of  criminal  behavior." 
CORRECTIONS,  supra  note  17,at  195. 

21 .  See  authorities  cited  in  footnotes  4  and  5  of  Chapter  6  of  the 
AFSC  report,  supra  note  3,  where  the  commentators  express 
reservations  over  the  inevitable  interferences  with  treatment  goals 
by  control  and  security  considerations.  T.  SZAZ,  LAW,  LIBERTY, 
AND  PSYCHIATRY  (1963),  offers  many  insights  into  the  cor- 
ruption of  psychotherapy  by  stratified  roles  in  a  compulsory  setting 
which  are  readily  applicable  to  the  prison  situation.  Cf.  A. 
Schreiber,  Indeterminate  Therapeutic  Incarceration  of  Dangerous 
Criminals:  Perspectives  and  Problems,  56  VA.  L.  REV.  602,  626 
(1970); 

The  awkward  position  of  the  therapist,  which  prevents  a  true 
doctor-patient  relationship,  hampers  therapeutic  rapport  and 
poses  for  the  therapist  possibilities  of  conflict  of  interest.  « 
(Citing  10  BRIT.  J.  DELINQUENCY  1-2  (1959),  where  that 
publication  recommended  that  "treatment  in  prisons  should  be 
conducted  by  those  without  authority  to  influence  the  disposition 
of  prisoners.") 

In  practice  this  corruption  expresses  itself  in  part  in  the  total 
absence  of  confidentiality  of  disclosures  made  within  the  scope  of 
the  therapeutic  relationship.  This  condition  was  graphically  illus- 
trated by  the  summary  discharge  of  Frank  Rundle  from  his  position 
as  chief  psychiatrist  at  Soledad  upon  his  refusal  to  turn  over  one  of 
his  case  files  to  correctional  authorities.  See  Jelinek,  The  Soledad 
Frame-Up,  9  Los  Angeles  Free  Press,  No.  26  (1972).  (Reprinted 
from  6  San  Francisco  Bay  Guardian  No.  8  (1972).) 

22.  One  of  the  primary  reasons  for  public  skepticism  as  to  the 
Department's  intentions  is  us  insistence  on  resorting  to  open 
prevarication  in  withholding  information  concerning  its  diagnostic 
and  therapeutic  programs  and  plans.  In  an  interview  with 
Drummond,  supra  note  7,  concerning  the  Department's  Anectine 
conditioning  program,  Dr.  Authur  Nugent  of  the  California  Medical 
Facility  asserted  that  "only  volunteer  inmates  were  used  in  the 
program."  However,  the  Department's  own  internal  documentation 
on  the  project.  Mattocks,  supra  note  8,  disclosed  that  "five  patients 
were  included  in  the  treatment  program  against  their  will,"  and  that 
pursuant  to  a  survey  taken  among  35  of  the  64  participants,  18 
additional  convicts  had  signed  the  consent  form  involuntarily 

A  second  example  of  callous  disregard  of  the  facts  by  CDC 
officials  was  the  claim  by  Lester  J.  Pope,  M.D.,  Superintendent  of 
the  California  Medical  Facility,  in  response  to  public  criticism  of 
plans  for  a  new  psychiatric  "diagnostic"  unit  for  violent  prisoners  in 
his  institution,  that  "I  don't  know  what  they're  talking  about;  we 
don't  even  have  a  program  yet."  Oakland  Tribune,  Jan  1,  1972,  at 
28-E    A  detailed  proposal  for  this  unit,  which  had  undergone  several 
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which  took  place  in  connection  with  the  slaving  of  George 
Jackson,  contemplate  a  massive  expansion  of  psychiatric 
treatment  facilities  and  personnel.  To  the  extent  these 
trends  can  be  regarded  as  previews  of  similar  developments 
elsewhere  in  the  nation,  it  is  worthwhile  to  attempt  to 
appreciate  their  scope.  In  his  testimony  before  the  Cali 
fornia  congressional  subcommittee  in  October  1971,  the 
Director  of  the  Department  of  Corrections,  Raymond 
Procunier,  estimated  that  there  are  about  7,000  inmates 
(over  qaeJRird  of  the  current  prison  population)  who 
would  benefit  from  psychiatric  management  and  has 
declared  that  "ultimately,  we  plan  to  have  all  lockup  cases 
under  psychiatric  management."  This  estimate  represents 
almost  a  500%  increase  over  the  number  of  inmates  who 
received  psychiatric  therapy  in  1 969.  24  Moreover,  the 
number  of  convicts  for  whom  parole  determinations  were 
gertly  based  on  psychiatric  reports  increased  by  factors 
ranging  from  50%  to  100%  at  various  California  Depart- 
ment of 'Corrections  institutions  over  a  four  or  five  year 
period  in  the  1960's.  2S  Finally,  an  examination  of  a 
breakdown  of  the  $3,290,000  wonh  of  additional  per- 
sonnel needs  developed  by  the  California  Board  of  Cor 
rections  in  direct  response  to  the  George  Jackson  incident, 
reveals  that  approximately  40%  is  allocated  to  the  staffing 
of  new  psychiatric  facilities  at  either  the  California  Medical 
Facility  or  the  California  Men's  Colony.  M 

II.       The  Legal  Response 

How  is  one  to  respond  to  the  foregoing  indications 
that  psychiatric  treatment  in  prisons  has  been,  or  is  in 
danger  of  being,  transformed  into  a  "covert  method  for 
increased  surveillance  and  control,"  27  and  has  been  imple 


revisions  over  the  previous  six  months,  had  been  submitted  to  the 
California  Council  on  Criminal  Justice  for  the  purpose  of  applying 
for  federal  Safe  Street  Act  funds  on  November  2,  1971 . 

23.  CORRECTIONS,  supra  note  17,  at  123,  citing  the 
Department  of  Corrections'  director,  Raymond  Procunier,  in  his 
testimony  before  the  state  congressional  subcommittee  in  October 
1971. 

24.  CORRECTIONS,  supra  note  17,  at  195 

25.  Id. 

26.  CALIFORNIA  BOARD  OF  CORRECTIONS.  REPORT  TO 
GOVERNOR  RONALD  REAGAN  ON  VIOLENCE  IN  CALI- 
FORNIA PRISONS  (1971),  reprinted  at  CORRECTIONS,  supra 
note  17,  at  318,  338. 

Consider  also  the  following  language  from  CALIFORNIA 
BOARD  OF  CORRECTIONS,  A  STUDY  OF  CALIFORNIA  JAILS, 
April  1970,  at  139,  which  certainly  speaks  for  itself 

Additional  social  conditioning  techniques  which  should  be 
explored  for  possible  use  with  criminal  offenders  confined  in 
county  jails  include  chemotherapy  and  behavioral  electronics. 
Chemotherapy  is  already  being  used  to  modify  the  behavior 
*  of  certain  mentally  ill  persons.  Electronic  control  devices 
have  also  been  used  in  experiments  to  interrupt  undesirable 
behavior  The  potential  benefits  of  the  foregoing  techniques 
to  facilitate  control  of  inmates  in  jail  as  well  as  inhibiting 
further  criminal  behavior  after  they  return  to  the  community 
is  a  field  which  should  be  the  subject  of  intensive  research. 

27.  AFSC  report,  supra  note  3.  at  13.  Cf.  R  LEIFER,  IN  THE 
NAME  OF  MENTAL  HEALTH:  THE  SOCIAL  FUNCTIONS  OF 
PSYCHIATRY  242  (1969)  (as  quoted  in  Kaplan,  supra  note  5.  at 
200): 


mented  "in  ways  and  for  ends  quite  at  odds  with  the 
original  intention"?28  Evidence  similar  to  that  outlined 
thus  far  has  elicited  responses  on  a  number  of  levels.  The 
validity  of  the  conceptual  model  underlying  heavy  reliance 
upon  psychiatric  treatment  in  prisons  has  been  challenged 
through  documentation  of  the  cruelties  it  inflicts  on  its 
"beneficiaries." 29  Others  have  suggested  that  such  an 
emphasis  is  part  of  a  calculated  effort  to  distract  the 
attention  of  a  gullible  public  from  environmental  factors 
which  are  asserted  to  be  the  more  significant  causes  of 
prison  violence,  and,  inferentially,  crime  in  general,  thus 
putting  off  to  the  indefinite  future  the  hard  task  of  coming 
to  grips  with  such  causal  factors.30  Still  others,  while  not 
questioning  the  validity  of  the  "medical"  or  "individual 


As  the  modern  method  par  excellence  for  controlling  thought 
and  behavior,  psychiatry  may  well  become  the  chief 
instrument  of  the  s'atc  to  bend  the  individual  to  its  needs 
State  hospitals  have  become  so  dependent  on  psychoactive 
medication  as  an  agent  of  control  and  manageability  that  it  has  been 
observed  "there  there  might  be  a  'revolt'  by  mental  hospital 
personnel  were  the  use  of  psychoactive  drugs  curtailed."  H. 
LENNARD  &  ASSOCIATES,  MYSTIFICATION  AND  DRUG 
MISUSE  85-6  (1971). 

28.  AFSC  report,  supra  note  3,  at  17. 

29.  Id.,  passim, 

30.  See  second  opening  quotation  at  p.  319  supra. 

One  of  the  more  notable  of  recent  deftctors  from  the 
"crime-disease"  school  is  Chief  Judqe  David  Bazelon  of  the  United 
States  Court  of  Appeals  for  the  District  of  Columbia.  His  conversion 
is  particularly  remarkable  in  light  of  the  praise  and  honor  he 
received  from  the  psychjatric  profession  for  his  contributions  to 
that  discipline  in  the  form  of  judicial  decisions,  such  as  Durham  v. 
United  States,  214  F.2d  862  (1954)  expanding  its  role  in  the  legal 
setting.  See,  fudge  Bu/elon  Honored,  114  AM.  J.  PSYCHIATRY 
565  (1957),  Hakeem,  supra  note  19,  at  653.  The  following  current 
views  .ire  taken  from  remarks  he  delivered  to  a  conference  of 
correctional  psychologists  on  "Psychology's  Roles  and  Contn 
butions  in  Problems  of  Crime.  Delinquency,  and  Corrections,"  at 
Lake  Wales,  Florida,  January  20,  1972 

But  a  second  method  of  camouflaging  the  real  issues— and  the 
one  that  should  concern  us  here— is  to  divert  the  public's 
attention  by  calling  on  experts  to  provide  a  pill  that  will 
magically  make  all  of  our  problems  disappear.  Instead  of 
facing  up  to  the  true  dimensions  of  the  problem  and 
admitting  that  violent  crime  is  an  inevitable  by-product  of 
our  society's  social  and  economic  structure,  we  prefer  to 
blame  the  problem  on  a  criminal  class-a  group  of  sick 
persons  who  must  be  treated  by  doctors  and  cured.  Why 
should  we  even  consider  fundamental  social  changes  or 
massive  income  redistribution  if  the  entire  problem  can  be 
solved  by  having  scientists  teach  the  criminal  class-like  a 
group  of  laboratory  rats-to  march  successfully  through  the 
maze  of  our  society?  In  short,  before  you  respond  with 
enthusiasm  to  our  plea  for  help,  you  must  ask  yourselves 
whether  your  help  is  really  needed,  or  whether  you  are 
merely  engaged  as  magicians  to  perform  an  intriguing 
side-show  so  that  the  spectators  will  not  notice  the  crisis  in 
the  center  ring.  .  .  .  Your  discipline  inevitably  assumes,  I 
think,  that  aberrant  behavior  is  the  product  of  sickness,  and 
it  brings  to  bear  on  the  problem  a  medical  or  therapeutic 
mode.  .  .  .  Poor,  block  offenders  are  not  necessarily  sick. 
They  may  simply  be  responding  to  an  environment  that  has 
impoverished  them,  humiliated  them  and  embittered  them. 
Will  group  therapy  help  a  black  teenager  who  steals  cars  and 
peddles  drugs,  and  who  will  be  tossed  at  the  end  of  his 
'rehabilitation'  right  back  inio  the  environment  that  nurtured 
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treatment"  models,  have  spoken  out  again.t  the  potential 
or  actual  abuses  that  have  occurred  under  their  authority 
In  almost  every  case  these  more  limited  criticisms  concern 
themselves  with  the  threat  to  individual  autonomy  or 
dignity  implicit  in  the  possibility  of  punishment  mas 
querading  as  "treatment"  or  in  the  new  "biological  tech 
oologies"  which  have  either  been  put  into  practice  or  are 
being  developed. Jl 

It  *  within  these  latter  issues  that  the  Legal  Services 

attcrrflefcyrmust  cjst  his  case  if  he  is  to  succeed  in  persuading 

,  -a  federal  court  to  grant  injunctive  relief  in  a  novel  area. 

The  balance  of  this  section,  therefore,  assesses  the  strengths 

of    various    legal    strategies    that    might    be    employed    in 

response  to  the  non  consensual  administration  of  organic 

modalities   of   psychiatric   therapy   in   prisons.   Two   major 

r  questions  will  be  discussed:  first,  the  necessity  of  alleging 

'   intentional,  as  opposed  to  merely  negligent,  inflictions  of 


harm,     and    second,    whether    the    harm    alleged    reaches 
constitutional  magnitude  M 

I         Intentional      vs.      Negligent     Deprivations     of 
( 'onstitut tonal  Rights  iS 

:tual  situation   is  likely  to  arise  under  one  of 

la       #■«♦-      ,,t       L>..,    ,1.1,.      «:«..«.««-*.«»■         CI.-*        tha 
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him?  Will  the  Rorschach  or  Bender  Gestalt  tests  tell  us 
anything  about  an  offender  who  steals,  not  because  he  suffers 
from  K!eptomania«and  gets  his  kicks  from  stealing,  but 
because  he  wants  money  to  buy  goods  and  services  that  most 
of  us  can  already  obtain?  Oi  who  needs  money  to  feed  his 
addiction  to  narcotic  "drugs?  Does  it  really  make  sense  to 
treat  such  an  offender  as  a  sick  person  who  can  be  cured7 
Have  we,  perhaps,  been  focusing  our  attention  on  the  wrong 
part  of  the  problem-on  the  offender  and  his  mental 
condition  instead  of  on  the  conditions  that  produced  him7 

31.  H.  PACKER,  THE  LIMITS  OF  THE  CRIMINAL- 
SANCTION,  56-58  (1968),  THE  MENTALLY  DISABLED  AND 
THE  LAW,  163  (Brake!  &  Rock,  eds.,  rev.  ed.  1971).  H. L.A.HART. 
PUNISHMENT  AND  RESPONSIBILITY  ESSAYS  IN  THE  PHI- 
LOSOPHY OF  LAW,  182-83  (1968),  Note,  supra  note  7.  H.  Morris. 
Persons  and  Punishment,  52  THE  MONIST  487  (October  1968). 

32.  As  I  shall  attempt  to  show  later,  an  appreciation  of  the 
broader  dimensions  of  this  issue  becomes  directly  relevant  at  the 
point  of  choosing  the  form  of  judicial  relief  to  be  sought  or  of 
formulating  mechanisms  of  legislative  refoim. 

AH  of  the  difficulties  in  securing  federal  jurisdiction  discussed 
in  this  article  could  of  course  be  avoided  by  simply  filing  in  state 
court,  thus  also  making  available  favorable  state  decisions  for  direct 
application.  In  addition  to  the  obvious  consideration  of  the  greater 
precedential  value  of  a  federal  decision  based  upon  constitutional 
principles,  one  consequence  of  the  abysmally  inadequate  response 
of  the  legal  profession  to  the  concerns  of  convicts  has  been  a 
substantial  number  of  cases  filed  in  federal  court  by  prisoners 
without  representation.  As  a  result,  a  Legal  Services  attorney  may 
learn  of  litigation  alter  an  initial  judgment  has  been  rendered,  as  did 
NHELP  in  the  Macttey  lawsuit. 

33.  Cf.  J.  Katz,  The  Right  to  Treatment  An  Tnthantmg  Legal 
Fiction?,  36  U.  CHI.  L.  REV.  755,776,777  (1969) 

Within  these  therapeutic  approaches  two  models  of  therapy 
can  be  distinguished  the  psychotherapeutic  and  the  organic. 
While  both  models  share  the  possibility  of  being  employed  in 
the  service  of  social  control  and  subversion  of  a  patient's  way 
of  life,  the  patient  can  resist  the  impact  of  such  applications 
in  psychotherapy'  to  a  considerable  extent,  or  even  com- 
pletely, especially  if  he  wishes  to  do  so.  If,  in  addition,  any 
psychotherapy  that  includes  covert  but  deliberate  manipu- 
lations of  human  behavior  is  proscribed,  the  opportunity  for 
unilateral  attempts  at  social  control  or  uninvited  subversion  is 
further  reduced  Psychotherapeutic  techniques,  to  be  success- 
ful, require  the  cooperation  ol  the  patient  through  the  nature 
and  quality  of  this  cooperation  is  not  precisely  known.  The 
organic  therapies,  on  the  other  hand,  can  bring  about 
changes,  even  radical  changes,  in  a  patient's  behavior  without 


three  possibile  sets  of  htigable  circumstances.  First,  the 
prison  psychiatrist  may  administer  the  organic  therapy  for 
the   purpose   of   punishment   and/or   inhibiting   violent  be- 

his  cooperation.  They  can  make  him  docile  and  agreeable  to 
'ubsequent  interventions  that  are  at  least  in  part  the  result  of 
the  effects  introduced  by  chemical  or  physical  agents.  They 
can  cause  alterations  in  behavior  that  are  reversible  and 
irreversible.  However,  the  crucial  distinction  between  the  two 
models  is  that  'therapeutic  benefits'  or  'therapeutic  harm' 
can  be  conferred  in  me  psychotherapeutic  model  only  with 
the  collaboration  of  the  patient  and,  in  the  organic  model, 
even  in  its  absence.  (Footnotes  omitted.) 

Examples  of  "organic  therapy"  as  thus  defined  would  be 
antipsychotic  medication,  electro-convulsive  therapy,  brain  surgery 
(including  loboiomy,  steretactic  surgery  and  electro-stimulation  of 
the  brain)  and  avers ive  conditioning,  which  involves  intrusions  into 
the  body.  For  a  fuller  analysis  of  these  and  other  organic  therapies, 
see  Note,  supra  note  7. 

34  See  42  U.S.C.  £1983.  Although  it  is  beyond  the  scope  of  this 
article  to  consider  fully  the  possibilities  for  judicial  relief  following 
upon  a  denial  of  parole  on  the  basts  of  an  adverse  psychiatric  report, 
two  strategies  warrant  brief  mention.  First,  it  might  be  argued  that  a 
psychiatric  label,  where  it  results  in  a  parole  denial,  amounts  to  an 
equally  grievous  deprivation  of  liberty  without  due  process  of  law  as 
that  which  the  court  in  United  States  v.  Pate,  233  F.  Supp.  202 
(N.D.  III.  1963),  fobMid  to  follow  upon  the  administrative  label  in 
that  case.  Second,  it  could  be  argued  that  such  a  parole  denial 
results  in  an  extension  of  a  convict's  sentence  beyond  what  would 
have  been  its  expiration  but  for  the  adverse  psychiatric  report,  thus 
bringing  the  case  under  the  ruling  m  Baxtrom  v.  Herold,  383  U.S. 
107  (1965).  See  text  discussion  accompanying  note  77  infra. 
35.  One  might  reasonably  ask  how  there  can  be  any  question  of 
wilfulness  versus  negligence  in  this  fact  situation  inasmuch  as  it 
involves  an  affirmative  act.  the  administration  of  the  treatment,  on 
the  part  of  prison  authorities.  The  Legal  Services  attorney  would 
endeavor  to  characterise  his  case  in  precisely  this  manner  in  an 
attempt  at  avoiding  the  issue  altogether.  However,  the  predictable 
response  of  the  opposition  to  such  a  claim  would  be  that  the 
treatment  was  administered  pursuant  to  a  valid  diagnosis  by  a 
licensed  physician,  and  that  the  convict's  refusal  to  submit  to  the 
treatment  voluntarily  was  a  symptom  or  product  of  his  mental 
disorder.  (In  such  a  case,  the  state  has  the  burden  of  proving 
incapacity  to  consent  by  a  preponderance  of  the  evidence.  41  AM. 
JUR.  2d  incompetent  Persons  §  129.  In  Washington,  the  standard  of 
such  proof  is  by  "clear,  cogent,  and  convincing  evidence."  Grannum 
v.  Berard,  70  Wash.  304,  422  P.2d  812  (19621.) 

There  is  an  additional  method  by  which  one  might 
circumvent  this  issue  In  states  where  unauthorized  medical  treat- 
ment is  a  common  law  action  in  battery,  as  in  California  (see  Dow  v. 
Kaiser  Foundation,  12  Cal.  App.  2d  503  (1970)  ),  as  opposed  to 
negligence,  as  in  Kansas  (sec  Natanson  v.  Kline,  186  Kan.  393,  353 
P  2d  1093  (1960)1,  and  where  battery  under  state  law  is  an 
intentional  tort,  again  as  m  California  (Dow  v  Kaiser  Foundation 
supra,  at  5061,  this  common  law  characterization  can  be  used  to 
supply  intent  for  purposes  of  Section  1983  litigation  under  the 
ruling  in  Jenkins  v  Averett,  424  F.2d  1228  (4th  Cir.  1970)  in  a 
shghtly  different  context 

The  simple  answer  is  that  if  intent  is  required,  it  may  be 
supplied,  for  federal  purposes.  .  .  just  as  it  was  supplied  in  the 
common  law  cause  of  action.  (Citing  Pierson  v.  Ray,  386  U.S. 
547  (1967).)  424  F  2d  at  1232. 
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havior,  with  or  without  the  sanction  of  prison  regula- 
tions, ,&  in  the  full  knowledge  that  the  convict  is  not  in  fact 
suffering  from  the  pathological  condition  for  which  the 
treatment  is  intended  This  classification  would  also  include 
administration  of  "experimental"  therapy  for  which,  by 
definition,  there  are  no  approved  uses.  Second,  the  psychia- 
trist may  administer  the  treatment  (or  authorize  administra- 
tion by  non-medically  trained  prison  officials*or  ratify  its 
administtation  by  such  personnel  ex  post  facto)  without 
first  ^fxSmining  the  convict  to  determine  its  appro 
priateness.  Third,  the  psychiatrist  may  administer  the 
treatment  after  an  examination,  perfunctory  or  otherwise, 
which  results  in  an  erroneous  diagnosis  or  which  precipi- 
tate* a  correct  diagnosis,  but  one  for  which  the  psychiatrist 
incorrectly    concludes    that    the    treatment    in   question   is 

^proper. 

/  Since    the    first    two    scenarios    involve    deliberate, 

intentional  infliction  of  bodily  harm  and  psychic  distress 
through  the  administration  of  non-medically  justified 
organic  therapy,  they  present  no  insuperable  obstacles  to 
stating  a  cognizable  Section  1983  federal  claim.-17  The 
third  fact  pattern,  however,  is  not  only  the  one  most  likely 
to  be  encountered  by  the  Legal  Services  attorney,  but,  since 
it  is  likely  to  be  regarded  by  the  court  as  one  which  merely 
presents  a  case  of  simple  negligence  or  medical  malpractice, 
it  must  face  a  barrage  of  unfavorable  federal  precedent 
holding  that  such  facts  do  not  state  a  valid  federal  claim.  3* 


36.  One  is  likely  to  encounter  regulations  specifically  prohibitng 
involuntary  treatment.  The  preamble  to  article  6.  "Medical  Serv- 
ices," of  chapter  IV  of  the  Director's  Rules  of  the  California 
Department  of  Corrections  reads  in  part  as  follows: 

No  treatment  shall  be  forced  over  the  objection  of  the 
patient  or  his  guardian  or  responsible  relative,  except  in  such 
cases  as  are  provided  by  law  or  in  emergencies  where 
immediate  action  is  imperative  to  save  the  lift-  of  the  patient 

Section    345,    "Medical    Services,"    of    California    Department    of 

Corrections  Administratiiv  Manual,  paragraph  .07 

...  it  is  not  intended  that  such  service  will  be  forced  over 
the  objection  of  the  patient,  his  guardian  (in  case  of  mentally 
{sic}  incompetents)  or  responsible  relative  (in  case  of 
minors) 

Letter  from  John  Gorman,  CDC  Medical  Director,  to  Walter  Kearns, 

M.D..  January  6,  1972 

...  I  wish  to  assure  that  if  such  a  refusal  does  occur  the 
inmate's  wishes  are  respected  consistent  wiih  instructions  m 
the  Director's  Rules 

Cf.  note  20,  st/pro. 

37.  Allegations  of  intentional  infliction  of  physical  m|ury  by 
prison  authorities  have  generally  encountered  a  receptive  judicial 
audience.  Wright  v.  McMann,  387  F.2d  510  (2d  Cir.  1967).  Hancock 
v.  Avery,  301  F.  Supp.  736  (M.D.  Tenn.  1969);  Jordan  v.  Fitzharris, 
257  F.  Supp.  674  IN.D.  Cal.  1966);  Jackson  v.  Bishop,  404  F.2d 
571    (8th    Cir.    1968).   Sec   aenerotty,    Comment,    The    Rule   of  the 

1  Eighth  Amendment  in  Prison  Reform,  38  U.  CHI.  L.  REV.  647 
(1971).  Cf.  Mayfield  v.  Craven.  299  F.Supp  1111,1113  (ED.  Cal. 
1969):  "Medical  prrsonnet  may  be  liable  for  impioper  non-medical 
treatment  of  pnsoniTs.  .  .    " 

38.  United  States  ex  ret.  Hyde  v.  McGinnis,  429  F.2d  864  (2d 
Cir.  1970);  Gittlemacker  v,  Prasse,  428  F.2d  1  (3d  Cir.  1970); 
Church  v.  Hegstrum.  416  F.2d  449  (2d  Cir.  1969);  Mayfield  v. 
Craven,  433  F.2d  873  (9th  Cir.  1970);  Kontos  v.  Prasse,  444  F.2d 
166  (3d  Cir.  T971 ),  Hnpkn.s  v.  County  of  Cook.  305  F.  Supp.  101 1 
(N.D    III.  1969).  Shields  v.  Kunkel.442  F  .2d  409  (9th  C.r.  1971). 


In  the  following  paragraphs  the  argument  is  developed  that 
these  cases  have  grossly  misinterpreted  the  manner  in  which 
the  Supreme  Court  has  called  upon  courts  to  evaluate  the 
merits  of  Section  1983  claims. 

In  the  seminal  case  of  Monroe  v.  Pape,  39  the  United 
States  Supreme  Court  established  two  principles  concerning 
Section  1983  litigation  which  are  crucially  important  for 
our  purposes.  First,  the  Court  defined  the  scope  of  coverage 
of  Section  1983  to  include  non-intentional  deprivations  of 
federally  protected  rights: 

It  is  abundantly  clear  that  one  reason  the  legislation 
was   passed  was  to  afford  a   federal   right  in  federal 
courts    because,    by    reason     of     prejudice,    passion, 
nealect,    intolerance,    or    otherwise,  .  .    the    claims   of 
citizens    to    the   enjoyment    of    rights,    privileges,   and 
immunities  guaranteed  by  the  Fourteenth  Amendment 
might    be   denied    bv    the    state  agencies,.  .  .  Section 
1979  should  be  read  against  the  background  of  tort 
liability  that  makes  a  man  responsible  for  the  natural 
consequences  of  his  actions.  (Emphasis  added.)  40 
Although  judicial   interpretation  of  this  language  has 
been  far  from  uniform,  there  is  a  clearly  discernible  trend 
toward  greater  liberality.  At  first,  federal  courts  resisted  the 
expansive   implications   for  federal   jurisdiction  which  this 
language  seems  clearly  to  convey  by  imposing  unilaterally 
conceived    concepts    of    "bad    motive,"   or    "ulterior    pur- 
pose."41    Later,    more   carefully    reasoned    decisions   have 
discredited     these    departures    from    the    clear    thrust    of 
Monroe.    "Gross   neqhqence"  was  found  sufficient  to  sup- 
port a  Section  1983  claim  by  the  Fourth  Circuit  in  Jenkins 


39.        365  U.S    167  (1961) 

40  Id.  at  180.  1S7. 

41  Hardwick  v  Hurley,  289  F.2d  529  (7th  Cir.  1961 );  Striker  v.' 
Pancher,  317  F.2d  780  (6th  Cir.  1963)  (Civil  Rights  Act  limited  in 
scope  to  reprehensible  conduct);  Beaureguard  v.  Wingrad,  230  F. 
Supp.  167  (S.D.  Cal.  1964).  Hardwick  is  the  most  flagrant  of  this 
line  of  cases  in  its  disregnrd  of  Monroe.  Its  requirement  that  there  be 
an  allegation  of  a  purpose  to  deprive  a  citizen  of  a  constitutional 
rights  is  in  direct  conflict  with  the  Supreme  Court  opinion. 
Moreover,  the  court  seemed  to  be  unduly  concerned  with  the 
entirely  improper  consideration  of  its  burgeoning  caseload.  Cf. 
Cohen  v   Norns,  300  F.3d  24,  34  (9th  C.r.  1962) 

If  giving  effect  to  this  Congressional  intent  will  "open  the 
flood  gates,"  the  remedy  is  not  for  this  court  to  give  §  1983  a 
narrower  construction  than  Congress  intended,  but  for 
Congress  to  decide  whether  it  wishes  to  narrow  the  scope  of 
the  statute. 
In    Zwickler    v,    Koota,    389    U.S.    241,    248    (1967),    after 

mentioning  the  Civil    Rights  Act  of   1875  and  Section   1983  in  the 

context  of  expanding  federal  jurisdiction  to  vindicate  federal  rights. 

Mr    Justice  Brennan  wrote* 

In  thus  expanding  federal  judicial  power.  Congress 
imposed  the  duty  upon  all  levels  of  the  federal  judiciary  to 
give  due  respect  to  a  suitor's  choice  of  a  federal  forum  for  the 
hearing  and  decision  of  his  federal  constitutional  claims. 
Plainly,  escape  liom  that  duty  is  not  permissible  merely 
because  state  courts  also  have  the  solemn  responsibility, 
equally  with  the  federal  courts,  .  .  to  guard,  enforce,  and 
protect  every  right  granted  or  secured  by  the  Constitution  of 
the  United  States.  .  .  . 
The     Seventh     Circuit     recognized     the     impossibility     of 

reconciling   Hurdwicfi    wilh    Wnnroc    and    overruled   it    in   Joseph   v. 

Rowen.  402  F.2d  367  (1968). 
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V.  Ai/erett.  An  Illinois  district  couit  |udqe  went  a  step 
further  in  the  followinq  language  from  the  opinion  in  Hue) 
v.  Rjrloga:  41 

Section   1983  has  been  interpreTPri  To  provide  a  new 

type  of  lort    the  invasion,  under  color  ol  stain  law,  of 

a  citizen's  constitutional  rights.  It  is  also  clear  that  it  is 

not  necessary  that  this  invasion  be  intentional,  it  mav 

merely  be  negligent.  ^ 

Finally,   the   most   expansive   interpretation   of  Monroe  to 

date  is  to  tJe  found  in  the  Fifth  Circuit's  decision  in  the  case 

of    Whirl    v.     Kern,  "     where    the    court    held    that    even 

•  "non-negligence"  was  insufficient  to  "exculpate  Kern  from 

liability."45 

How  do  the  prison  medical  cases  with  which  Legal 
Services  attorneys  are  concerned  *'  measure  up  against  the 
foregoing  assessment  of  Monroe  and  its  progeny?  One's 
"immediate  impression  is  that  of  encountering  an  entirely 
different  system  of  jurisprudence.  Although  nil  of  them 
hold  that  an  allegation  of  negligent  medical  care  does  not 
state  a  valid  federal  claim,  only  one47  acknowledges  the 
relevance  of  Monroe  in^arriving  at  such  a  conclusion.  It  is 
even  then  a  mere  passing  reference,  rather  than  the 
searching  inquiry  which  the  circumstances,  as  in  Whirl  v. 
Kern  would  seem  to  demand.48  In  another  case,  Gittle- 
macker  v.  Praise,  4"  one  must  trace  the  precedent  cited  as 
authority  for  its  holding  on  the  medical  claim  to  Kent  v. 
Prasse,  x  before  one  encounters  a  reference  to  Monroe. 
Kent  distinguished  Monroe  from  the  facts  before  it  on  the 
basis  of  two  considerations.  One  was  improper  motive, 
which  has  been  fatally  discredited;  and  the  other  was  that 
the  facts  before  it  did  not,  as  opposed  to  those  in  Monroe, 
amount  to  a  violation  of  state  law.  This  second  consid- 
eration makes  the  case  for  the  availability  of  a  federal 
remedy  even  stronger. 5I  The  failure  of  the  prisoner  (or  his 
counsel,  in  the  remote  chance  he  has  succeeded  in  obtaining 
one)  to  bring  such  cases  as  Monroe  to  the  court's  attention 


42.       424  F.2d  1228  (4th  Cir.  1970).  Sec  also,   Ramsey  v  Ciccone. 

310  F.  Supp.  600,  605  (W  D.  Mo.  1970): 

reckless  disregard,  callous  inattention,  and  gross 
negligence  which  results  in  denial  of  needed  medical  treat- 
ment is  equivalent  to  intentional  denial  of  medical  treatment 
and  therefore  violates  the  rights  guaranteed  by  the  8th 
amendment. 

43        277    F.    Supp.   864.    872    (M.D.    III.    1967);    cf.    Bowens   v 

Knazze,  237  F.  Supp.  826.  828  (N.D    III.  19651. 

44.  407  F.2d  781  (5th  Cir.  19691. 

45.  Id.  at  790 

46.  See  note  36,  supra  cases  cited. 

47.  Church  v.  Hegstrum,416  F.2d449,450  (2d  Cir.  1969). 

48.  There  is  at  least  one  non-medical  prison  case  which 
considered  in  some  detail  the  issue  under  consideration  and  the 
pertinence  of  Monroe  to  its  resolution.  It  expressly  left  open  the 
possibility  of  neghqent  conduct  supporting  a  valid  Section  1933 
claim.  Williams  v    Field,  416  F.2d  483  19th  Cir.  19691. 

49.  428  F.2d  1  (3d  Cir   1970). 

50.  385  F.2d  406  (3d  Cir.  1967),  cited  by  Gittlemacker  v. 
County  of  Philadelphia,  413  F.2ri  84  (3d  Cir.  19691,  cited  in  turn 
by  Gittlemacker  v.  Prasse,  428  F.2d,  at  6. 

51.  See,  Monroe  v.  Pape,  365  U.S.  167,  173,  where  Justice 
Douglas  noted  the  following  purpose  of  Section  1983  as  conceived 
by  Its  drafters:  "Second,  it  provided  a  remedy  where  state  law  was 
inadequate." 
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does  not  relieve  the  court  of  its  obligation  to  view.the  facts 
as  pleaded  most  favorably  to  the  establishment  of  a  valid 
federal  claim.52  There  may  conceivably  be  a  reason  why 
state  prison  physicians  should  be  held  to  a  lower  standard 
of  conduct  than  other  state  officials  under  federal  law,  but 
one  has  yet  to  be  articulated  by  a  federal  court. vl 

One  possible  explanation  for  the  courts'  disregard  of 
Monroe's  substantive  principles  is  that  they  have  distorted 
the  manner  in  which  Monroe  dictates  the  sufficiency  of 
Section  1983  claims  should  be  judged.  A-careful  exami- 
nation of  that  opinion  reveals  that  such  an  undertaking 
involves  two  separate  and  distinct  inquiries.  First,  there 
must  be  a  determination  as  to  whether  the  facts  as  alleged 
in  the  complaint  or  as  proven  at  trial  amount  to  an  invasion 
of  a  federally  protected  right.  The  analysis  in  the  first 
section  of  the  Monroe  opinion  answers  this  inquiry  in  the 
affirmative.  Second,  there  must  be  an  inquiry  as  to  whether 
the  actions  of  the  defendants  were  committed  "under  color 
of  state  law."  The  question  of  the  state  of  mind  of  the 
defendants,  i.e.,  whether  they  committed  the  acts  inten 
tionally  or  negligently,  is  a  constituent  element  of  this 
second  inquiry. 

This  bifurcated  process  is  reflected  in  virtually  all  of 
the  non-prison  Section  1983  cases  we  have  been  consid 
ering,  even  those  which  rejected  liability  under  that  section 
for  merely  negligent  acts.  The  court  in  Whirl  v.  Kern  M 
carefully  separated  the  issues  before  it  in  the  manner 
suggested  by  Monroe.  The  Joseph  v.  Rowen  ss  court  found 
that   there   had    nor  been    an    invasion   of   the    plaintiff's 


52.  Conley  v.  Gibson.  355  U.S.  41.  45,  46  11957).  See  ahu,  277 
F.  Supp.  864.  872  (N.D.  III.  1967),  where  though  it  was  not 
advanced  bv  plaintiffs,  the  court  engaged  in  an  extensive  analysis  of 
the  possibility  of  the-  facts  in  the  case  stating  a  Section  1983  claim. 

53.  One  cannot  help  detecting  the  thinly  veiled  presumption  of 
invalidity  with  which  the  judges  in  a  number  of  these  cases  approach 
prisoner  claims.  Church  v.  Hegstrum,  416  F.2d  449.  450  (2d  Cir. 
19691,  interprets  the  complaint  in  that  case  as  alleging  that  "the 
defendants  knew  of  Church's  illness  and  intentionally  stood  by, 
doing  nothing,  '  (emphasis  added)  and  then  proceeds  to  analyse  the 
case  if  it  sounded  in  negligence.  Moreover,  the  court  in  its  reasoning 
seems  to  give  substantial  weight  to  the  availability  of  state 
proceedings  for  the  assertion  of  the  plaintiff's  claims  (416  F  2d  at 
451),  Thus  coming  into  direct  conflict  with  language  from  Monroe 
to  The  effecT  ThaT 

It  is  no  answer  that  The  stare  has  a  law  which  if  enforced 
would  give  relief  The  federal  is  supplemenlal  to  The  srale 
remedy.  .  .  .  365  U.S.  al  183. 
Judge  Smith's  dissent  in  U.S.  c\  ret.  Hyde  v.  McGinnis.  429  F.2d 
864,  868  (2d  Cir  1970).  a  rare  insTance  of  ludicial  candor  (perhaps 
annbuTable  to  The  dissenr's  support  of  the  convicl's  posiTion)  in 
which  he  confesses  "We  may  well  suspect  he  can'!  (establish  facts 
sutticienT  to  support  a  valid  federal  claim,"  thus  giving  rise  to  the 
not  unreasonable  speculation  that  such  an  improper  consideration 
had  influenced  The  maioruy's  Thinking.  Finally  the  court's  opinion 
in  GiTTlemacker  v  Prasse,  428  F.2d  1  (3d  Cir.  1970),  commences 
wiTh  an  announcement  ThaT  the  issues  will  be  explored  "in  greater 
depth"  than  they  deserve  pursuanT  to  The  observalion  That  "a  large 
percentage"  of  prison  civil  rights  cases  are  "improvidently  filed." 
One  purpose  of  This  unnecessary  care  would  Thus  appear  to  be  ThaT 
of  forestalling  once  and  for  all  The  "mounTing  frequency"  of  The 
filing  of  such  cases  in  federal  courrs. 

54.  407  F.2d,  781,  786  (5Th  Cir.  1969). 

55.  402  F.2d  367  (7lh  Cir.  1968) 
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fourteenth  amendment  right  against  deprivation  of  liberty 
without  due  process  of  law  before  proceedinq  to  the  issue 
of  the  defendants'  states  of  mind.  Jenkins  v.  Averett  M  also 
exhibits  this  pattern,  although  the  court  discussed  the  issue 
of  negligence  in  the  "deprivation"  section  due  to  the  nature 
of  the  invasion.  Hardwick  v.  Hurley  "  premised  its  holding 
on  the  satisfaction  of  two  distinct  requirements,  allegations 
of  a  constitutional  deprivation  and  of  an  improper  motive 
Kent  v.  Prbsse  58  also  considers  these  issues  separately. 

tiy"contrast,  both  of  the  prison  medical  care  cases 

.  which  engage  in  any  but  the  most  cursory  discussion  of  the 
issues  before  them,  Church  v.  Hegstrum M  and  Gillie 
mocker  v.  Prasse60  incorporate  the  question  of  negligence 
into"  the  determination  of  whether  a  constitutionally 
Drotected  right  has  been  invaded.  This  approach  not  only 

'precludes  any  reasoned  consideration  of  whether  negligent 
as  opposed  to  intentional  invasions  of  rights  may  be 
redressed  under  Section  1983,  but  it  also  affords  a 
convenient  means  to  avoid  any  inquiry  into  the  nature  of 
the  harm  suffered  by  the  convict  along  with  its 
constitutional  implication.   ' 

Assuming,  foi  the  sake  of  argument,  success  in 
persuading  a  federal  court  to  accept  non-intentional  acts  as 
a  permissible  basis  for  assessing  liability  against  prison 
authorities,  it  is  important  to  note  the  third  category  of 
possible  circumstances"2  for  the  purpose  of  examining 
common  law  malpractice  cases  pertinent  to  the  issues  set 
forth  therein.  There  is  abundant  authority  for  liability  in 
the  event  of  an  erroneous  diagnosis  and  consequent 
harm.63  The  second  form  of  negligence,  that  of  negligently 
prescribing  a  treatment  for  a  condition  for  which  it  was  not 


56. 
57. 
58. 
59. 
60. 
61 


intended,  is  more  complex.64  Malfeasance  in  this  respect 
will  probably  be  shown  in  the  form  of  departures  from 
directions  in  the  product  literature  or  labeling  distributed 
by  the  manufacturer  of  the  chemical  agent  or  equipment, 
or  from  standards  promulgated  by  professional 
organizations.  66 

The  generally  accepted  rule  among  courts  which  have 
considered  the  question  is  that  such  product  literature  is 
admissible  into  evidence  (over  hearsay  objections),  but  that 
it  is  inconclusive  as  to  the  standard  of  care  owed  to  the 
patient.67  In  one  case,  "competent  medical  testimony"  as 
to  "best  usage  and  practice"  was  held  sufficent  to  insulate 
from  liability  a  physician's  departure  from  the 
manufacturer's  recommended  dosage  levels.68 

Federal  courts  which  have  dealt  with  this  question 
have,  in  applying  state  law,  exhibited  a  willingness  to  place 
greater  reliance  on  the  manufacturer's  instructions.  In 
Monk  v.  Doctor's  Hospital1'''  the  court  stated  that  such 
information, 

was  plainly  directed  at  the  correct  use  of  the 
machine,  and  practitioners  using  the  machine  cannot 
ignore  the  instructions  of  the  maker  without  some 
reason.  .  .  .  The  jury  could  reasonably  consider  that 
any  practice  which  fell  short  of  complying  with  such 
instruction  wets  evidence  of  negligence. 


424  F.2d  1228  14th  Cir.  19701. 
289  F  .2d  529  (7th  Cir.  19611. 
385  F.2d  406  (3d  Cir.  19671. 
416  F  2d  449  (2d  Cir.  1969). 
428  F.2d  1   (3d  Cir.  1970). 

See  dissent  in  U.S.  ex  rel.  Hyde  v.  McGinnis.  429  F  2d  864. 
868  I2d  Cir.  1970).  Clearly  the  most  serious  consequence  that  can 
follow  upon  a  prison  physicians  non  or  misfeasance  regarding  a 
prisoner's  need  for  medical  care  is  death.  Where  there  is  evidence  of 
negligence,  such  an  outcome  should  give  rise  to  an  immediate 
presumption  that  the  victim  had  suffered  an  invasion  of  his  right 
against  deprivation  of  life  without  due  process  of  law  guaranteed  by 
the  fourteenth  amendment.  See,  McCollum  v.  Mayfield,  130  F. 
Supp.  112,  114  (NO.  Cal.  1955);  cf.  Screws  v.  United  Stales,  325 
U.S.  91  (1945).  The  Chinch  court  takes  the  highly  dubious  step  of 
applying  the  tests  for  a  violation  of  the  eighth  amendment  right 
against  cruel  and  unusual  punishment  to  the  fourteenth  amendment 
claim  that  the  court  grudgingly  acknowledges  the  particulai  facts 
suggest.  Even  more  questionalbe  from  the  standpoint  of  culpability 
,  la  full  physical  examination  which  failed  to  detect  the  cause,  acute 
pneumonitis,  of  the  convict's  death,  which  occurred  within  the  next 
24  hours)  is  the  court's  exculpation  of  the  prison  physician  in 
Hopkins  v.  County  of  Cook,  305  F.  Supp.  1011  (N.D.  III.  19691. 
Dnson  medicine  would  appear  to  be  the  last  refuge  of  the  "hands 
off  doctrine  which  has  long  been  discredited  in  virtually  ever  other 
domain  of  prison  life.  Sec,  Comment,  supra  note  37,  at  654. 

62.  See  p.  323-324  supra. 

63.  It  is  we|l  established  that  a  diagnosis  which  negligently  fails 
to  detect  a  condition  which  later  causes  harm  is  a  sufficient  basis  for 
liability.  See,  <•.«.,  O'Brien  v.  Stover,  443  F.2d  1013  (8th  Cir.  1971 ). 
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More  relevant  for  our  purposes,  however,  are  cases  dealing  with 
faulty  diagnoses  which  resulted  in  the  administration  of  injury 
producing  treatment.  Among  malpractice  cases,  see,  Rotan  v. 
Greenbaum,  273  F.2d  830  (DC.  Cir.  1959)  (penicillin  given  for 
mumps),  Marchcse  v.  Monaco,  52  N.J.  Super.  474,  145  A.2d  809 
(App.  Div.  1958),  cert,  denied,  28  N.J.  565,  147  A.2d  609  (1959) 
(drug  too  potent  for  minor  disease  being  treated).  Gifford  v.  Howell, 
1 19  S.W.  2d  578  (Tex.  Civ.  App.  1938)  (arsenic  and  bismuth  given 
for  syphillis);  Doming  v.  Putt,  111  Vt.  166,  13  A.2d  198  119401 
(insulin  for  condition  misdiagnosed  as  diabetes). 

64.  Where  an  ulterior  motive  such  as  control  or  punishment  is 
evident,  every  effort  should  be  made  to  characterize  the  action  as 
one  involving  a  knowing,  intentional  use  of  organic  therapy  for 
unapproved,  experimental  purposes. 

65.  For  example,  if  Prolixin  injection  were  to  be  used  for 
treatment  of  conditions  other  than  schizophrenia,  or  Prolixin 
Enanthale  for  anything  other  than  "maintenance  of  symptom  relief 
in  the  management  of  psychotic  disorders  including  schizophrenia, 
mania,  and  organic  brain  disease,"  such  use  would  be  inappropriate. 
(Quoted  language  from  official  drug  labeling  printed  by  E.R.  Squibb 
&  Sons.  Inc.)  Another  place  to  look  is  the  PHYSICIANS  DESK 
REFERENCE,  published  annually  by  Medical  Economics,  Inc.  The 
CCH  F  D.  COSM.  I_-  REP.  1172,800  should  be  consulted  to 
determine  whether  recent  supplemental  "New  Drug  Applications" 
have  rendered  obsolete  the  labeling  under  consideration. 

66.  Sec.  Stone  v.  Procter,  259  N.C.  633,  131  S.E.2d  297  (19631, 
which  held  that  the  American  Psychiatric  Association's  standards  on 
electro  shock  therapy  could  be  admitred  into  evidence. 

67.  Crouch  v.  Most,  78  N  M  406.  432  P. 2d  250  (1967);  Salgo  v 
Leland  Stanford  Jr.  University  Bd.  of  Trustees,  154  Cal.  App  2d 
560.  317  P.2d  1701  (1957).  Julien  v.  Barker,  75  Idaho  413.  272 
P.2d  718.  724  (1954).  The  /alien  court  went  on  to  say  th.it  drug 
labeling  is 

prima  facie  proof  of  a  proper  method  of  use,  given  by 
the  maker,  which  must  be  presumed  qualified  to  give 
dnections  for  its  use  and  warning  of  any  danger  inherent 
therein 

68.  Ball  v.  Malinkrodt  Chem.  Works.  381  S.W.2d  563  (Tenn 
App.  19641. 

69         403  F.2d  580  (DC   Cir    1968). 

Clearinghouse  Review 


347 


Finally,  in  Trueman  v.  United  States,  w  the  court  relied 
exclusively  on  drug  labelinq  in  finding  negligence  with 
respect  to  two  elements  of  the  plaintiff's  claim  against  the 
physician  defend  juts 

8.        Nonconsensual    Medical    Treatment    anil    the 
Constitution 

The  right  to  be  free  of  intrusion  into  one's  bodily 
security  has^fteen  regarded  as  so  fundamental  a  right  by 
forums  which  have  dealt  with  the  issue  as  not  to  require 
association  with  any  particular  constitutional  principle.  One 
of  the  most  emphatic  of  such  pronouncements  was 
delivered  by  the  Supreme  Court  of  Kansas  in  Nathanson  v, 
Kline   n 

Anglo-American  law  starts  with  the  premise  of 
thorough-going  self  determination.  It  follows  that  each 
man  is  considered  tc  be  master  of  his  own  body.  and 
he  may.  if  he  be  of  sound  mind,  expressly  prohibit  the; 
performance  of  lift-  saving  surgery,  or  other  medical 
treatment  A  doctor  might  well  believe  that  an 
operation  or  form  of  treatment  is  desirable  or  neces- 
sary but  the  law  does  not  permit  him  to  substitute  his 
own  judgment  for  that  of  the  patient  by  any  form  of 
artifice  or  deception. 
Another  quasi-adjudicatory  forum  restated  the  principle 
thus:"" 

Every     human     being     has     an     inalienable     right     to 

determine   what   shall   be  done   with    his   body     This. 

without  regard  as  to  whether  he  be  confined  t<>  a  penal 

Institution,  or  free,  .  .  .  (Emphasis  add  id  I 
Eminent     jurists    such     as     Holmes,73     Cardozo,  "**     and 
Frankfurter 75  have  echoed  these  sentiments.  7" 

By  contrast,  as  one  might  by  now  expect,  federal 
courts  have  without  exception  ignored  such  considerations 
and  have  rejected  claims  by  prisoners  based  on  allegations 
of  unauthorized  medical  or  psychiatric  treatment    Perhaps 


70         ISO  F    Supp    172  (E  D    La.  19601. 

71.        186  Kan    393,  350  P.2ri  1093,  1104  (I960) 

72         In  the  Mailer  of  Or.  Chester  M,  Southam  ,\   Di .  Emanuel  E. 

Monde!,  Report  ot  the  Suhcamm.  of  the  Comm,  on  Grievances  ol 

the    Hoard    of    Regents    ot    the    State    of    New     York.    Ve,     Note, 

Experimentation  on  Human  Beings,  20  STAN.  L.  REV.  99  (1967) 

73.  Stack  v.  New  York,  N.H.  &  H.R.R.,  177  Mass.  155.  157,  58 
N.E.  686,  687:  "The  common  law  was  very  slow  to  sanction  any 
violation  of  or  interference  with  the  person  ol  a  free  citizen 

74.  Schloendorff  v.  Society  of  N.Y.  Hosp.,  211  NY.  125,  128. 
105  N.E.  92.93  (1914): 

Every  human  being  of  adult  years  and  sound  mind  has 

a  right  to  determine  what  shall  be  done  with  his  own  body. 

and    a    surgeon    who    performs    an    operation    without    his 

patient's  consent  commits  an  assault,  for  which  he  is  liable  in 

damages. 

75*      Sibbach   v.   Wilson   &   Co.,  312  U.S.  1,  17   (1941)   (dissenting 

opinion):   "The  inviolability  of  a  person  has  such  historic  roots  in 

Anglo-American  law  that  it  may  not  be  curtailed  unless  by  clear  and 

unquestionable  authority. 

76  Sec  also,  Union  P.icif.c  Ry.  v.  Botsford,  Ml  US.  250.251 
(1891): 

No  right  is  held  more  sacred,  or  is  mom  carefully  guarded,  by 
the  common  law,  than  the  right  of  every  individual  to  the 
possession  and  control  of  his  own  person,  free  from  all 
restraint  or  interference  of  others,  unless  by  clear  and 
unquestionable  authority  of  law. 


the  most  extreme  statement  of  this  position  was  articulated 
by  the  judge  in  Ramsey  v,  Ciccone.  77 

Even    though   the   treatment   is   unusually   painful,  or 

causes   unusual    mental   suffering,  it  may  be  admints- 

tered     to    a    prisoner    without     his    consent     if     it     is 

recognized    as    appropriate    by     recognized     medical 

authority  or  authorities. 

This    reasoning    was    employed    by    the    same    judge    in 

dismissing    an    action    filed    by    a    Missouri    convict    who 

claimed  the  defendants  had  "injected  plaintiff  with  a  drug 

known   as   Prolixin.  .  .  against   plaintiff's  will  and  religious 

b  lief."78    Other    courts   have   dismissed   complaints   of   a 

similar  nature.  7y 

The  following  section  explores  the  relative  merits  of 
some  specific  constitutional  violations  which  non- 
consensual medical  treatment  of  a  prisoner  might  be 
argued  to  constitute.  As  has  been  shown,  the  battle  is  of  a 
distinctly  uphill  nature. 


7. 


Cruel  and  Unusual  Punishment 


Virtually  all  reported  prison  medical  cases 
which  have  vindicated  a  prisoner's  claims  have  involved 
assertions  that  a  prison  physician's  failure  or  refusal  to 
render  needed  medical  care  amounted  to  cruel  and  unusual 


_77.        310  F.  Supp.  600,  605  (WD.  Mo.  1970). 

78  Smith  v    Baker,  326  F.  Supp.  787  (W.D.  Mo.  1970);  off'd  per 

curiam,  442  F  2d  928  (8th  Or.  1971).  It  is  interesting  to  note  that 
in  the  district  court  decision  the  attorney  general  was  so  confident 
of  a  decision  favorable  to  the  state  that  he  didn't  even  bother  to 
enter  an  appearance.  The  trust  proved  to  be  well-founded. 
79.  Haynes  v.  Harris,  344  F.2d  463  (8th  Or.  1965)  (rejecting 
without  citation  of  authority  the  assertion  that  "forced  medical 
treatment  is  corporal  punishment  and  cannot  be  legally  inflicted 
upon  anyone  confined  under  a  sentence  that  calls  for  less  than 
capital  punishment"),  Owens  v.  Aldndge,  311  F.  Supp.  667  (WD. 
Okla.  1970)  (two  operations  m  same  day,  one  of  which  with  "little 
or  no  sedation").  Peek  v.  Ciccone,  288  F.  Supp.  329  (W.D.  Mo. 
1968)  ("Inmate  who  refused  to  take  orally  tranquilizer  prescribed 
by  prison  physician  and  who  was  forcibly  given  injection  of 
tranquilizer  by  prison  official  who  was  not  doctor  or  medical 
technologist  was  not  subjected  to  cruel  and  unusual  punishment."); 
Mackey  v  Procumer,  C.v.  Action  No.  71-3062  (E.D.  Cal.  1971), 
Clearinghouse  No.  7374  (Anectme,  sec  note  7  supra);  Dockery  v 
Houck.  No  S-981  (E.D.  Cal.  1969),  off'd,  No.  24915  (9th  Or. 
1971)  (plecrro-shock  therapy):  Rmehart  v.  Rhay,  314  F.  Supp.  81 
(W  D  Wash.  1970)  (sedatives).  Veals  v.  Ciccone,  281  F.  Supp.  1017 
(W.D.  Mo  1968)  (solitary  confinement  as  punishment  for  refusal  to 
take  medication  which  allegedly  caused  "chest  pain  and  other 
mental  defects"). 

The  Peek  case  is  particularly  interesting  in  that  the  drug  the 
convict  refused  to  take  wjs  Fluphenazine  Hydrochloride,  marketed 
under  two  brand  names  by  different  pharmaceutical  companies.  The 
initial  dosage  was  set  at  the  maximum  recommended  daily  amount 
(10  mg  )  for  that  drug  as  listed  in  AMA  DRUG  EVALUATION 
1971,  236.  Thus  it  would  not  be  surprising  for  the  convict  to 
experience  some  of  the  side  effects  described  m  note  12,  supra,  His 
initial  complaint  stated  that  [he  drugs  had  "muddle(d)  a  man's  mmd 
preventing  him  from  writing  clearly  to  courts,  politicians,  or 
relatives."  Unfortunately  these  issues  were  apparently  not  ventilated 
at  trial  The  second  interesting  feature  is  that  since  t'eek  had  not 
bi  i  certified  to  be  psychotic  Fluphenazine  was  being  used  for  a 
pui  pose  for  which  the  Food  and  Drug  Administration  later 
determined  the  drug  was  ineffective.  See  35  Fed.  Reg.  1821  3. 
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punishment.  80  They  are  therefore  not  wholly  applicable  to 
the  factual  situation  presently  under  consideration,  in- 
volving as  it  does  the  taking  of  affirmative  action  by  the 
physician  against  the  convict's  will.  There  are  two  excep- 
tions to  this  prevailing  typology  which  deserve  close 
scrutiny  in  order  to  detect  whatever  utility  they  might  have 
for  facilitating  an  eighth  amendment  claim         p 

The  first  case  is  Sawyer  v.  S/gfer,  8I  which  held  that 
the  prac/fce  of  administering  medication  in  accordance  with 
prison  regulations  requiring  it  to  be  in  crushed,  liquid  form 
rather  than  tablet  amounted  to  cruel  and  unusual  punish 
ment  where  it  was  shown  that  the  crushed  form  caused 
nausea.  In  the  second  case,  Martinez  v.  Muikusi,*2  the 
court  held  that  a  valid  federal  claim  existed  where  a  prison 
physician  discharged  the  plaintiff  from  the  prison  hospital 
two  days  after  he  had  undergone  serious  surgery  without 
first  checking  with  the  specialists  who  performed  t re- 
operation, who  had  specifically  ordered  that  the  plaintiff 
remain  immobile. 

Both  cases  unfortunately  contain  features  which 
minimize  their  value  for  present  purposes  The  practice 
condemned  by  Stfuytv  occurred  despite  the  express  recom- 
mendation of  the  prison  doctor  in  one  instance,  and  with 
no  indication  of  medical  approval  or  disapproval  in  the 
other.  Thus  the  case  is  concerned  primarily  with  administra- 
tive interference  into  the  practice  of  medicine;  and 
although  the  facts  suggest  the  possibility  of  acquiescence  in  - 
or  cooperation  with  administrative  policies  by  physicians 
contrary  to  the  interests  of  the  convict's  health,  it  is  one 
about  which  the  opinion  is  silent.  *'  Moreover,  the  Eighth 
Circuit  advances  the  observation  that  "the  District  Court 
may  have  approached  the  outer  limits  of  constitutional 
requirements  in  granting  to  Sawyer   the  limited  relief  that 


80.       See,   S.   Alexander,  The  Captive  Pulient:    flic   Treatment  oi 

Health  Problems  in  American  Prisons,  6  CLEARINGHOUSE   REV 

16  (May  1972) 

81         445  F  2d  818  (8th  Or.  1971),  aff'g  320  F.  Supp.  690  (Neb 

19701. 

82.  443  F,2d  921   (2nd  Or.  1970) 

83.  This  divided  loyally,  whereby  conflicts  between 
administrative  or  security  considerations  and  the  interests  of  the 
convict's  health  are  inevitably  resolved  >n  (jvor  of  the  former,  is 
endemic  to  the  prison  setting.  Thus  the  presumption  employed  by 
one  commentator  on  the  question  of  unauthorized  medical 
treatment,  that 

what  appears  to  distinguish  the  cas'*  of  unauthorized 
operation  from  traditional  assault  and  battery  cases  is  the 
fact  that  m  almost  all  of  the  cases,  the  doctor  is  acting  in 
relative  good  faith  lor  the  benefit  of  the  patient,  .  .  A 
McCoid,  4  Reappraisal  of  Liability  for  Unauthorized  Medical 
Treatment,  41  MINN.  L.  REV.  331,424  (1907), 
is  totally  inapplicable  in  such  a  context. 

See  S.  HALLECK.  CONTROL  AND  TREATMENT,  PSYCHIATRY 
AND  THE  DILEMMAS  OF  CRIME.  A  STUDY  OF  CAUSES, 
PUNISHMENT,  AND  TREATMENT,  229  235  11967) 

To  begin  with,  it  seems  almost  inherently  contradictory  ' 
the  physician  to  lend  his  set  vices  to  I  tic  i  ontrol  ol  his  fellow 
human  bcitufr.  The  medical  doctor  comes  from  a  tradition  m 
which  respect  for  individual  liberties  and  service  to  individual 
needs  are  primary.  Medical  practice  in  our  country  has 
developed  as  a  private  contractual  relationship  in  which  it  is 
expected   that    the  physician  will   serve  his   patient    Concern 
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was  granted  to  him  in  connection  with  the  form  of  his 
medication."  w  In  Mat  fine/,  the  coutt  was  careful  to  point 
out  that  "the  doctor's  alleged  misconduct  in  this  case  is 
not,  .  .  a  matter  of  medical  judgment."  HS  Once  again  the 
picture  is  that  of  a  physician  taking  action  outside  of  his 
sphere  of  professional  competence,  this  time  by  his  own 
choice.  Thus  neither  case  commends  itself  as  a  particularly 
promising  vehicle  for  the  assertion  of  an  eighth  amendment 
claim  resting  solely  on  an  alleged  abuse  of  a  prison 
physician's  professional  authority 

Resting  a  claim  for  relief  for  non  consensual  medical 
or  psychiatnc  tieatment  solely  on  cruel  and  unusual 
punishment  considerations,  absent  special  circumstances86 
would  not  appear  likely  to  succeed. 


for  the  manner  in  which  the  patient's  behavior  influences  the 
rest  of  society  is  usually  secondary 

Another  way  of  phrasing  this  problem  is  that  the  psychiatric 
physician  has  diffit  ult\  m  being  an  agent  lor  the  state  and  tor 
the  patient  at  the  same  time.  This  is  an  estjecially  ambiguous 
position  for  those  raised  in  the  medical  tradition.  The  lay 
public  usually  assumes  that  whatevei  the  physician  does  is  in 
the  interest  of  the  patient.  When  the  psychiatrist  as  a 
physician  implies  that  confinement  is  a  part  of  treatment 
which  is  imposfd  upon  the  patient  for  his  own  good,  this 
belief  is  accepied  literally  by  most  people.  The  psychiatrist  is 
thereby  endowed  with  on  exceptional  degree  of  unquestioned 
power  over  those  he  designates  as  mentally  ill  (emphasis 
addedl 
84         445  F.2d8l8.8l9  (8th  Or.  1971). 

85.  443  F.2d921,923  (2cl  Or.  1970).      ' 

86.  i-.q.,    a   judge   who   was    usually  receptive  to  the  non-prison 
judicial  precedent  discussed  at  the  beginning  of  this  section 

A  second  situahon  m  which  the  prospects  for  success  might 
be  more  favorable  would  be  where  the  treatment  in  question  was 
administered  in  an  experimental  manner  or  for  experimental 
purposes  The  latter  was  discussed  at  notes  12  and  64,  supra  and  the 
formei  is  graphically  exemplified  by  the  Anectme  controversy.  Sec 
note  7  supra,  and  ct.  35  Fed.  Reg.  13593  (19701  The  experimental 
nature  of  a  given  form  of  treatment  may  be  established  by  expert 
testimony  as  well  as  My  reference  to  product  labeling  or  reports  of 
government  sponsored  evaluation  in  the  Federal  Register.  Consider 
the  following  remarks  by  a  neurosurgeon  regarding  the  type  of  brain 
surgery  that  was  peifomied  on  three  California  inmates  (quoted  in 
Aarons,  supra  note  101 

The  record  hasn't  been  very  good.  Too  little  has  been  done  to 

really  know.  It's  still  very  much  in  the  experimental  stage. 
In  such  instances,  serious  ethical  problems  arise  where  such 
treatment  is  administered  without  a  convict's  consent,  let  alone  over 
his  express  objections  The  importance  of  eliciting  informed  consent 
from  experimental  subjects  has  been  emphasized  in  every  code  of 
rese  irch  ethics  in  existence  The  most  frequently  cited  of  these  are 
th<-  Nuremburg  Code,  US  ADJUTANT  GENERAL'S  DEP'T, 
TRIALS  OF  WAR  CRIMINALS  BEFORE  NUREMBURG  MILL 
TARY  TRIBUNALS  UNDER  CONTROL  COUNCIL  LAW  NO.  10, 
THE  MEDICAL  CASE.  Vol  2,  181-83  (1947),  The  Helsinki  Code  or 
tin  World  \1edkal  Association,  reprinted  in  190  JAMA.  195, and 
t'ln    Kthical  Guidelines  tot   Clinical  Investigation  of  the  American 

ti    \ssociation,   1 98  J. A  M  A.  1 1 58  {19661 

The    nature    of    the   obligation    to   secure   the   consent   of   a 
patient    prior    to    the   administration   of   experimental    therapy   has 
received    perhaps    its    fuflesi    elucidation    m    the    Report    i 
Subcomnt.   on   the  Comni      >n  Grievances  in  the  Southam-Maridcf 

case,  sr//"'/  note  72 
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2.        Invasion  of  Privacy  and  Interference  With 
Freedom  of  Thought  and  Sensation 

Since  many  of  the  psychiatric  therapies 
considered  above  have  either  a  direct  {brain  surgery  and 
anti  psychotic  medication)  or  indirect  {anectine  therapy 
including  mental  states  of  terror  and  fright)  impact  on  the 
patient's  mental  faculties,  it  has  been  suggested  K7  that  a 
convict  who  was  involuntarily  subjected  to  such  forms  of 
treatfTjg/yfyvould  have  a  valid  federal  claim  premised  on  the 
right  to  be  free  from  official  control  over  the  contents  of 
one's  mind.  Such  reasoning  was  the  basis  of  the  decision  in 
Stanley  v.  Georgia.  HK  The  following  language  seems 
compelling  in  the  present  context: 

Our     whole     constitutional     heritage    rebels    at     the 
.  thought   of   giving   government    the  power  to  control 

*  men's   minds      .  .   Whatever  the  pow"  of  the  state  to 

control  public  dissemination  of  ideas  inimical  to  the 
public  morality,  it  cannot  constitutionally  premise 
legislation  on  the  desirability  of  controlling  a  person's 
private  thoughts. 


In  experimental  therapy,  patients  and  volunteers  are  selected 
who   are  able    to   clearly  comprehend  beforehand   the   full 
nature   and   details   of    the   experiment,    which  generally  are 
outlined  on  a  printed  form  on  which  the  patient  or  volunteer 
is  asked  to  sign  his  consent.  A  volunteer  consents  after  he  is 
fully  informed  in  lay  language,  that  is.  language  that  he  can 
comprehend   and   this  usually  involves  considerable  thought 
and   much  discussion,  with  dozens  of  questions  being  asked, 
and  fully  answered  over  a  period  of  time. 
Although   the   distinction  between  therapeutic  and  clinical  experi- 
mentation has  been  incorporated  into  both  the  Helsinki  and  AMA 
Codes,   there   is,  outside  of   exceptional   circumstances,  no  attribu- 
table  difference    in    either    code,    in   the  duty    imposed    to   secure 
informed  consent  from  the  patient  or  participant, 

Violation  of  such  widely  accepted  principles  of  medical 
ethics  would  certainly  appear  to  constitute  an  infringement  of  "the 
evolving  standards  of  decency  that  mark  the  progress  of  a  maturing 
society."  Trop  v.  Dulles.  356  U.S.  86,  101  (1958). 

Finally,  there  may  be  a  greater  chance  of  obtaining  relief  if 
ulterior  purposes  such  as  control  or  punishment  can  be  established. 
The  court   in    Landman  v.    Royster,  333   F.  Supp    621    (ED    va. 
1971 ),    found     unconstitutional     the     use    of    restricted    diets    as 
punishment  by  reasoning  that  would  appear  equally  applicable  to 
the  forced  use  of  psychiatric  therapies  without  medical  justification: 
The  purpose  and  intended  effect  of  such  a  diet  is  to  discipline 
a  recalcitrant  by  debilitating  him  physically.   Without  food, 
his   strength  and  mentul  alertness  begin  to  decline  immedi- 
ately.  It  is  a  telling  reminder  too  that  prison  authorities  enioy 
complete  control   over  all   sources  of  pleasure,  comfort,  and 
basic  needs.  Moreover,  the  pains  of  hunger  constitute  a  dull, 
prolonged  sort  of  corporal  punishment.  That  marked  physical 
effects    ensue    is    evident    from    the    numerous    instances   of 
substantial  weight   loss  during  solitary  confinement.  337   F. 
Supp.  621.  647 
*   The  court  also  enjoined  the  use  of  chains  and  handcuffs,  which  were 
shown    to    have    caused    "permanent    scars,  .  .    lack    of    sleep    and 
prolonged  physical  pain."  "to  restrain  or  control  misbehavior."  The 
Second  Circuit  upheld  a  lower  court  which  had  enjoined  the  warden 
of    Clinton    Prison    in    New    York    from    "confining    (plaintiffs)    in 
Psychiatric   observation    cells   for   disciplinary   purposes  or  without 
psychiatric   justification.  ..  "    in  Wright   v.   McMann.   1    PRISON    L. 
RPTR.  109  (1972). 

87  See,  Noie,  supra,  note  7,  at  661-5, 

88  394  U.S.  557  (1968). 

89  Id.  at  565.  566 

Vol.  VI,  No.  6.  October  1972 


The  court  in  Stanley  also  based  its  holding  upon  the 
consideration  that  "also  fundamental  is  the  right  to  be  free, 
except  in  very  limited  circumstances,  from  unwanted 
governmental  intrusions  into  one's  privacy."90  The  court 
quoted  at  length  from  Justice  Brandeis'  dissent  in  Oimstead 
i    ( 'nited States:91 

The  makers  of  our  Constitution  undertook  to  secure 
conditions  favorable  to  the  pursuit  of  happiness.  They 
recognized  the  significance  of  man's  spiritual  nature, 
of  his  feelings  and  of  his  intellect.  They  knew  that 
only  a  part  of  the  pain,  pleasure  and  satisfactions  of 
life  are  to  be  found  in  material  things.  They  sought  to 
protect  Americans  in  their  beliefs,  their  thoughts,  their 
emotions  and  their  sensations.  They  conferred,  as 
against  the  Government,  the  right  to  be  let  alone— the 
most  comprehensive  of  rights  and  the  right  most 
valued  by  civilized  men. 

The  right  to  privacy  relied  upon  in  Stanley  received 

its  fullest  elucidation  in  Griswo/d  v.  Connecticut.  92  In  that 

case,  members  of  the  Court  found  the  right  implicit  in  the 

protections  contained  in  the  first,  third,  fourth,  fifth  and 

ninth   amendments.  There  would  appear  to  be  no  private 

sanctuary  of  the  individual  more  deserving  of  constitutional 

protection  than  that  of  one's  own  body  and  mind.  As  the 

Ninth  Circuit  observed  in  Huguez  v.  United  States:92 

Nor   are   the   intimate   internal   areas   of   the   physical 

habitation    of    mind    and    soul   any    less   deserving   of 

precious  preservation  from  unwarranted  and  forcible 

intrusions  than  are  the  intimate  internal  areas  of  the 

physical  habitation  of  the  wife  and  family.  Is  not  the 

sanctity    of     the    body    even    more    important,    and 

therefore,  more  to  be  honored  in  its  protection  than 

the  sanctity  of  the  home.  .  .? 

The  concern  for  personal  privacy  evidenced  in  the 
Huyuc/  court's  discussion  received  a  more  extensive  treat- 
ment in  the  earlier  Ninth  Circuit  case  of  York  v.  Story.  ** 
The  York  majority  found  that  the  acts  of  state  officers  in 
photographing  the  nude  body  of  a  female  complainant 
constituted  "an  arbitrary  invasion  upon  the  security  of 
one's  privacy  in  this  Due  Process  sense."  9S  In  reaching  this 
conclusion,  the  court  reasoned  that  "we  cannot  conceive  of 
a  more  basic  subject  of  privacy  than  the  naked  body."  % 
Certainly  it  would  be  inconsistent  and  illogical  to  find  that 
photographing  and  viewing  the  naked  body  constitutes  an 
unconstitutional  invasion  of  privacy,  but  that  the  far 
greater  intrusion  into  bodily  security  of  injecting  a  potent 
chemical  agent  does  not 

The  theory  is  novel,  and  the  cases  on  which  it  is  based 
are  easily  distinguishable  on  their  facts  from  the  prison 
context  "7  Nevertheless,  given  sufficiently  compelling  facts 


90.       Id.  at  564 

91  277  U  S.  438,  478  (1928),  quoted  in  Stanley  v.  Georgia,  394 

U.S.  557,  at  564  (1968) 

92.  381  U.S.  479  (1965). 

93.  406  F,2d  366,  382.  n.  84. 

94  324  F.2d  450  (9th  Cir.  1963). 

95  Id.  at  455 
90         Id 

97  See,  e.g.,  Travors  v.  Paton,  261  F.  Supp.  110  (Conn.  1966),  a 
prison  case  involving  the  question  of  photographic  privacy  which 
limited  Griswold  to  its  facts  of  marital  privacy 
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and  a  receptive  judge,   its  assertion   in  combination  with 
other  arguments  might  bring  success.  'A 

3.        Equal    Protection    and   Procedural   Due 
Process 

The  equal  protection  clause  has  retained  vitality 
under  the  "Nixon  Court"  in  a  sense  that  is  relevant  to  our 
purposes.  First,  in  Humphrey  i:  Cady,  "  the  Court  unam 
mousj^jfaund  there  to  be  a  substantial  constitutional 
question  premised  on  equal  protection  considerations 
'  where  a  patient  whose  term  of  commitment  was  about  to 
be  extended  under  the  Wisconsin  Sex  Crimes  Act  claimed 
he  should  be  afforded  the  same  procedural  protections  as 
those  available  under  the  state's  civil  commitment  statute 
vln  the  second  case,  lachson  v.  Indiana,  "K1  also  a  unani- 
f  mous  holding,  the  Court  applied  the  same  reasoning  and 
struck  down  Indiana's  incompetent  to  stand  trial  com- 
mitment mechanism  on  the  grounds  that  it  did  not  afford 
the  same  procedural  protections  as  those  provided  by  either 
one  of  two  additional  fivil  commitment  processes.  Finally, 
in  Murel  v.  Baltimore  City  Criminal  Court,  ""  the  Couit 
raised  these  same  questions  in  regard  to  Maryland's 
controversial  "defective  delinquent"  mechanism. 

The  argument  which  emerges  from  an  application  of 
the  reasoning  employed  in  all  of  the  above  cases  to  the 
practices  under  present  consideration  is  simply  that  in 
involuntarily  subjecting  a  convict  to  treatment  for  an. 
alleged  disorder  without  first  making  the  findings  and 
following  the  procedures  state  law  requires  with  regard  to 
non  prisoners,  the  state  has  deprived  him  of  equal  pro- 
tection of  the  laws.  Since  all  of  the  decisions  considered 
thus  far  deal  with  persons  caught  up  in  a  commitment 
mechanism  separate  and  distinct  from  the  disposition  of 
criminal  charges  brought  against  them,  it  is  necessaiy  to 
search  further  to  find  cases  more  closely  aligned  with  the 
situation  in  which  a  convict  is  confined  solely  on  the  basis 
of  a  criminal  conviction.  In  Baxtrom  v.  Herolcl,  "i:  the 
Supreme  Court  invalidated  a  procedure  whereby  prisoneis 
were  automatically  committed  to  a  state  hospital  at  the 
expiration  of  their  criminal  sentences  if  they  wer"  deemed 
to  be  mentally  ill  by  prison  psychiatrists.  Pel  sons  subiect  to 
this  mechanism  were  thus  deprived  of  the  substantive  and 
procedural  protections  that  would  have  been  afforded  them 
but  for  their  recently  expired  criminal  sentence  Persons  so 
deprived,  according  to  the  Court,  were  denied  their  light  to 
equal  protection  of  the  law.  In  the  course  ol  its  opinion, 
the  Court  said.  ,(n 

Classification  of  menially  ill  persons  as  either  insane  or 
dangerously    insane    of    course    may   be   a   reasonable 
«  distinction   for   purposes   of   determining  thr>  type   ol 

custodial   or  medical   care  to  be  given,  hut   II   has  no 
relevance  whatever  in  the  context  of  thi-  opportunity 


to   show  whether  a  person   is  mentally  ill  at  atl.   For 

purposes   ol   grantiny  |udicial   review  before  a  jury  ot 

the  question  whether  a   person   is   mentally   ill  and  in 

need   ol    institutionaliittion,  there   is   no  conceivable 

basis   lor  distinguishing  the  commitment  of  a  person 

who  is  nearing  the  end  of  a  penal  term  from  all  other 

civil  commitments. 

Thus  the  Court  found  that  "dangercusness,"  as  evidenced 

by    a   criminal    conviction,    was    an    insufficient    basis    for 

treating      prisoners      differently     from     non-prisoners     in 

determinations  of  mental  illness.  ICM 

At  the  expiration  of  his  sentence,  however,  a  person 
loses  his  status  as  a  criminal,  a  consideration  which  detracts 
from  the  value  of  Baxtrom  where  one  is  concerned  with 
convicts  still  serving  lime.  In  United  States  ex  rel.  Schuster 
i.  Ha  old,  ""  such  reasoning  was  rejected  as  being  insuf- 
ficient to  |ustify  denying  such  a  convict,  upon  being 
transferred  fiom  prison  to  a  state  hospital,  the  safeguards 
affotded  non-prisoners  under  the  state  civil  commitment 
statute.  The  Court  supported  its  decision  by  analyzing  the 
consequences  of  such  a  transfer  for  the  prisoner:  106 

Not    only    did   the   transfer   effectively   eliminate  the 
possibility    ot    Schuster's     parole.  ,07         but   it   signif- 
icantly increased  the  restraints  upon  him,  exposed  him 
to  extraordinary  hardships,  and  caused  him  to  suffer 
indignities,    frustrations,    and    dangers,  both    physical 
and  psychological,  he  would  not  be  required  to  endure 
in  a  typical  prison  setting. 
Although  the  question  of  treatment  did  not  enter  into  the 
Court's  consideration  of  the  state  hospital  setting  (probably 
due  to  the  earlier  finding  that  the  plaintiff  had  received  "no 
medication  or  treatment  other  than  infrequent  interviews 
with  a  staff  doctor"),  l08  it  would  seem  entirely  consistent 
with  the  above  reasoning  to  regard  involuntary  subjection 
to  the  intrusive  therapies  considered  earlier  to  be  among  the 
"hardships"  a  prisoner  "would  not  be  required  to  endure  in 
a  typical   prison  setting."  I0Q   Nor  would  the  simple  expe- 
dient of  staffing  all  prisons  with  psychiatrists  so  as  to  avoid 
the  necessity  of  transfers  seem  to  catry  any  distinguishing 
significance. 

Although  the  principle  of  procedural  due  process  is 
intimately  related  to  that  of  equal  protection,  there  have 
been  a  number  of  cases  dealing  primarily  with  the  former 
which  vest  it  with  independent  significance.  In  Winters  i 
Miller,  "°  the  plaintiff  raised  constitutional  objections 
(Jieedom   of    religion)    against    compulsory   medical   treat- 


98.  NHELP  has  raised   these  arguments   in  Macxey   v.  Piocunier, 
Civ   Act.  No.  71-3062.  Clearinghouse  No.  7374 

99.  40  US  L  W  4324  11972) 
100  40  U  S  L  W  4615  11972) 

101.  40  US  L  W   4776  (19721. 

102.  383  U.S.  107  11965). 

103.  Id.  at  III  112. 


104.  Indeed,  as  NHELP  has  argued  in  its  reply  brief  in  Mackey  v 
Procunier,  Civ  Act.  No  71-3062,  Clearinghouse  No.  7374,  a 
criminal  conviction  "would  appear  to  include  a  finding  that  the 
person  convicted  is  competent." 

105.  410  F  2d  1071  (2d  Cir  1969).  ccrl.  denied,  396  US  847 
(1969),  citing  Baxtrtim  as  controlling  authority  The  same  issue  was 
addressed  and  disposed  of  identically  in  Mathews  v  Hardy.  420 
F  2d  607  (DC   Cir.  1969l.ni/    denied,  397  US.  1010  (19701. 

106.  410  F.2ri  1071.  1078 

107.  Id.  at  1076  The  court  had  noted  that  as  a  matter  of  practice 
the  New  York  parole  board  "does  not  parole  anyone  who  is 
incarcerated  in  a  menl.il  institution  for  the  presumption  is  that  he  is 
mentally  ill."  CJ.  note  20,  \ttpra. 

108.  410  F  2d  1071.  1076 
109       /,/.  at  1078 

110.     446  F  2d  65  (2d  Or    1971). 
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ment.    In    response    to    the    stale's    arqument    that    it   was 
authorized  to  exercise  a  parens  patriot    power  with  respect 
to  a  mentally  incompetent  person,  the  court  stated:   '" 
While-    it    may    be   true   that   the   state   would    validly 
undertake   to   treat    Miss   Winters   if  tt  did  stand  in  a 
parens  patriae    relationship  to  her  and  such  a  relation- 
ship  may   be  created  if  and  when  (i   person   is   found 
legally  incompetent,  there  was  never  any  effon  on  the 
part     of    the    appellees     to    secure    such    a  "judicial 
determination  of   incompetency  before  proceeding  to 
tregt"  Miss  Winters  in  ihe  way  they  thought  would  be 
'best     'or  her.  .  .  .  Under  our  Constitution  there  is  no 
procedural   right  moie  fundamental   than  the  right  of 
the   citizen,   except    in   exceptional    circumstances,  to 
tell  his  side  of  the  story  to  an  impartial  tribunal 
Ceriainly  the  experience  of  organic  psychiatric  therapy  is  a 
sufficiently   "grievous  loss"  to  come  under  the  reasoning, 
^ relied    upon    in    Winters,    of   the   Supreme   Court   in    foint 
r  Anti-Fascist  Refugee  Committee  v.  McGrath:  ": 

The  Court  is  not  alone  in  recognizing  That  the  right  to 

be  heard  before  being  condemned   to  suffer   grievous 

loss  of  any   kind  even   though   it  may  not  involve  the 

stigma    and    hardship    of    a   criminal    conviction,   is   a 

principle  basic  to  our  society. 

This  same  principle  was. utilized  by  Justice  Stone  in  his 

concurring   opinion   to   the   Supreme    Court's  decision   in 

Skinner  v.  Okiulioma,   113   in  which  he  asseits  the  need  for  a 

due   process   determination   that  the  person   involved  is   in 

fact   an   appropriate   subject   for  the  medical   treatment  at 

issue  (in  that  case  sterilization). 

The  United  States  Supreme  Court  decision  of  Spec  hi 
v.  Patterson,  "4  would  also  seem  applicable  to  the  fact 
situation  under  consideration.  The  involuntary  adminis 
tration  of  organic  therapy,  particularly  where  there  are 
control  considerations  evident,  could  easily  be  regarded  as 
"criminal  punishment  even  though  not  so  much  as  retri- 
bution as  it  is  to  keep  individuals  ftom  inflicting  future 
harm."  Furthermore,  the  findinn  implicit  in  the  invol- 

untary administration  of  any  medication  that  a  person  is 
mentally  incompetent  to  decide  what  should  be  done  with 
his  body  is,  as  in  Specht,  "a  new  finding  of  fact.  .  .  that  was 
not  an  ingredient  of  the  offense  charged."  "*  A  final  point 
of  comparison  is  that  the  additional  "fact"  in  Specht  was 
the  existence  of  a  mental  disotdet.  "7 

Therefore,  since  the  equal  protection  clause  provides 
case  precedent  with  facts  closely  related  to  involuntary 
medical  treatment  and  which  appears  to  have  survived 
recent  personnel  changes  in  the  United  States  Supreme 
Court,. it  clearly  stands  out  as  the  most  promising  basis  for 
asserting  a  persuasive  constitutional  claim. 


Ill 


The  Problem  of  Consent 


111       /J.  at  71, 

112.  341  U.S.  123,  168  (19511. 

113.  326  US.  535.  543  11942). 

114.  386  US   605  (1967I 
115      Id.  at  608-9. 

It  6.     Id. 

117  In  United  States  v.  Maroney.  355  F,2d  302.  311  119661.  the 
Third  Circuit  imposed  procedural  requirements  upon  finding  the 
same  factors  as  in  our  fact  situation 

imposition  of  greater  punishment   than  that  provided 

for  conviction  of  a  constituent  element  after  an  additional 

finding  of  fact    . .  ." 


The  analysis  of  the  legal  implications  of  the  use  of 
organic  psychiatric  therapy  in  prisons  has  assumed  its 
administration  by  prison  psychiatrists  over  the  objections 
of  the  convict-patient  This  assumption  may  well  prove 
increasingly  out  of  touch  with  reality  as  prison  authorities, 
shell  shocked  by  public  criticism,  ""  offer  assurances  that 
convict  participation  in  future  treatment  programs  will  be 
entuely  dependent  upon  the  prisoner's  consent.  A  case  in 
point  is  the  California  Department  of  Correction's  newly 
founded  Maximum  Psychiatric  Diagnostic  Unit 
(MPDU).  ""  located  at  the  California  Medical  Facility  in 
Vacaville.  Still  reeling  from  criticism  stemming  from  its 
Anectine  program  and  its  "shelved"  plans  for  performing 
brain  surgery  on  convicts,  the  Department  was  quick  to 
claim  that  "admission  to  this  program  wili  be  voluntary  on 
the  part  of  the  inmate.  .  .  ."   i:" 

Although  it  has  been  argued  that  persons  in 
necessitous  captive  settings  are  by  definition  incapable  of 
giving  consent  to  anything  voluntarily  as  that  term  is 
normally  understood.  I:l  it  is  doubtful  that  such  a 
sweeping  claim  would  be  accorded  much  judicial  sympathy. 
Nevertheless,  it  is  incumbent  upon  attorneys  working  with 
convicts  to  be  on  the  lookout  for  specific  instances  of 
coercion  or  other  forms  of  unfair  inducement  that  may 
underlie  a  signed  consent  form.  For  example,  as  already 
noted,  '"  18  of  the  35  participants  in  the  Anectine 
ptogram  who  were  surveyed  at  its  completion  indicated 
that  they  had  sicjned  the  consent  form  involuntarily. 
Depending  on  the  particular  form  such  coercion  takes, 
there  may  well  be  decisions  from  the  coerced  confession 
and  plea  bargaining  bodies  of  case  law  Which  contain  similar 
fact  situations  and  which  might  be  utilized  in  seeking  to 


118  The  Sacramento  Bee  coverage  of  the  brain  surgery  question 
included  a  cartoon  displaying  the  ghost  of  Hitler  observing  such  an 
operation  on  a  convict  and  proclaiming,  "This  is  all  so  familiar," 
Feb.  29.  1972,  at  A-14. 

119.  ■  A  departmental  press  release  claims  the  purpose  of  the  new 
facility  to  be  that  of  "offering  a  chance  for  maximum-custody, 
long  term  iockup  inmates  to  work  their  way  back  to  a  'mainline' 
status  "  The  department's  official  funding  proposal  for  this  program 
reflects  purposes  that  are  not  quite  so  inmate-oriented: 

There  are  about  700  violent  and  serious  management 
problem  inmates  currently  being  housed  in  security  segrega- 
tion areas,  called  Adjustment  Centers  within  the  various 
CaMornia  Department  of  Correcnons  institutions.  The  con- 
in.:  u-'J  ntatiuacmenl  of  these  segregated  inmates  have 
become  a  serious  problem  as  shown  bv  the  recent  episodes  of 
violence  and  disturbance  in  different  prisons  where  Adiust- 
ment  Centers  have  been  established.  It  appears  that  the 
present  method  ol  handling  these  cases  through  the  existing 
Adjustment  Centers  has  been  inadequate  and  the  problem  has 
remained  unsolved.  New  ways  and  perception  are  now 
urgently  needed  to  provide  a  better  approach  for  handling  of 
these  cases  (emphasis  added). 
See  also,  W.Endicott,  Humpy  Plan  foi  Violent  Prisoners  Defended, 
Los  Angeles  Times,  May  14,  1972.  §C,  at  1;  B  Werner,  fhe 
lo,  kworl,  i  ure,  THE  NATION.  Apr.  3,  1972,  at  433. 

120.  /./ 

121       2   BRITISH  MEDICAL  JOURNAL  1119  (19621.  cited  in  M. 
PAPPWORTH.  HUMAN  GUINEA  PIGS.  64  (1967). 
122.     Src,  note  22  v 
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invalidate  a  signed  prison  consent  form.  A  number  of 
specific  instances  of  possible  "improper  inducement"  ap 
plied  by  prison  authorities  to  California  convicts  selected 
for  the  MPDU  program  will  next  be  examined  in  an  effort 
to  evaluate  this  hypothesis  briefly. 

Although  it  is  clear  that  every  action  a  convict  takes 
or  refuses  to  take  in  ;i  prison  may  potentially  serve  as  the 
basis  for  denying  him  parole,  to  argue  that  a  convict's  desire 
for  liberty  compelled  him  to  act  in  accordance  with  his 
jailor's  vfltshes  would  be  tantamount  to  the  claim  that  has 
alread\Tbeen  rejected,  u4  that  free  choice  is  by  definition 
-  Incompatible  with  penal  confinement  Nevertheless,  this 
central  fact  of  prison  existence  may  on  occasion  manifest 
itself  in  forms  so  extreme  that  a  different  approach  is 
warranted.  A  San  Quentin  prison  guard  is  repoued  to  have 

/said  upon  a  convict's  refusal  to  sign  an  MDPU  consent 
„  form,  "You'll  stay  in  here  until  you  die  if  you  don't  sign 
that  consent  form."  '"  Under  California's  indeterminate 
sentence  mechanism,  this  was  no  idle  threat.  A  state's 
attempt  to  defend  against  a  convict's  claim  stemming  fiom 
the  administration  of„organic  therapy  by  reliance  on  a 
consent  form  signed  as  a  result  of  such  a  threat  should  not 
succeed.  A  number  of  cases  have  invalidated  criminal 
confessions  obtained  through  the  use  of  such  tactics, 
and  the  reasoning  utilized  in  determining  that  the  con- 
fession was  not  voluntarily  given  m  these  cases  would  seem 
equally  valid  when  applied  to  the  question  of  the  volun 
tariness  of  a  consent  tendered  by  a  prisoner.  The  right  of 
control  over  one's  body,  whether  in  custody  or  not,  should 
weigh  no  less  heavily  than  that  of  liberty  in  relation  to  the 
importance  of  providing  protections  against  the  invalid 
waiver  thereof. 

Improper  pressure  can  also  come  clothed  in  the  garb 
of  promises  of  benefits.  Not  surprisingly,  the  evidence  that 
exists    of    this    inducement    also    relates    directly    to   the 


123.  I  am  indebted  to  Professor  M.  H  Shapiro  of  the  University  of 
Southern  California  Law  School  for  the  suggestion  of  this  theory 

124.  This  is  true  only  in  a  legal  sense.  The  position  is  expressive  of 
the  convict's  daily  experience.  Sit,  E.  PELL.  MAXIMUM 
SECURITY:  LETTERS  FROM  CALIFORNIA'S  PRISONS  (E  Pell 
ed.  19721 

125.  Wetner,  supra,  note  1 19,  at  436 

126.  Threats  Lynumn  v  Illinois.  372  US  528  119631  (to  lose 
custody  of  children).  Payne  v.  Arkansas.  166  US  560  119581  lof 
mob  violence).  Rogers  v  Richmond,  365  US  534  (1961)  (to  take 
wife  into  custody)  Similar  considerations  inform  decisions  on  the 
question  of  the  voluntariness  of  guilty  pleas.  Sec,  e.g.,  Machibroda  v 
United  States.  368  U.S.  487,493  (19621 

A  guilty  plea,  if  inducej  by  promises  or  threats  which  deprive 

it  of  the  character  of  a  voluntary  act,  is  void 

Common   law    notions   of    "undue   influence"   sufficient    to   void  a 

contract  may  also  be  useful  in  this  context    The  language  of  CAL. 

*CIV.  CODE  §  1575  seems  particularly  germane  to  the  prison  setting 

UNDUE  INFLUENCE,  WHAT.  Undue  influerce  consists 

•  •  •  «  • 

3.  In  taking  a  grossly  oppressive  and  unfair  advantage  of 

another's  necessities  or  distress. 
This  provision  was  utilized  by  a  California  court  to  void  a  contract 
of  purchase  of  real  property  between  a  policeman  and  a  prisoner  in 
his  custody.  Grimes  v.   Allen,  93  Cal.   App.  2d  G53,  209  P.2d  651 
(1949). 


convict's  paiamount  interest  in  regaining  his  liberty.  One 
MPDU  patient  said  that  he  signed  the  form  "because  he 
thought  it  would  help  him  'get  a  date'  for  parole." 
There  is  no  indication  that  such  a  belief  was  encouraged  by 
correctional  officials,  but  such  a  possibility  does  not  seem 
unlikely.  Indeed,  in  an  atmosphere  that  is  so  dominated  by 
the  single  goal  of  securing  release,  it  would  seem  sufficient 
to  establish  responsibility  for  the  authorities  merely  to  sit 
by  silently  and  allow  such  a  belief  to  proliferate.  In  any 
event,  the  Supreme  Court  has  held  unequivocably  that  a 
confession  must  not  be  "obtained  by  any  direct  or  implied 


promises,    however   slight." 


The  applicability  of  such 


reasoning  to  the  practice  of  obtaining  consent  to  organic 
therapy  pursuant  to  an  expressed  or  implied  promise  of 
favorable  parole  consideration  is  obvious.  If  such  pressures 
are  sufficient  to  render  a  confession  involuntary  as  a  matter 
of  law,  the  same  result  should  follow  for  medical  consent 
forms. 

The  contents  of  the  consent  form  signed  by  inmates 
selected  for  MPDU  raise  serious  questions  as  to  whether  the 
consent  its  signing  reflects  is  an  informed  one: 

I,     voluntarily  agree  to  transfer  to 

the  Maximum  Psychiatric  Diagnostic  Unit,  located  at 

the  California  Medical  Facility,  Vacaville,  California. 

and  to  participate  willingly  and  cooperatively   in  the 

prescribed  program.  The  program  has  been  explained 

to  me  to  my  satisfaction  by  my  case  manager,  and  I 

understand    my   goal    is    to  work   my  way  out  of  my 

current  segregated  status. 

As     this    form     indicates,     the    nature    and    amount    of 

information    provided   the   inmate   regarding   his   proposed 

MDPU  commitment  is  a  matter  that  is  left  entirely  to  the 

discretion  of  his  "case  manager."  One  would  thus  expect  to 

encounter  wide  discrepancies  among  MPDU  patients  as  to 

the  knowledge  they  had  about  the  program  at  the  time  they 

volunteered.    It    seems  axiomatic  that  a  state  would  not 

succeed  in  asserting  consent  as  a  defense  to  a  claim  arising 

out  of  an  aspect  of  the  program  about  which  the  convict 

was  not  informed  at  the  time  of  the  "consent."  ,29 

IV.  Conclusion:  Legislation,  Judicial  Relief,  Values,  and 
the  Medical  Model 

At  the  point  of  selecting  the  proper  form  of  judicial 
relief  in  an  action  of  the  sort  discussed  in  this  article,  or  of 
drafting    proposed    legislation   intended  to  prevent  future 


127.      Endicott,  supra   note  119 

128  Maloy  v  Hogan.  378  U.S.  1.  7  (19641,  quoting  Bram  v. 
United  States,  168  US  532,  542,  543  (18971  ice,  Machibfoda  v. 
United  States,  368  U.S.  487  (1962).  State  courts  have  also  been 
active  in  striking  down  confessions  obtained  through  promises  of 
benefit  See.  c.a.,  Fishei  v  State.  379  S.W  2d  900  (Tex.  19641.  State 
v  Hovt,  21  Wis.  2d  310.  128  N  w.  2d  645  (1964). 
129.  On  informed  consent  generally,  set1  McCoid,  uipra  note  83, 
and  Comment,  Informed  Cnment  m  Medical  Malpractice.  55  CAL. 
L.  REV.  1396  (19671  A  law  review  Note,  supra  note  7  at  675-77. 
has  proposed  safeguards  (or  insuring  the  informed  nature  of  a 
prisoner's  consent  to  psychiatric  treatment.  However,  the  author 
totally  ignores  the  other  essential  ingredient  to  a  valid  consent,  and 
given  the  nature  of  prison  life,  the  one  which  is  more  likely  to  go 
unobserved,  its  voluntariness 
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occurrences  of  the  abuses  discussed  herein,  the  attorney  is 
faced  with  a  qualitatively  different  undertaking  than  any 
that  has  been  addressed  up  lo  now.  The  outcome  will  hinge 
on  weighing  such  factors  as  the  significance  of  determining 
whether  a  convict  is  mentally  disordered  as  opposed  to  that 
of  the  appropriateness  of  certain  forms  of  intrusive  treat 
ment;  whether  the  "individual  treatment"  model,  to  the 
extent  it  distracts  attention  from  socio-economic  causes  of 
crime,  is  basically  flawed  in  its  conception  as  opposed  to 
constittmng  an  essentially  desirable  contribution  to  the 
rehabilitative  ideal,  and  finally,  whether  convicts  are  to  be 
admitted  to  a  condition  of  full  equality  with  the  rest  of 
society  in  relation  to  involuntary  medical  or  psychiatric 
treatment,  or  whether  such  equality  is  to  be  limited  to 
forms  of  treatment  which  offend  abstract  notions  of 
/individual  autonomy."  I3°   Perhaps  the  most  appropriate 


130  NHELP  drafted  legislation  reflecting  the  lirsi  of  the 
alternative  values  in  each  of  the  three  sets  which  would  hiive 
emended  the  coverage  of  the  California  involuntary  civil  commit- 
ment statute,  the  Lanterman-Pctris-Short  Act  (CAL.  WELF.  & 
INST'NS  CODE  §  £51 50*5268)  to  state  convicts.  (Ironically, 
convicts  in  county  jails  are  already  accorded  these  rights  See,  CAL 
PENAL  CODE  §4011  G.I  A  number  of  state  legislators,  including 
one  with  an  impeccable  liberal  refutation,  declined  to  introduce  it. 


function  for  attorneys  to  perform  is  to  pose  such  questions 

tin   those  in  whose  name  they  appear    Attorneys  should  be 

particularly  sensitive  to  convicts'  expressions  of  opinion  on 

such    matters.   One   such  example   is  the   statement   taken 

from  the  Bill  of  Rights  of  the  United  Prisoners  Union.    ' ll 

All  members  ol  the  Convicted  Class  shall  have  and  be 

entitled    to   those   rights  and    privileges   possessed   by 

persons     not    subject    to    penal     restraint    which    are 

compatible    with    the    enjoyment    of    life,   the   fullest 

participation  in  the  democratic  process  and  the  earliest 

return  to  society  at  large. 


The  second  of  the  values  in  each  set  are  reflected  in  the 
mechanism  proposed  for  resolving  many  of  the  issues  discussed  in 
this  article  and  set  forth  in  the  Note  on  organic  therapies  (supra, 
note  7,  at  674-781.  Note  the  discrepancy  between  the  requirements 
for  a  determination  that  a  convict  lacks  the  capacity  to  give  his 
consent,  and  those  for  a  determination  ol  the  appropriateness  of  the 
treatment  for  convicts  whn  fail  this  mmai  stage.  Legislation 
substantially  incorporating  the  procedures  set  forth  in  the  notp, 
including  a  specific  exemption  for  "psychotherapy,  psychoanalysis, 
group  therapy,  milieu  therapy,"  or  other  forms  of  non-organic 
psychiatric  treatment,  was  introduced  into  the  California  legislature 
on  June  16,  1972  as  Assembly  Bill  Number  1542. 
131.     CORRECTIONS,   wpra   note  1  7,  at  357. 
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[From  the  New  York  Times,  Dec.  24,  1972] 
City  Jail  Scored  on  Tranquilizers 

TWO  OFFICIALS  ASK  INQUIRY  ON  DRUGS  IN  BRONX  FACILITY 

(By  Ronald  Smothers) 

Two  Bronx  officials  yesterday  criticized  as  "unregulated  and  slipshod"  the 
manner  in  which  more  than  a  dozen  varieties  of  tranquilizers  were  legally  dis- 
pensed to  many  inmates  at  the  Bronx  House  of  Detention  and  called  for  an 
investigation  of  allegations  by  inmates  that  narcotics  are  illegally  available  in 

the  facility. 

State  Senator  Robert  Garcia  and  Borough  President  Robert  Abrams,  both 
Democrats,  made  their  comments  after  a  two-hour  tour  with  newsmen  through 
the  780-inmate  facility  at  653  River  Avenue.  During  the  tour,  a  number  of  prison 
personnel  echoed  the  officials'  views  that  many  of  the  approximately  400  inmates 
receiving  a  variety  of  psychotropic  medications  did  not  need  them  and  often 
received  the  medications  after  threatening  doctors  or  just  to  keep  them  calm. 

In  talks  with  four  inmates  the  officials  were  told  that  hard  narcotics  were 
readily  available  to  prisoners.  Although  the  inmates  would  not  describe  how  the 
drugs  entered  the  detention  facility  nor  how  they  were  transferred,  Mr.  Abrams 
said  he  would  ask  that  the  Department  of  Correction  and  the  Board  of  Correc- 
tion investigate  the  allegations. 

"CONFIDENCE"    SHAKEN 

"It's  a  sad  commentary  on  the  correction  system  when  they  seem  to  be  drugging 
men  rather  than  finding  out  what  is  wrong  with  them,"  Mr.  Abrams  said.  "It's 
taking  the  path  of  least  resistance." 

He  said  that  his  "confidence"  in  the  Department  of  Correction  had  been  some- 
what shattered  by  the  "candid"  comments  of  personnel  at  the  detention  facility 
that  they,  too,  think  that  the  use  of  tranquilizers  is  too  loosely  controlled. 

Mrs.  Erie  Ringer,  a  licensed  practical  nurse  who  has  worked  at  the  detention 
facility  for  one  year,  was  at  the  sixth-floor  nurses  station  yesterday  when  the 
officials  and  a  troop  of  cameramen  moved  through  the  building.  She  said  that 
some  400  inmates  were  receiving  tranquilizers  such  as  Valium,  Elavil,  Thorazine 
and  Librium. 

"Sometimes  when  a  prisoner  comes  back  from  court  he  is  upset  and  they  might 
prescribe  psychotrophic  medication,"  she  said.  "Some  of  them  are  quite  hostile 
and  the  doctor  might  prescribe  it  to  calm  them.  I  don't  blame  the  doctor  for 
protecting  himself." 

Mrs.  Ringer  said,  however,  that  she  thought  that  the  doctors  should  be  more 
stern  with,  the  inmates. 

"I  think  they  [inmates]  would  be  doing  better  without  some  of  the  medication," 
said  Capt.  Robert  Brown,  a  correction  officer.  He  said  that  in  a  way  the  medi- 
cations made  his  job  harder  when  inmates  began  using  it  as  a  "crutch."  Rather 
than  becoming  calm,  he  said,  an  inmate  who  had  become  addicted  to  his  medica- 
tion "will  do  anything  when  he  can't  get  it." 

Sometimes  "anything"  includes  threats  of  suicide,  said  Dr.  Arthur  Manfredi, 
who  for  two  years  has  run  the  Bronx  Detention  facility's  infirmary  on  weekends 
only.  Dr.  Manfredi  said  that  the  prescribing  of  the  psychotrophic  medication 
was  done  by  a  psychiatrist  at  the  Detention  facility  and  the  usual  procedure  was 
to  evaluate  the  treatment  every  five  to  seven  days.  He  said  that  he  was  not  aware 
of  the  inventory  procedures. 
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ADDICTS    GET   THORAZINE 


Thorazine  is  the  most  widely  used  medication  he  said  and  it  is  usually  pre- 
scribed in  100  milligram  doses  twice  a  day.  It  is  usually  given  to  heroin  addicts 
who  have  come  out  of  methadone  detoxification  and  are  experiencing  some  with- 
drawal symptoms.  But  it  is  also  prescribed  for  nervous,  anxiety-ridden  inmates 
who  complain  of  nausea  or  insomnia. 

"My  personal  feeling  though,  even  though  I'm  not  a  psychiatrist,  is  that  there 
is  a  little  too  much  dispensing  of  medication,"  said  Dr.  Manfredi. 

On  the  sixth  floor,  Michael  De  Ross,  an  inmate  in  the  facility  for  three  months, 
complained  about  the  100  mg.  of  Thorazine,  and  10  mg.  of  Valium  he  is  given 
twice  a  day.  "Today  I  haven't  gotten  my  medication,"  he  said,  shaking  visably  and 
speaking  in  rapid,  cracking  tones.  "Can't  you  see  what  it's  doing  to  me?" 

In  addition  to  the  investigations  of  medical  protocol  surrounding  the  dispensing 
of  the  tranquilizers  Senator  Garcia  and  Mr.  Abrams  called  for  the  creation  of 
a  "panel  of  civic  and  community  leaders"  to  visit  and  evaluate  the  city  detention 
facilities  periodically. 
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EXPERIMENTS 

BEHIND 
BARS 

Doctors,  drug  companies,  and  prisoners 

^iM^rnnm"MTT"Trii'  r-TTTTT— -^nnrr— ^^ 

by  Jessica  Mitford 


"Criminals  in  our  penitentiaries  are  fine 
experimental  material— and  much  cheaper 
than  chimpanzees." 

''  j)e(oie  a  new  drug  can  be  markeied  in  the 
f.~*Y\  United  Stales,  it  must,  according  lo  Food 
•i  ^  and  Drug  Administration  rules,  be  tested 
on  human  oeings.  In  recent  years,  most  of  the 
early  testing  of  our  increasingly  exotic  drugs  has 
been  done  in  prisons.  And  prisoners  have  been  the 
subjects  ot  other  medical  experiments  as  well. 

For  some  lime,  international  medical  societies 
have  alien. pled  to  prohibit  the  use  of  prisoners  as 
subjects,  r.i.:  tnese  efforts  have  been  effectively 
frustrated  c  Amt.-.^an  medical  experimenters.  The 
World  Mcuical  Association  proposed  in  1961  ih-l 
prisoners  "being  captive  groups  should  not  be  used 
as  the  subject  of  experiments. "  The  recommenoa- 
lion  was  ..ever  formally  adopted,  largely  because 
of  the  opposition  o'~  American  doctors.  "Pertinax" 
writes  in  :..-  British  Medical  Journal  for  Jar.-ary, 
1963:  ".  am  disiL.-jeu  thai  the  World  Medical  As- 
sociation .s  now  .-.ccg.ng  on  ils  clause  about  using 
criminals  -s  experimental  material.  Tne  Amencan 
influence  ..as  b^er.  a:  work  on  its  suspension."  He 
adds  w. ly,  '"One  uf  the  nicest  American  scien- 
tists ■  .i.-.ow  was  heard  to  say,  'Cnminals  in  our 
penuer.i. <-r.es  are  line  experimental  material— and 
much  cheaper  ih«n  chimpanzees.'  I  hope  the  chim- 
panzees oori'i  come  lo  hear  of  ihis." ' 


Although  few  involved  in  pnson  experiments 
like  to  talk  openly  about  them,  alarming  stories 
crop  up  in  the  press  with  sufficient  regularity  to 
give  some  indication  of  the  scope  and  nature  of 
the  experiments.  In  1963,  Time  magazine  reponed 
that  the  federal  government  was  using  prisoner 
"volunteers"  for  large-scale  research,  dispensing  re- 
wards ranging  from  a  package  of  cigarettes  to  S25 
in  cash  plus  reduction  of  sentence;  that  prisoners 
in  Onio  and  Illinois  were  injected  wuh  live  cancer 
cells  and  with  blood  from  leukemia  patients  to  de- 
termine whether  these  diseases  could  be  trans- 
mitted, thai  doctors  in  Oklahoma  were  grossing  an 
estimated  S300.000  a  year  from  deals  with  pharma- 
ceutical companies  to  test  oui  new  drugs  on  prison- 
ers; tn„i  the  same  doctors  were  paying  prisoners  S5 
a  quart  for  blood  which  they  retailed  ai  SI 5. 

In  July,  1969,  Walter  Rugaber  of  the  New  York 
Times  reported  that  "the  Federal  Government  has 
watched  without  interference  while  many  people  sick- 
ened and  some  died  in  an  extended  series  of  drug  tests 
and  blood  plasma  operations  .  .  .  tne  immediate 
damage  has  been  done  in  the  penitenuary  systems  of 
three  stales.  Hundreds  of  inmates  in  voluntary  pro- 
grams .:-ve  been  stricken  with  serious  disease.  An  un- 
determined number  of  the  victims  have  died." 

The  stakes  in  pnson  research  are  high  The  crug 
companies,  usually  operating  through  private  phy- 
sician  with   access   to   the   prisons,   c^r.   obtain 

1  Sec  V.  H.  fappwonh.  M.D  .  Human  Guinea  Pi^s.  Beacon 
Pres>.  1J67 
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The  participating  physician  cashes  in  on  the 
programs  in  various  ways. 


healthy  hum.in  subjects  living  in  controlled  condi- 
tions that  arc  difficult,  if  not  impossible,  to  dupli- 
cate elsewhere.  In  addition,  the  companies  can  buy 
these  for  .1  ir.iciion-lcss  lhan  onc-ienth,  according 
to  many  medical  authorities— of  what  they  would 
have  to  pay  medical  students  or  other  "free-world" 
volunteers.  They  can  conduct  experiments  on  pris- 
oners that  would  not  be  sanctioned  for  student- 
subjects  at  anv  price  because  of  the  degree  of  risk 
and  pain  involved.  Guidelines  for  human  experi- 
mentation established  by  HEW  and  other  agencies 
are  eas.ly  disregarded  behind  prison  walls. 

When  the  studies  are  carried  out  in  the  privacy 
tM~  prison,  if  a  volunteer  becomes  seriously  ill,  or 
dies,  as  a  result  of  the  procedures  to  which  he  is 
subjected,  the  repercussions  will  likely  be  smaller 
than  they  would  be  on  the  outside.  As  Rugaber 
discovered  when  trying  to  trace  deaths  resulting 
from  the  'Voluntary  programs,"  prison  medical 
records  that  might  prove  embarrassing  to  the  au- 
thorities have  a  habit  of  conveniently  disappearing. 
There  is  minimal  risk  that  subjects  disabled  by  the  ex- 
periments will  bring  lawsuits  against  the  drug  com- 
panies. Prisoners  are  often  required  to  sign  a  waiver 
releasing  those  responsible  from  damage  claims  that 
may  result.  Such  waivers  have  been  held  legally  in- 
valid as  contrary  to  public  policy  and  are  specifically 
prohibited  by  F  DA  regulations,  but  the  prisoner  is  un- 
likely to  know  this.  The  psychological  effect  of  signing 
the  waiver,  along  with  the  general  helplessness  of  pris- 
oners, make  lawsuits  a  raruy. 

For  the  prisoner,  the  pittance  he  gets  from  the 
drug  company—  generally  arojnd  SI  a  day  for  the 
more  onerous  experiments— represents  riches  when 
viewed  in  terms  of  prison  pay  scales:  S30  a  month 
compared  with  the  S2  10  S 10  a  month  he  might 
make  in  an  orcinary  prison  job. 

Dr.  Rober;  Bjlterman,  a  clinical  pharmacologist, 
told  me,  "The  prisoner-subject  gets  virtually  nil."  He 
cited  an  estimate  given  him  for  experimenting  on 
prisoners  in  Vacaville.  California:  S15  a  month  for 
three  monihr,  to  be  lowered  to  S  12.50  a  month 
should  the  experiment  run  for  six  months.  "We 
would  norma. ly  do  11  the  other  way  around  with 
free-world  volunteers.  We'd  give  them  more  money 
if  the  expcr.ment  ran  longer."  Dr.  Batterman 
makes  considerable  use  of  student-subjects  from  a 
nearby  Baptist  civiniiy  school.  For  a  comparatively 
undemanding  experiment— one  requiring  a  weekly 
wundrawal  of  blood-he  would  pay  a  student  at 
least  S100  a  month,  he  said. 

However,  :nc  problem  as  seen  by  some  leaders 
of  the  American  medical  profession  is  not  thai 
the  prisoner-subjects  are  paid  too  little,  but  rather 
that   they    may   be    paid   too   much.   That   a   dol- 


lar-a-day  stipend  (o  a  healthy  adull  can  be  so 
overwhelmingly  attractive  as  to  invalidate  the  re- 
sults of  medical  research  is  a  possibility  only  in  the 
lopsy-turvy  world  of  prisons.  Yet  the  fear  that  this 
will  happen  is  precisely  what  is  expressed  by  some 
spokesmen  for  the  profession.  Thus  Dr.  Hc.bcr,  L. 
Ley,  Jr..  then  commissioner  of  the  Food  and  Drug 
Administration,  testified  in  1969  before  the  Senate 
Select  Commiuee  on  Small  Business: 

'The  basic  problem  here,  Mr.  Chairman,  is  that 
the  remuneration  to  the  prisoner  was  100  much. 
This  meani  that  the  prisoner  had  a  very  strong 
pressure  not  to  report  and  not  to  withdraw  from 
the  study.  Therefore  he  would  decline  to  say  that 
he  felt  any  adverse  reactions.  This  is  bad  for  the 
prisoner  in  that  it  exposes  him  to  unnecessary  risk, 
it  is  bad  for  our  records  in  that  it  does  not  provide 
us  full  information." 

Prisoners  do  indeed  view  the  small  sums  paid  as 
largesse.  In  a  series  of  interviews  conducted  in 
1969  at  Vacaville  prison,  California,  by  Martin 
Miller,  a  graduate  student  at  the  University  of  Cal- 
ifornia Department  of  Criminology,  some  of  the 
prisoners  commented:  "Yeah,  I  was  on  research 
bui  1  couldn't  keep  my  chow  down.  Like  I  lost 
about  thirty-live  pounds  my  first  year  in  the  joint, 
so  1  started  gelling  scared.  I  hated  to  give  it  up  be- 
cause it  was  a  good  pay  test."  .  .  .  "Hey,  man.  I'm 
making  S30  a  month  on  the  DMSO  thing  [Chronic 
Topical  Application  of  Dimethylsulfoxide].  I  know 
a  couple  of  guys  had  10  go  to  the  hospital  who 
were  on  it— and  the  burns  were  so  bad  ihey  had  to 
take  everyone  off  it  for  a  while.  But  who  gives  a 
shn  about  thai,  man?  Thirty  is  a  full  canteen  draw 
and  I  wish  the  thing  would  go  on  for  years— I'd  be 
lost  without  it."  ...  "I  was  on  DMSO  last  year.  It 
paid  real  good  and  it  was  better  than  that  plague 
thing  [Bubonic  Plague  Vaccine  Immunization 
Study]  that  fucked  with  guys  last  year.  There  was  a 
lot  of  bad  reactions  to  DMSO  but  I  guess  that's 
why  it  paid  so  good."  Of  DMSO  Morton  Miniz. 
siaff  writer  for  the  Washington  Post,  had  written 
three  years  earlier:  "Human  testing  has  now  been 
severely  curbed  by  FDA  because  of  reports  01  seri- 
ous adverse  'effects"  (Washington  Post,  July  24, 
1966). 

The  participating  physician  cashes  in  on  ihe  pro- 
grams in  various  ways.  He  may  make  a  direct  deai 
wuh  the  drug  company  for  financial  backing,  out 
of  which  he  pays  the  expenses  of  research  and 
pockets  the  rest  as  his  fee.  An  individual  research 
grant  might  run  from  S5000  to  more  than  S50.000, 
enabling  a  doctor  wuh  good  prison  contacts  to 
double  or  triple  his  regular  income.  Or  if  he  is,  as 
many  are,  a  faculty  member  in  a  medical  school. 
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he  can  route  ihe  grant  through  his  university,  to 
the  acclaim  of  his  colleagues.  His  prestige  will  be 
enhanced  when  the  results  of  his  research  appear 
in  a  professional  journal. 

Some  of  the  vicissitudes  that  the  medical  re- 
searcher may  expect  to  encounter  in  his  quest  for 
prisoner-subjects  are  described  by  Dr.  Robert  E. 
Hodges  in  the  November  6,  1971,  issue  of  the 
Journal  of  the  American  Medical  Association,  In  the 
late  forties,  Dr.  Hodges  and  his  colleagues  reached 
a  "verbal  working  arrangement"  with  Iowa  prison 
officials  enabling  them  to  canvass  the  prison  popu- 
lation lor  volunteers  who  would  submit  to  pro- 
longed hospitalization  in  university  hospitals  as  re- 
search subjects.  "We  knew  this  procedure  was  not 
specifically  permitted  by  law,"  writes  Dr.  Hodges. 
"But  neither  was  it  specifically  prohibited."  Even- 
tually the  experiments  came  to  the  attention  of 
Iowa's  Attorney  General:  "In  his  judgment,  it  was 
not  legal  for  us  to  accept  prison  volunteers  for 
medical  research."  There  followed  two  fallow  years 
in  which  the  experiments  were  halted,  but  Dr. 
Hodges  during  this  lime  "sought  and  obtained 
enactment  of  a  specific  law  permitting  the  use  of 
prisoners  for  medical  research  at  university  hospi- 
tals."  The  path  thus  cleared,  a  total  of  224  convicts 
were  in  the  course  of  time  delivered  over  to  Dr. 
Hodges  and  his  colleagues  at  the  university  hospi- 
tals. 

Speculating  on  the  "incentives  and  motives"  that 
induce  prisoners  to  volunteer  for  research  studies 
"which  are  usually  somewhat  unpleasant  and  in  a 
few  instances  involve  distinct  risks,"  Dr.  Hodges 
surmises  that  "for  some,  it  probably  represents  a 
new  experience  which  takes  them  away  from  the 
monotony  and  oppressiveness  of  prison  routine." 
The  relief  from  monotony:  "They  have  eaten 
strange  diets,  swallowed  tubes,  submitted  to  re- 
peated venipunctures,  and  participated  in  a  wide 
variety  of  physiological  tests.  .  .  ." 

For  some  prisoners,  "monetary  gain  may  be  the 
incentive,  though  inmates  are  paid  only  one  dollar 
daily."  Iowa  prisoners  are  not  supposed  to  receive 
reduction  o\  sentence  in  return  for  volunteering, 
but  Dr.  Hodges  routinely  sent  a  thank-you  letter  to 
the  warden  for  each  subject.  "It  is  possible  that 
this  tetter  in  the  prisoner's  file  may  favorably  influ- 
ence ihe  parole  board."  As  for  the  incentives  and 
motives  oC  researchers,  Dr.  Hodges  reports  that 
more  than  eighty  scientific  publications  resulted 
from  the  iowa  studies  on  prisoners. 

Dr.  Hodges  becomes  almost  lyrical  in  his  dis- 
cussion of  the  moral  and  ethical  aspects  of  such 
experimentation.  The  prisoner-volunteers,  he  says, 
are  "our  companions  in  medical  science  and  ad- 
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venture";  the  subject  "in  whatever  decree  derelict 
or  forlorn  has  sacred  rights  which  the  physician 
must  always  put  ahead  of  his  burning  curiosity." 
Dr.  Hodges,  without  elaborating  on  these  sacred 
rights,  concludes:  "A  system  of  voluntary  participa- 
tion firmly  based  on  legal  and  ethical  standards 
has  provided  a  rich  opportunity  for  clinical  investi- 
gators who  wish  to  study  metabolic,  physiologic, 
pharmacologic,  and  medical  problems.  This  has 
been  a  rewarding  experience  both  for  the  physi- 
cians and  for  the  subjects." 

One  such  experience  is  described  by  Dr.  Hodges 
in  one  of  his  papers:  "Clinical  Manifestations  of 
Ascorbic  Acid  Deficiency  in  Man,"  in  the  American 
Journal  of  Clinical  Nutrition  of  April,  1971.  The 
object:  "to  define  the  metabolism  of  this  vitamin  in 
the  face  of  severe  dietary  deficiency."  For  the 
study,  which  consisted  of  experimentally  induced 
scurvy,  five  companions  in  medical  science  and  ad- 
venture were  recruited  from  the  Iowa  State 
Penitentiary  "and  their  informed  consent  was  ob- 
tained." For  periods  ranging  from  84  to  97  days 
they  were  fed  by  stomach  tube  a  liquid  formula 
free  of  ascorbic  acid:  "Because  of  the  unpalatabil- 
lty  of  this  formula,  the  men  took  it  thrice  daily  via 
polyethylene  gastric  tube."  They  were  exposed  in  a 
cold-climate  "control  room"  to  a  temperature  of 
fifty  degrees  for  four  hours  each  day.  The  volume 
of  blood  drawn  "for  laboratory  purposes"  was 
large  enough  to  "cause  mild  anemia  in  all  the 
men."  In  a  throwaway  line,  Dr.  Hodges  observes 
that  "the  mineral  supplement  [recommended  by 
the  National  Research  Council]  was  inadvertently 
omitted  from  the  diets  during  the  first  34  days  of 
the  depletion  period." 

The  experiment  was  a  great  success.  It  was  the 
second  of  its  kind.  Dr.  Hodges  having  tried  it  once 
before  with  far  less  favorable  results:  "Despite  a 
somewhat  shorter  period  of  deprivation  in  the  sec- 
ond scurvy  study,  the  subjects  in  the  second  study 
developed  a  more  severe  degree  of  scurvy  ...  al- 
though none  of  the  subjects  in  the  first  scurvy 
study  developed  arthralgia,  this  was  a  complaint  in 
four  out  of  five  men  who  participated  in  the  sec- 
ond scurvy  study.  Joint  swelling  and  pain  made 
themselves  evident  in  Scurvy  II,  but  had  not  been 
observed  in  the  subjects  participating  in  Scurvy  I." 

The  gradual  onset  of  scurvy  in  the  five  pnsoners 
is  traced  by  Dr.  Hodges  with  some  enthusiasm. 
"The  first  sign  of  scurvy  to  appear  in  both  studies 
was  petechial  hemorrhage  (hemorrhages  in  the 
skin).  Coiled  hairs  were  observed  in  two  of  the 
men  and  first  appeared  on  the  42nd  and  74th 
days,  respectively.  The  first  definite  abnormalities 
of  the  gums  appeared  between  the  43rd  and  84th 
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"We  knew  this  procedure  was  not 
specifically  permitted  by  law.  But  neither  was  it 

specifically  prohibited." 


v_y 


J 


days  o(  depletion  and  progressed  after  ihe  plasma 
ascorbic  acid  levels  fell.  .  .  .  The  onset  of  joint 
pains  began  between  the  67th  and  96th  days.  .  .  . 
Beginning  on  the  SSth  day  of  deprivation  there 
was  a  rapid  increase  in  weight  followed  by  swelling 
o(  the  legs  in  the  third  man.  who  had  the  most  se- 
vere degree  of  scurvy  " 

By  the  lime  it  was  all  over.  Dr.  Hodges  was  able 
to  chaik  up  these  significant  accomplishments:  all 
rive  subjects  suffered  joint  pains,  swelling  of  the 
legs,  dental  cavities,  recurrent  loss  of  new  dental 
fillings,  excessive  loss  of  hair,  hemorrhages  in  the 
skin  and  whiles  of  the  eyes,  excess  fluid  in  the 
lo.ni  »pace>.  shortness  ol"  breath,  scaly  skin,  mental 
depression,  and  abnormalities  in  emotional  re- 
sponses. The  youngest  a  iwenly-six-year-old,  "be- 
came  almost  unable  to  walk  as  a  result  of  the 
rapid  onset  of  arthropathy  [painful  joints]  super- 
imposed on  bilateral  femoral  neuropathy  [disease 
;n  both  iarge  nerves  to  the  thighs  and  legs  plus 
hemorrhage  into  nerve  sheaths].  The  onset  of 
scurw  signaled  a  period  of  potentially  rapid  dete- 
rioration." Dr.  Hodges'  anttchmactic  conclusion: 
"Once  again  oar  observations  are  in  accord  with 
those  of  the  Bntish  Medical  Research  Council." 

To  oihcr  doctors,  the  "Ascorbic  Acid  Deficiency" 
study  appears  as  a  senseless  piece  of  cruelty  visited 
on  the  five  volunteers.  "This  study  was  totally 
pointless,"  Dr.  Ephraim  Kahn  of  the  California 
Department  of  Public  Health  said  of  Dr.  Hodges' 
publication.  "The  cause  and  cure  of  scurvy  have 
been  well  known  in  the  medical  profession  for  gen- 
erations Some  of  the  side  effects  he  lists  may  well 
be  irreversibie-the  young  man  who  had  the  most 
severe  case  of  scurvy  may  never  have  recovered. 
There's  a  clue  here  to  the  degree  of  competence  of 
these  so-called  'researchers'— they  'inadvertently' 
omitted  a  mineral  supplement  from  the  diets.  This 
no  doubt  wcjKcned  the  men  and  exacerbated  the 
other  side  effects.  It  might  cause  them  to  go  into 
shock,  ano  to  suiter  severe  cardiac  abnormalities." 
Among  effects  of  the  experiment  recorded  in  the 
publication  that  could  be  permanent.  Dr.  Kahn 
cued  heart  d_mage,  loss  of  hair,  damage  to  teeth, 
hemorrhage  .r.io  femoral  nerve  sheaths— the  latter 
is  "terribly  painful  and  could  lead  to  permanent 
nerve  damage." 

I  asked  Dr.  Hocges,  now  a  professor  of  interna! 
medicine  a:  ihe  University  of  California  medical 
scnool  at  Davis,  how  much  he  had  paid  the  scurvy 
test  volunteers.  "I  think  it  was  one  dollar  or  maybe 
two  dollars  a  day,"  he  replied.  "Over  the  years, 
when  1  was  in  Iowa,  as  ihe  cost  of  cigarettes  and 
razor  blades  went  up,  we  increased  prisoners'  pay 
somewhat.    It's    unethical    to    pay    an    amount    of 


money  that  is  too  attractive.  Oh,  we  had  the 
money,  we  could  have  paid  much  more,  of 
course— but  we  weren't  just  being  cheap,  wc  were 
considering  the  ethics  of  the  situation.  The  prison- 
ers got  a  bit  extra  for  really  unpleasant  things-if 
we  had  to  put  a  tube  down  their  throats  for  sev- 
eral hours,  or  take  a  biopsy  of  the  skin  the  size  of 
a  pencil  eraser,  we'd  give  them  a  few  dollars 
more." 


.  octors  with  whom  1  have  discussed  the 
matter  agree  unanimously  that  FDA 
regulations  requiring  drugs  to  be  tested 
on  humans  before  being  marketed  are  sound  and 
necessary.  But  human  experimentation,  they  say. 
must  be  conducted  within  a  framework  of  stringent 
rules  for  the  protection  of  the  human  subject. 

Since  World  War  II  a  number  of  "guiding  prin- 
ciples" and  "codes  of  ethics"  have  been  developed 
by  the  medical  profession  to  govern  the  conduct  of 
experiments.  An  American  Medical  Association 
resolution  of  1946  on  human  research  was  in  turn 
followed  by  FDA  regulations  of  1962  and  the  Hel- 
sinki Declaration  of  1966. 

These  are  largely  repetitive.  All  affirm  that  hu- 
man experiments  must  be  based  on  prior  labora- 
tory work  and  research  on  animals,  emphasize  the 
grave  responsibility  of  investigator  to  subject,  and 
exhort  him  to  avoid  experiments  that  are  of  no  sci- 
entific value  or  that  subject  humans  to  unnecessary 
pain  and  risk.  Above  all,  the  "informed  consent" 
of  the  subject  must  be  obtained. 

In  1972  the  U.S.  Department  of  Health,  Educa- 
tion and  Welfare  issued  a  set  of  comprehensive 
and  detailed  regulations,  incorporating  principles 
of  the  previous  codes,  entitled  'The  Institutional 
Guide  to  DHEW  Policy  on  Protection  of  Human 
Subjects." 

The  Guide  expresses  a  "particular  concern"  for 
"subjects  in  groups  with  limited  civil  freedom. 
These  include  prisoners  .  .  ."  Having  uttered  this 
praiseworthy  sentiment,  HEW  has  apparently  let 
the  matter  drop.  Dr.  D.  T.  Chalkley,  chief  of  the 
Institutional  Relations  Branch,  Division  of  Re- 
search Grants,  and  signer  of  the  Guide,  tells  me 
that  HEW  does  not  even  maintain  a  list  of  prisons 
in  which  HEW-financed  research  programs  are  in 
progress  and  has  "no  central  source  of  informa- 
tion" on  the  scope  of  medical  experiments  on  pris- 
oners by  drug  companies— in  any  event,  the  regu- 
lations set  forth  in  the  Guide  apply  only  to  HEW 
studies,  and  not  to  those  sponsored  by  private  in- 
dustry. 'The  FDA  has  some  data  on  prisoner  us- 
age by  drug  houses,  but  I  doubt  if  this  is  collated." 
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"If  the  prisons  closed  down  tomorrow,  the 
pharmaceutical  companies  would  be  in  one  hell 
of  a  bind." 


What  efforts  have  been  made  by  HEW  lo  cn- 
forcc  its  guidelines  in  HEW-financcd  medical  re- 
search behind  prison  walls?  "We  do  give  some 
grams  thai  involve  prisoners.  Bui  there's  no  conve- 
nient way  ol'  recovering  the  information  as  to 
whether  our  guidelines  are  being  followed,"  said 
Dr.  Chalkley.  "That  responsibility  lies  with  the 
principal  investigator."  I  asked  him  about  a  letter  I 
had  received  from  Dr.  Richard  B.  Hornick,  director 
of  the  Division  of  Infectious  Diseases,  University  of 
Maryland  School  of  Medicine,  who  is  currently 
conducting  cholera,  typhoid  fever,  viral  respiratory, 
and  viral  diarrhea  studies  at  the  Maryland  House 
of  Correction  under  a  grant  from  the  National  In- 
stitutes of  Health,  a  division  of  HEW.  "We  can 
predict  how  many  people  will  get  sick  following  a 
particular  dose  of  bacteria,"  Dr.  Hornick  wrote. 
•"With  cholera  or  with  typhoid  we  will  use  a  dose 
of  organisms  that  will  produce  disease  in  25  to  30 
percent  ot"  the  control  [unvaccinated]  population." 
He  had  furnished  me  with  a  copy  of  the  consent 
form  prisoner-subjects  in  these  studies  are  required 
to  sign,  in  which  the  prisoner  agrees  to  "release 
and  forever  discharge"  the  principal  investigator 
and  everybody  else  involved  in  the  experiment 
"from  liability  for  any  injury  which  may  result 
directly  or  indirectly  from  the  performance  of  these 
investigations."  "Oh  damn!"  said  Dr.  Chalkley.  "I 
was  aware  of  this  form  two  years  ago— I  thought 
they  said  they  were  going  to  quit  using  it.  1  don't 
know.  Give  us  hell;  I  guess  we  deserve  it."  Has 
HEW  ever  brought  any  action  to  enforce  its 
regulations  in  any  prisons  anywhere?  "None,  to 
date." 

Dr.  Alan  Lisook,  of  FDA's  Office  of  Scientific 
Evaluation,  said:  "We've  no  list  of  prisons  where 
drug  research  is  going  on.  We  know  it  does  go  on 
in  certain  prisons.  The  way  we  learn  of  it  is 
through  the  IND  [Investigational  New  Drug]  sub- 
missions by  the  pharmaceutical  companies.  It's  a 
touchy  area,  probably  confidential  information  un- 
der the  Trade  Secrets  Act.  I  suggest  you  make  a 
written  request— say  the  magic  words  'Freedom  of 
Information  Act'-and  I  will  gel  an  opinion  fr.om 
counsel  as  to  whether  we  can  compile  the  informa- 
tion for  you."  I  did  so,  and  in  the  course  of  lime  I 
obtained  a  list  of  prisons.  "It  is  without  doubt  im- 
perfeel  s.nce  this  information  is  not  routinely  ab- 
stracted in  a  retrievable  form,"  wrote  Dr.  Lisook. 
He  was  unable  to  furnish  ihe  names  of  drug  com- 
panies experimenting  in  these  prisons,  or  numbers 
of  inmates  involved. 

A  forthright  explanation  of  the  secrecy  surround- 
ing prison  research  was  furnished  by  a  vice  presi- 
dent of  Wycih  Laboratories,  who  asked  me  not  to 


use  his  name.  "Almost  all  our  Phase  I  testing  is 
done  in  prisons,"  he  said  'The  locations  of  the 
prisons  in  which  we  do  research -that's  fundamen- 
tally confidential  information.  Where  we  get  our 
clinical  work  done  is  just  as  much  a  trade  secret  as 
what  we're  doing.  There  arc  industrial  spies  every- 
where. If  we  let  the  names  of  the  prisons  out,  our 
competitors  could  easily  get  a  pipeline  to  what 
we're  doing,  and  the  secret  would  be  out."  Mr. 
Paul  Stessel,  public  relations  man  for  Lederle  Lab- 
oratories, advanced  a  further  reason  for  keeping 
mum.  I  asked  him  whether  his  company  has  a  pol- 
icy against  disclosing  names  of  prisons  where  it 
does  research:  "Yes,  as  a  matter  of  fact."  Why  is 
that?  'The  prison  administrators  might  get  upset  if 
there  was  publicity  about  it."  2 

Drug  testing  on  human  beings  occurs  in  three 
stages:  In  Phase  I,  the  new  compound  is  tried  out 
for  effectiveness  and  possible  toxic  properties  on  a 
small  group  of  normal,  healthy  individuals.  If  ihese 
survive  without  serious  side  effects  and  the  drug 
appears  promising,  it  is  passed  into  Phase  II,  in 
which  several  hundred  normal  subjects  are  given 
the  compound  and  the  dosage  is  gradually  in- 
creased until  the  experimenter  decides  the  limn  of 
safety  has  been  reached.  Once  this  is  established, 
the  drug  is  ready  for  Phase  III,  in  which  it  is  given 
as  medication  to  patients  to  test  its  efficacy  as  a 
remedy  for  illness. 

From  my  conversations  with  drug  company  ex- 
ecutives and  physicians  involved  in  research,  I 
learned  that  prisons  today  furnish  virtually  the  en- 
tire pool  of  subjects  for  Phase  I  testing.  "If  the 
prisons  closed  down  tomorrow,  the  pharmaceutical 
companies  would  be  in  one  hell  of  a  bind,"  said 
one  medical  researcher.  (The  drug  houses,  are, 
however,  casting  eyes  in  the  direction  of  the  "un- 
derdeveloped"   nations    as    potential    reservoirs    of 

2  Missing  from  Dr.  Lisook's  imperfect  lisl  is  Paluxcnt  In- 
stitution, Maryland.  Phil  Stanford,  wnling  in  Ihe  New  York 
Tunes  Magazine  (September  17,  1972),  reports  thai  Johns  Hop- 
kins, the  University  of  Maryland,  and  the  National  Institute  of 
Mental  Health  are  conducting  a  number  of  experimental  "be- 
havioral control"  drug  programs  in  Ihe  institution  "Il's  no 
sweat  getting  volunteers  because  all  of  these  programs  pay  vol- 
unteers." a  stalT  member  told  him.  Stanford  cues  a  Johns  Hop- 
kins experiment  in  which  an  inmate  is  gelling  dosages  of  a  fe- 
male hormone,  "presumably  lo  counteract  his  'supcrmascuhn- 
ily.'  "  and  quotes  Ihe  following  exchange  belween  Edward  Tom- 
linson,  a  law  professor,  and  members  of  Paluxent's  professional 
treatment  slaff: 

Tonilmson    Does  he  understand  the  effects  of  the  drug7 

Dr  Harold  M.  Boslow.  director  of  Patuxent  Yes,  we  ex- 
plained the  whole  thing  lo  him.  We  don't  waul  any  misunder- 
standing 

Tomlinson:  Well,  what  are  the  effect.'1 

Dr.  Anhur  kandel,  associate  director  We  don't  know  Thai's 
what  they're  trying  lo  find  out 
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human  experimental  material.)  Most  pharmaceuti- 
cal concerns  have  to  queue  up  for  available  prison 
populations  on  which  to  experiment,  but  two  of 
the  biggest— Upjohn  and  Parke,  Davis— are  in  the 
enviable  position  of  having  acquired  exclusive 
rights  to  Michigan's  Jackson  Stale  Prison.  In  what 
Charles  Mangce,  public  relations  spokesman  for 
Upjohn,  calls  "a  beautiful  operation  run  in  a 
highly  ethical  fashion,"  the  two  companies  mam- 
tain  fully  equipped  laboratories  built  at  a  cost  of 
half  a  million  dollars,  complete  with  hospital  bed 
space  within  the  prison  for  forty  inmate  subjects. 
Upjohn  says  that  these  facilities  incorporate  greater 
safeguards  against  injuries  to  prisoners  than  is 
common  in  experiments  conducted  through  private 
researchers  A  group  of  three  physicians,  for  ex- 
ample, reports  directly  to  the  Department  of  Cor- 
rections and  any  one  of  them  may  order  an  experi- 
ment stopped  at  any  moment.  Pay  scales,  however, 
are  much  the  same  as  elsewhere. 

Until  recently,  inmates  have  also  served  as  labo- 
ratory workers  in  the  Upjohn-Parke,  Davis  clinics. 
In  1968,  some  of  them  brought  suit  against  the 
companies  and  the  Department  of  Corrections,  al- 
leging that  "the  drug  companies  are  obtaining  or 
have  obtained  hundreds  of  thousands  of  dollars' 
worth  of  labor  .free.  .  .  ."  The  inmates,  who 
frequently  put  in  a  sixtecn-hour  day,  were  paid  a 
wage  ranging  from  thirty-five  cents  a  day  for  a 
nurse  to  i  1.25  a  day  for  a  chief  technician.  (Al- 
though the  allegations  with  respect  to  wage  levels 
were  not  in  dispute,  the  case  was  decided  in  favor 
of  the  defendants  on  other  grounds.) 

Over  the  past  ten  years  a  brisk  traffic  in  human 
subjects  for  drug  company  experimentation  has 
grown  up  :n  the  California  Medical  Facility  at 
VacsH  ille  a  prison  specifically  designated  for  men 
deemed  by  the  authorities  to  be  in  need  of  psychi- 
atric treatment.  Vacaville  has  a  population  of  some 
1500.  of  whom  from  300  to  more  than  1000  may 
be  in  the  volunteer  medical  research  program  at 
any  given  time 

The  medical  experiments  are  organized  under 
the  aegis  of  an  organization  called  the  Solano  In- 
stitute for  Medical  and  Psychiatric  Research 
(SIMPR).  wim  heaaquarters  in  the  prison.  I  dis- 
covered tr.at  even  such  prison  knowledgeables  as 
faculty  members  at  the  School  of  Criminology  in 
Berkeley,  and  California  legislators  who  have  de- 
voted years  to  studying  prison  conditions,  were 
bat  dimly  aware  of  the  existence  of  SIMPR  and 
had  no  iaea  of  the  extent  and  the  nature  of  its  ac- 
tivities. 

Unlike  the  Upjohn-Parke,  Davis  operation,  which 


A  GUIDE  TO  PRISON  RESEARCH 

Following  is  a  list  of  U.S.  prisons,  furnished  by  the 
Food  and  Drug  Administration,  where  medical  ex- 
periments are  conducted. 

Alabama:  Alabama  Slate  Prison  System,  Mont- 
gomery. 

Arkansas:  Arkansas  Stale  Prison,  Cummins. 

California:  California  Institution  for  Women, 
Chino;  California  Medical  Facility,  Vacaville. 

Connecticut:  Connecticut  State  Prison,  Somers; 
Connecticut  Correctional  Institution,  Montville. 

Florida:  Avon  Park  Correctional  Institution, 
Avon  Park;  Florida  State  Prison,  Raiford;  Glades 
Correctional  Institution,  Belle  Glades;  Lowell  Cor- 
rectional Institution,  Lowell;  Largo  Prison  Farm, 
St.  Petersburg. 

Georgia:  U.S.  Federal  Penitentiary,  Atlanta. 

Illinois:  Joliet  Prison,  Joliet. 

Indiana:  Indiana  State  Pnson,  Michigan  City, 
Marion  County  Jail,  Indianapolis. 

Iowa:  Anamosa  State  Men's  Reformatory,  Iowa 
City. 

Louisiana:  Orleans  Parish  Prison,  New  Orleans. 

Maryland:  Maryland  House  of  Correction,  Jessup. 

Massachusetts:  Massachusetts  Correctional  In- 
stitution, Norfolk. 

Michigan:  Southern  Michigan  State  Prison,  Jack- 
son; Detroit  House  of  Corrections,  Plymouth. 

Missouri:  Missouri  State  Penitentiary,  Jefferson 
City. 

Montana:  Montana  Stale  Prison,  Deer  Lodge. 

New  Jersey:  Essex  County  Prison,  Caldwell. 

New  York:  Attica  State  Prison,  Attica,  Sing  Sing 
Prison,  Tarrytown. 

Ohio:  Cincinnati  City  Jail,  Cincinnati;  Ohio  Cor- 
rectional Institution,  Lebanon. 

Oklahoma:  Oklahoma  Stale  Penitentiary, 
McAhsier. 

Oregon:  Oregon  State  Penitentiary,  Salem. 

Pennsylvania:  Bucks  County  Prison,  Doylestown; 
Lancaster  County  Pnson,  Lancaster;  Holmesburg 
Prison,  Philadelphia;  Philadelphia  House  of  Cor- 
rections, Philadelphia;  Berks  County  Prison,  Read- 
ing; Northampton  Prison,  Easton;  Chester  County 
Farm,  Westchester;  Delaware  County  Prison, 
Thornton;  Lebanon  County  Prison,  Lebanon. 

Rhode  Island:  Adult  Correctional  Institution, 
Howard. 

Texas:  Texas  Stale  Penitentiary,  Huntsville. 

Vermont:  Vermont  State  Pnson,  Windsor. 

Virginia:  Virginia  Slate  Penitentiary,  Richmond, 
Lorton  Reformatory,  Lorton. 
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is  financed  directly  by  the  two  drug  companies. 
SIMPR  is  sci  up  as  a  nonprofit  corporation  under 
California's  charitable  trust  law.  According  to  its  fi- 
nancial statements  filed  with  the  Registry  of  Chari- 
table Trusts,  SIMPR's  income  from  "various  re- 
searchers" rose  from  $47,000  in  1963,  its  first  year 
of  business,  to  $266,000  in  1971.  I  asked  Mr. 
Ralph  Urbino,  SIMPR  administrator,  which  drug 
companies  had  paid  over  this  money.  He  seemed 
quite  shocked  at  the  question:  "We  couldn't  re- 
ceive funds  from  drug  companies,"  he  said.  "As  a 
nonprofit  organization  we  are  barred  from  receiv- 
ing money  from  private  business  concerns.  Our  in- 
come is  derived  from  the  physicians  who  have 
been  given  research  grants  for  the  purpose." 

The  "various  researchers,"  then,  for  the  most 
part  faculty  members  from  neighboring  University 
of  California  medical  schools,  are  a  conduit  for 
tax-exempt  payments  from  giant  pharmaceutical 
concerns,  including  Lederle,  Wyeth,  Dow  Chem- 
ical. Roche,  Abbott,  and  Smuh,  Kline  &  French. 
According  to  a  1972  SIMPR  publication  addressed 
to  potential  customers,  "One  research  team  from 
the  University  of  California  has  been  continuously 
active  since  the  inception  of  our  program  here. 
.  .  .  There  have  been  no  deaths  or  serious  se- 
quelae resulting  from  drug  research  at  this  in- 
stitution .  .  .  the  reservoir  of  volunteer  subjects  of- 
fers investigational  possibilities  not  found  else- 
where." 

Checking  on  SIMPR's  claim  that  there  have 
been  no  deaths  or  "senous  sequelae"  is  not  easy, 
since  SIMPR  maintains  it  is  not  required,  under 
the  California  Public  Records  Act,  to  disclose  med- 
ical data.  But  something  of  the  modus  operandi  of 
the  prison  experimenters  can  be  gleaned  from 
records  subpoenaed  and  depositions  taken  in  a 
lawsuit,  eventually  settled  out  of  court  for  $6000, 
that  arose  out  of  a  1962  experiment.  The  two  prin- 
cipal defendants  in  that  suit  are  prime  operatives 
in  SIMPR  today.  Dr.  William  C.  Keating,  Jr.,  then 
superintendent  of  Vacaville  prison,  was  a  founder 
of  SIMPR  and  serves  on  its  board  of  directors;  Dr. 
William  L.  Epstein,  chairman  of  the  dermatology 
department  at  the  University  of  California,  con- 
ducted tne  experiment  in  question  together  with  a 
colleague.  Dr.  Howard  I.  Maibach.  Drs.  Epstein 
and  Maibach  are  the  self-same  "continuously  ac- 
tive" research  team  featured  in  the  1972  SIMPR 
publication. 

The  plaintiff,  who  according  to  Dr.  Keating  had 
been  classified  as  psychotic  and  sent  to  Vacaville 
for  "psychiatric  programming  and  treatment,"  was 
one  of  twenty  subjects  selected  to  undergo  what 
Dr.  Epstein  calls  "pain  tolerance  studies"  consisting 


of  intramuscular  injections  of  Vandase  (fibrinolytic 
enzymes  used  as  an  anii-infiammatory  agent),  a 
Lederle  Laboratories  product.  Evidence  given  by 
independent  physicians  disclosed  that  after  the 
drug  was  administered,  the  plaintiff  suffered  an 
agonizing,  near  fatal  disease  of  the  muscles,  in  the 
course  of  which  his  weight  dropped  from  140  to  75 
pounds  He  subsequently  developed  chronic  stom- 
ach ulcers  as  a  result  of  being  treated  for  his  con- 
dition with  steroids. 

From  the  depositions  of  the  doctors  in  charge,  it 
appears  that  nobody  involved  knew  much  about 
Varidase  except  that  it  can  make  people  very  ill. 
The  purpose  of  the  experiment,  as  explained  by 
Dr.  Epstein,  was  to  find  out  just  how  ill  and  to 
learn  more  about  adverse  side  effects  caused  by 
the  drug:  'The  reason  we  did  the  experiment  was 
the  pain  and  the  fever  .  .  .  what  we  were  looking 
for  was  pain,  discomfort,  aching  in  the  arm.  We 
were  told  [by  Lederle]  they  might  also  have  fever, 
malaise,  and  chills."  Dr.  Keating  recalled  that  the 
only  information  available  to  him  on  the  drug  was 
"a  little  brochure  that  comes  with  the  preparation" 
containing  "a  list  of  medical  cautions,  but  at  the 
time  I  read  them  .  .  .  this  was  not  a  significant 
concern."  Could  the  Varidase  injections  have 
caused  the  plaintiffs  condition?  "There  was  the 
possibility  that  this  could  have  been  due  to  the 
drug,"  said  Dr.  Epstein.  "I  think  that  looking  back 
on  it  now  it  is  a  possibility,  a  better  possibility 
than  I  thought  initially  because  I  never  heard  of 
this  thing.  .  .  ." 

As  to  his  role  as  principal  investigator  in  over- 
seeing the  experiment.  Dr.  Epstein  could  not  re- 
member if  he  had  been  present  when  the  subjects 
were  chosen  or  when  the  injections  were  given— 
they  were  given  by  inmate  nurses,  he  said.  His  vis- 
its to  Vacaville  were  infrequent,  once  a  week  or 
once  every  two  weeks.  .  .  .  No  signed  consent  was 
required  of  the  prisoner-subjects,  said  Dr.  Keating. 
Asked  in  his  deposition  whether  "the  dangers  of 
any  of  those  possible  medical  problems  were  men- 
tioned or  explained  to  any  of  the  potential  volun- 
teers for  this  project,"  he  answered:  "I  don't  know. 
I  would  think  not."  A  "large  fund"  was  granted  by 
Lederle  for  the  research,  said  Dr.  Epstein.  Com- 
pensation to  the  plaintiff  for  taking  part:  "He  re- 
ceived four  dollars,  three  spendable  and  one  to  reten- 
tion funds." 

If  pain,  discomfort,  fever,  and  chills  were  what 
Dr.  Epstein  was  looking  for,  he  was  not  disap- 
pointed. In  a  letter  to  his  sponsors  at  Lederle  he 
wrote:  "I  am  enclosing  a  rough  copy  of  the  com- 
ments from  one  of  the  subjects.  I  thought  you 
might  enjoy  his  description  of  the  symptomatology; 
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it  was  a  potential  time  bomb  for  the 
Department  of  Corrections." 


JS    p. 


it's  fairly  representative  of  what  all  llie  men  expe- 
rienced "  Among  [he  descriptions  lhat  Lcderlc 
micht  have  enjoyed,  given  by  llie  nineteen  subject 
who  did  no!  sue.  aad  subpoenaed  by  the  plaintiff 
pan  of  llie  record.  "Cold  chills,  sweated,  nau- 
:aied  throughout  the  night."  "Sharp  abdominal 
pains."  "1  have  a  headache  and  my  stomach  feels 
terrible."  "My  body  feels  weak  all  over,  right  arm 
hurts  worse  than  ever."  "My  head  feels  as  if  it  will 
fall  off."  "Chilled,  feverish,  weak  and  exhausted." 
"Lost  4  lbs.  in  three  days-Dr.  Epstein  said  it  was 
a  natural  reaction  except  it  was  more  severe  in  my 
case  for  some  reason  but  not  to  worry."  (What 
eventual!)  became  of  the  nineieen-whether  they 
made  full  recovery-history  does  not  relate.  That 
nobody  bothers  to  follow  up  the  subsequent  medi- 
cal history  ol  research  subjects  in  prison  can  be  in- 
ferred from  Dr  Epstein's  deposition  to  plaintiffs 
counsel  Malcolm  Burnslcin.  "Since  (the  plaintiff] 
cleared  the  lnitiaj  experiment,  it  was  forgotten,  be- 
cause like  all  the  other  people  they  were  just  let 
20.  .  .  .  And  he  came  back.  I  couldn't  tell  you 
how  soon,  complaining  of  aching.  .     .") 

Thorough  researcher  lhat  he  is.  Dr.  Epstein  was 
soon  at  it  again  He  writes  to  Lederle  a  month  af- 
ter the  plaintiff  was  stricken:  "We  are  planning 
this  week  to  try  four  more  men  and  1  am  prepared 
to  give  them  some  steroids  when  the  severe  symp- 
tomatology starts." 


rom  my  discussion  with  Mr.  Urbino,  a  ge- 
;,~H  nial,  retired  Air  Force  man  who  is  SIMPR's 
J*.  only  full-time  "free-world"  employee,  1  con- 
cluded that  SIM  PR  evolved  in  a  somewhat  hap- 
hazard fashion  and  is  run  on  highly  informal  lines. 
For  the  rirst  four  years  of  its  existence.  SIMPR 
lived  off  the  bounty  of  the  prison  (and  hence  the 
taxpayers),  paying  no  rent  or  prison  personnel 
wages  "It  wJS  a  potential  time  bomb  for  the  De- 
partment of  Corrections,"  said  Mr.  Urbino.  "Be- 
sides, they  saw  SIMPR  as  a  very  prosperous  opera- 
tion, the)  wanted  to  get  their  hands  on  some  of 
that  money  "  In  1966  SIMPR  entered  into  a  per- 
mit agreement  with  the  Department  The  corpora- 
tion now  p^xs  an  annual  rent  of  $1000  plus 
"custodial  coverage"  (guards'  wages)  of  about 
S  14,000  a  year,  and  provides  moonlighting  jobs 
for  other  state  employees  to  the  tune  of  some 
$!7,G0u. 

SIMPk  u^o  hires  convict  labor-technicians, 
nurses,  para-medical  and  clerical  personnel-for 
wages  in  the  range  of  five  to  eight  dollars  a  month, 
about  one-hundredth  of  what  free  personnel  would 
command   in   these   positions.   (As   Ken   E.   Haden 


pointed  out  in  a  1963  report  on  the  Vacavillc  op- 
eration to  the  U.S.  National  Institute  of  Menial 
Health:  "Without  this  reservoir  of  skilled  tech- 
nicians, laboratory  aides,  clerical  help,  medical  re- 
search could  not  be  more  than  a  token  activity  in 
a  prison  selling.")  In  SIMPR's  first  four  financial 
reports,  this  item,  beiween  S700  and  $800  a  year 
for  work  worth  $70,000  to  $80,000  outside  the 
walls,  shows  up  as  "Inmate  Salaries."  Thereafter  it 
is  no  longer  itemized  but  is  merged  along  with 
most  other  cost  items  into  a  general  category 
labeled  "cost  of  goods  sold."  Could  these  inmate 
salaries  be  another  potential  time  bomb  for  the 
Department  of  Corrections?  The  California 
constitution  specifically  prohibits  the  contracting 
out  of  convict  labor  "to  any  person,  copartnership, 
company,  or  corporation,"  which  would  seem  to 
cover  the  SIMPR  operation.  Mr.  Urbino.  who  is 
not  a  lawyer,  was  unaware  of  the  constitutional 
prohibition. 

Payment  to  the  prisoner-subjects  of  the  experi- 
ments is  variously  recorded  in  SIMPR's  financial 
statements  as  "honoraria,"  "donations."  "benefits 
to  recipients  under  charitable  trust."  Spiraling  up- 
ward with  the  fortunes  of  SIMPR,  these  honoraria, 
donations,  or  charitable  benefits  rose  from  $34,000 
in  1963  to  S  150,000  in  1970.  The  nine-year  total  is 
$787,000.  Thus,  assuming  the  drug  companies 
would  have  had  to  compensate  free-world  volun- 
teers at  ten  times  what  they  pay  convicts,  they  ob- 
tained some  $7.8  million  worth  of  research  for 
their  $787,000. 

Who  establishes  the  amount  of  pay  for  each  ex- 
periment? "I  do,"  said  Mr.  Urbino.  "Several  factors 
go  into  it:  number  of  times  we  bleed  the  man, 
number  of  times  he  has  to  report  to  the  lab  on  any 
given  day."  Sample  payments  range  from  $15  a 
month  for  a  two-month  study  of  inflammatory  der- 
matophytosis  (fungi  described  in  the  protocol  as 
"one  of  the  most  prevalent  health  hazards  to  mili- 
tary personnel  stationed  in  Southeast  Asia")  to  $30 
for  one  day  for  Cleocin  HFC  levels,  an  expenmeni 
run  by  Dr.  Epstein  in  which  a  gram  of  muscle  tis- 
sue is  removed.  If  unusually  adverse  side  effects 
are  anticipated,  the  pay  goes  up  accordingly. 
"We're  in  the  middle  of  one  now,  conducted  by 
Dr.  Howard  1.  Maibach,  a  Wyelh  safety  study, 
WY-21,743.  It  pays  sixty  dollars  a  month."  What 
side  effects  might  be  expected?  Mr.  Urbino.  who  is 
not  a  medical  man.  did  not  know.  (I  subsequently 
asked  the  Wyelh  vice  president  what  mysterious 
WY-21,743  consists  of.  His  reply:  'That's  con- 
fidential information  in  the  Investigational  New 
Drug  file.  I  wouldn't  tell  my  own  mother  about 
it!"  Nor  would   FDA  reveal  the  formula.   Dr.   Li- 


71 


364 


Systematically  impoverished  by  his  keepers, 
denied  a  decent  wage,  the  prisoner  is  reduced  to 
bartering  his  body  for  cigarette  and  candy  money. 


sook  told  me,  "The  Freedom  of  Information  Act 
specifically  prohibits  such  disclosure.  Our  new 
regulation  says  'the  very  existence  of  an  IND  is 
confidential.' ") 

Why  does  the  Department  of  Corrections  toler- 
ate the  S1MPR  presence— is  it  because  the  rent 
money  and  payment  to  guards  (who  would  have  to 
be  paid  anyway)  is  a  nice  financial  cushion  for  the 
institution?  "That's  part  of  it,"  said  Mr.  Urbino. 
"But  the  main  benefit  to  the  Department  is  that 
the  research  programs  cut  down  on  disciplinary 
problems.  A  man  has  to  have  a  relatively  in- 
fraction-free record  to  qualify  as  a  volunteer  sub- 
ject. And  the  Department  figures  if  he  has  thirty 
dollars  a  month  to  spend  on  canteen,  he'U  be  a  lot 
cooler."  Systematically  impoverished  by  his  keep- 
ers, denied  a  decent  wage,  the  prisoner  is  reduced 
to  bartering  his  body  for  cigarette  and  candy 
money. 

Presumably  to  insure  against  any  repetition  of 
the  1962  lawsuit,  S1MPR  now  requires  each  con- 
vici-subject  to  sign  a  consent  form  and  waiver, 
slating.  "I  hereby  fully  and  forever  release,  acquit 
and  discharge"  all  state  agencies  involved,  plus 
S1MPR,  "from  any  and  all  liability  which  may  ac- 
crue" from  participation  in  the  research  project 

To  my  question  whether  the  waiver  is  not  in 
clear  violation  of  HEW  guidelines,  I  got  the  fol- 
lowing answers.  Dr.  Alan  Lisook,  who  had  twice 
inspected  the  S1MPR  operation  on  behalf  of  FDA, 
said  he  was  not  aware  that  such  a  waiver  was 
being  used.  "Although  we  require  a  consent  form 
in  all  drug  experimentation,  we  do  not  require  that 
the  wording  be  cleared  with  us,  nor  that  copies  be 
submitted.  It  would  be  very  difficult  to  enforce  the 
prohibition  against  exculpatory  clauses."  The 
Wyeth  vice  president:  "The  medical  monitor  of 
Wyeih  is  in  charge  of  that."  (The  name  of  the 
medical  monitor  is,  however,  confidential,  he  said.) 
Mr.  Paul  Stessel,  public  relations  spokesman  for 
Lederlc:  "It's  the  responsibility  of  the  investigator 
to  follow  the  guidelines  and  obtain  a  proper  con- 
sent form.  We  don't  dictate  to  the  clinician  how  he 
runs  these  things.  I'm  sure  you're  aware  that  the 
more  prestigious  the  clinician  is,  the  more  con- 
vinced he  is  that  he  knows  what  he's  doing.  If  you 
use  him,  you  have  little  choice  but  to  trust  what 
he  »ays  he  does."  Dr.  Howard  1.  Maibach,  princi- 
pal investigator  for  many  S1MPR  experiments: 
"Yes,  I'm  familiar  with  the  consent  form  used  at 
Vacaville.  It's  in  a  period  of  change,  a  state  of 
flux.  .  .    " 

Theoretically,  the  University  of  California  medi- 
cal schools  exercise  considerable  control  over  fac- 
ulty  member   researchers    through   committees   on 


human  experimentation,  consisting  of  medical  pro- 
fessors and  laymen,  established  by  the  president  of 
the  university  in  1566.  These  are  supposed  to  re- 
view and  pass  on  the  protocol  for  each  proposed 
study  under  University  of  California  sponsorship— 
"regardless  of  funding  source"— in  the  light  of 
HEW  and  FDA  standards. 

At  a  meeting  of  the  University  of  California 
Medical  Center  Committee  on  Human  Experimen- 
tation, I  was  lold  that  few  S1MPR  protocols  had 
ever  been  submitted  to  the  committee.  "Prison  re- 
search that  comes  before  this  committee  is  ex- 
tremely rare,"  said  one  member.  "The  minute  a 
Vacaville  study  comes  in,  the  red  flag  goes  up!" 
Although  both  Dr.  Epstein  and  Dr.  Maibach  are 
on  the  Medical  Center  faculty,  the  committee  had 
never  heard  of  most  of  the  experiments  they  are 
currently  conducting  at  Vacaville.  Of  another  team 
of  doctors,  listed  in  SIMPR's  1971  report  as  faculty 
members  of  the  Medical  Center  and  principal  in- 
vestigators in  current  research  studies,  1  was  told 
that  one  had  been  "severed"  by  the  university  in 
1966  and  the  other  had  died  in  1968. 

The  California  Department  of  Corrections  pub- 
lishes an  annual  research  review,  in  one  section  of 
which  some  thirty  experiments  conducted  under 
the  auspices  of  SIMPR  are  set  forth  in  precis  form. 
Since  these  are  couched  in  the  language  of  phar- 
macology and  medicine,  the  nature  of  the  experi- 
ments is  for  the  most  part  obscure  to  the  layman. 
(An  exception  is  the  Aedes  Mosquito  Study,  in 
which  "freshly  grown,  unfed  female  mosquitoes  in 
carefully  prepared  biting  cages  are  applied  to  the 
forearms  of  volunteers  for  a  period  of  ten  min- 
utes," which  seems  explicit  enough.) 


Seeking  clarification,  1  showed  a  copy  of  the 
1971  research  review  to  Dr.  Sheldon  Margen, 
a  physician  with  wide  experience  in  human 
research,  who,  as  chairman  of  the  Department  of 
Nutritional  Sciences  at  the  University  of  California, 
uses  students  and  other  free-world  volunteers  as 
experimental  subjects.  Dr.  Margen  read  with  fasci- 
nation and  mounting  indignation  the  experiments 
described  in  the  review.  He  translated  the  proce- 
dures for  me,  interjecting  a  frequent  "Wow!"  or 
"Brother!"  or  "God,  that  kills  me!"  Some  of  the 
studies,  he  said,  are  innocuous;  others,  extremely 
painful  and  potentially  dangerous. 

He  mentioned,  as  an  example,  Dr.  Epstein's 
study  of  Cleocin  HFC  levels,  for  which  "ten 
healthy  normal  volunteers"  were  selected;  its  pur- 
pose, "to  determine  antibiotic  levels  in  various  tis- 
sues and /or  fluids."  Each  subject  gets  "150  mg  of 
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Cleocin  i,  i.d  lor  a  single  day,"  following  winch  he 
will  be  relieved  of  "sebum,  2-4  ml;  sweat,  4-5  ml, 
semen,' amount  oi  normal  ejaculation;  and  muscle 
tissue.  1  em.  In  addition,  a  15  ec  blood  sample  will 
be  drawn  "  "Here's  what  happens  to  these  ten 

euvs,"  said  Dr.  Margcn.  "First  they  make  them 
masturbate  to  collect  the  semen.  Then  they  cut 
into  the  arm  or  go  through  the  flesh  to  get  the 
^r.uii  o(  muscle  iiss.ie  That's  the  horrific  part.  The 
experiment  itself  may  be  totally  justilied— the  drug 
presents  virtually  no  risk-but  this  procedure  is 
cockeyed.  It  would  never  be  approved  for  student- 
subjects."  Nor  had  it  ever  been  approved  by  the 
University  of  California  Medical  Center  Committee 
on  Human  Experimentation.  Dr.  Leslie  Bennett, 
chairman  ol  the  University  of  California  com- 
mittee, told  me  "there's  no  evidence  this  was  ever 
submitted  for  review." 

The  Organic  Phosphates  Toxicity  Study,  the  pur- 
pose of  which  is  "to  determine  the  threshold  of  in- 
cipient toxicity  in  human  subjects  of  organic  phos- 
phates currently  in  wide  use  as  insecticides." 
involves  the  use  oi  the  most  dangerous  and  poi- 
sonous of  all  pesticides,  said  Dr.  Margen.  Would 
this  be  approved  for  experimentation  on  students? 
"Are  you  kidding?"  Possible  hazards  of  other  ex- 
periments described  in  the  research  review  include, 
he  said,  cardiac  failure,  total  loss  of  blood  flow  re- 


sulting in  neurological  damage  and  loss  of  fingers, 
fungus  infection,  allergic  reactions  .  .  . 

In  1947  fifteen  German  doctors,  all  distinguished 
leaders  of  their  profession,  were  tried  and  con- 
victed at  Nuremberg  for  their  cruel  and  frequently 
murderous  "medical  experiments"  performed  on 
concentration  camp  inmates  The  barbarity  of  these 
crimes  is  of  course  unparalleled,  but  the  Nurem- 
berg tribunal  established  standards  for  medical  ex- 
perimentation on  humans,  which,  if  observed, 
would  end  altogether  the  practice  of  using  prison- 
ers as  subjects:  "The  voluntary  consent  of  the  hu- 
man subject  is  absolutely  essential.  Tnis  means  the 
person  involved  should  have  legal  capacity  to  give 
consent;  should  be  so  situated  as  to  be  able  to  ex- 
ercise free  power  of  choice  .  .  .  and  should  have 
sufficient  knowledge  and  comprehension  of  the  ele- 
ments of  the  subject  matter  involved  as  to  enable 
him  to  make  an  understanding,  enlightened  deci- 
sion." Are  prisoners,  stripped  of  their  civil  rights 
when  they  enter  the  gates,  subjected  to  years  or 
decades  of  confinement,  free  agents  capable  of  ex- 
ercising freedom  of  choice?  Can  we  trust  that  they 
are  furnished  by  the  experimenters  with  "knowl- 
edge and  comprehension"  to  enable  them  to  make 
"understanding  and  enlightened"  decisions?  To  ask 
these  questions  is,  I  believe,  to  answer  them.     G 


HISTORY  OF  ALCHEMY 


by  W.S.Merwin 


All  the  gold  that  exists  was  transmuted  once 

by  men  learning  to  change  themselves 

who  broke  it  and  buried  it 

those  who  found  it 

took  it  for  a  metal 

wanted  it  for  us  own  sake 

to  have  rather  than  to  foresee 

and  for  them  it  was  evil 

and  they  declared  that  transmuting  it  was  impossible 

and  evil 
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Token  and  Taboo:  Behavior  Modification,  Token  Economies,  and  the  Law 
David  B.  Wexler-— 61  Calif.  L.  Rev.  81  (1973) 

Not  surprisingly,  legal  concepts  from  the  prisone  s'  rights  movement  have 
begun  to  spill  over  into  the  area  of  the  rights  of  the  instituti  n  ilized  mentally 
ill.  Since  the  mental  patient  movement  is  free  of  the  law  and  order  backlash 
that  restrains  the  legal  battles  of  prisoners,  it  may  evoke  considerable  sympa- 
thy from  the  public,  the  legislatures,  and  the  courts. 

Commentators  and  authorities  have  recently  directed  attention  to  important 
procedural  problems  in  the  administration  of  psychiatric  justice.1  and  to  the 
legal  issues  presented  by  various  methods  of  therapy.  Legal  restrictions  on  a 
hospital's  right  to  subject  un billing  patients  to  electroconvulsive  therapy2  and 
psychosurgery1  are  developing  rapidly,  and  close  scrutiny  is  now  being  given 
to  "aversive"  techniques  of  behavior  modification  and  control4 — such  as  proce- 
dures for  suppressing  transvestism  by  administering  painful  electric  shocks 
to  the  patient  while  dressed  in  women's  clothing,  and  procedures  for  control- 
ling alcoholism  or  narcotics  addiction  by  arranging  medically  for  severe  nau- 
sea or  even  temporary  paralysis  (including  respiratory  arrest)  to  follow  inges- 
tion of  the  habituating  substance.5  It  is  likely  that  certain  treatments  may  be 
deemed  so  offensive,  frightening,  or  risky  that  the  law  may  eventually  preclude 
them  altogether,'1  or  at  least  restrict  them  by  requiring  the  patient's  informed 
consent.7 

Though  aversive  therapeutic  techniques  are  receiving  close  attention,  schemes 
of  "positive"  behavior  control8 — whereby  appropriate,  non-deviant  behavioral 
responses  are  encouraged  by  rewarding  their  occurrence — have  not  been  sub- 
jected to  any  careful  study.  It  is  perhaps  assumed  that  when  rewards  rather 
than  punishment  are  employed,  no  grave  legal,  social  or  ethical  questions  are 
involved.9  To  a  great  extent,  that  is  unquestionably  true :  few  would  have  their 
ire  aroused,  for  example,  by  praising  a  child  and  offering  him  candy  for  cor- 
rectly spelling  or  reading  a  word,10  nor  would  many  be  upset  over  a  scheme 


♦Professor  of  Law,  University  of  Arizona,  B.A.,  1961.  Harpur  College;  J.D.,  1964, 
New  York  University. 

1  See,  e.g.,  Wexler,  Scovill  et  ah.  The  Administration  of  Psychiatric  Justice:  Theorji 
and  Practice  in  Arizona,  1'3  Ariz.  L.  Rev.  1  (1971)  [hereinafter  cited  as  Psychiatric 
Justice  Project]. 

2N.Y.  Times.  July  15.  1972,  at  7,  col.  3.  In  California,  section  5325(f)  of  the  Welfare 
and  Institutions  Code  Rives  a  patient  the  right  to  refuse  shock  treatment,  hut  the  follow- 
ing section  allows  the  professional  person  in  charge  of  the  institution,  or  his  designee, 
to  deny  the  right  "for  good  cause."  Cal.  Welf.  &  Inst'ns  Code  §  5326  (West  Supp.  1971). 

3Breggin.  The  Return  of  Lobotomy  and  Psychosurgery,  118  Cong.  Rec.  E1602  (daily  ed. 
Feb.  24,  1972).  Possible  neurological  bases  of  deviant  and  violent  behavior  are  discussed 
in  V.  Mark  &  F.  Ervin,  Violence  and  The  Brain  (1970).  Sociolegal  implications  of  the 
Mark  &  Erwin  work  are  explored  in  Wexler,  Book  Review.  85  Harv.  L.  Rev.  14N9   (1972). 

4R.  Schwitzgebel,  Development  and  Legal  Regulation  of  Coercive  Behavior  Modification 
Techniques  With  Offenders  (1971).  Sehwitzgebel's  work  has  been  condensed  to  article 
form  in  Schwitzgebel,  Limitations  on  the  Coercive  Treatment  of  Offenders.  S  Trim.  L  Bull. 
267  (1972).  On  aversion  therapy  generally,  see  S.  Rachman  &  J.  Teasdale.  Aversion 
Therapy  and  Behavior  Disorders  (1969;  A.  Bandura,  Principles  of  Behavior  Modification 
293-354   (1969)    [hereunder  cited  as  Bandura]. 

r>  Sec  Schwitzgebel,  Limitations  on  the  Coercive  Treatment  of  Offenders,  8  Crim.  L.  Bull. 
267.   285-86    (1972).   Anectine,   a   drug  that  induces   temporary  paralysis  and   respiratory 
arrest,  has  been  used  for  behavior  control  in  some  California  institutions.  See  Note.  Con 
ditioning  and  Other  Technologies  Used  To  "Treat f"  "Rehabilitate?"  "Demolish  f"  Prisoners 
and    Mental    Patients,    45    So.    Calif.    L.    Rev.    616,    633-40    (1972). 

6  Dr.  Peter  Breggin  argues  that  psychosurgery  should  be  precluded  on  these  grounds. 
See  generallu  Breggin,  supra  note  3. 

7  "Patients  have  a  right  not  to  be  subjected  to  treatment  procedures  such  as  lobotomy. 
electro-convulsive  treatment,  adversive  [sic]  reinforcement  conditioning  or  other  unusual 
or  hazarous  treatment  procedures  without  their  express  and  informed  consent  after  con 
sulfation  with  counsel  or  interested  partv  of  the  patient's  choice,"  Wyatt  v.  Stickney,  344 
F.  Supp.  373,  3S0  (M.D.  Ala.  1972).  (dealing  with  Bryce  and  Searcy  Hospitals  for  the 
mentally  ill).  'See  also  Wyatt  v.  Sticl-neu,  344  F.  Supp.  387,  400  (M.D.  Ala.  1972), 
(dealing  with  Partlow  State  School  and  Hospital  for  the  mentally  retarded).  These  two 
cases  hereinafter  he  distinguished  by  bracketed  indication  of  the  hopsital   they  dealt  with. 

8  Bandura,  supra  note  4.  at  217-92. 

9  Cf.  McTntire.  Spare  the  Rod,  T'sc  Behavior  Mod,  Psychology  Today.  December  1970  at 
42.  Considerable  controversy  is,  of  course,  generated  by  calls  for  behavioral  engineering 
on  a  society-wide  scale,  such  ns  is  advocated  in  R.  F.  Skinner.  Beyond  Freedom  and  Dignitv 
(1971).  Sec  e.g.,  Ramsey.  Book  Review,  7  Issues  in  Crim  131  (1972)  (reviewing  Skinner's 
book).  ,    .  . 

10  Of.  Bandura.  supra  note  4,  at  249-50  (positive  reinforcement  as  a  technique  for 
improving   reading  skills). 
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that  encouraged  scholastic  achievement  of  institutionalized  juvenile  delinquents 
by  offering  them,  contingent  upon  academic  success,  private  rooms,  a  wider 
choice  of  food,  and  selections  of  items  from  a  mail-order  catalogue.11  But,  as 
will  be  seen  in  the  following  section,  many  techniques  of  positive  control  are  far 
more  troubling.  Most  troubling  of  all  seem  to  be  the  use  of  token  economies  with 
chronic  psychotic  mental  patients. 

I. PSYCHOLOGY  AND  TOKEN    ECONOMIES 

A.  General  Considerations 

Many  behavior  modification  practitioners  apply  clinically  the  learning  theory 
principles  of  Skinnerian  operant  conditioning.  Operant  theory  is  bottomed  on 
the  principle,  amply  demonstrated  by  empirical  data,  that  behavior  is  strength- 
ened or  weakened  by  its  consequences.12  The  frequency  of  a  behavior  increases 
if  it  is  followed  by  desirable  consequences,  whereas  it  will  be  extinguished  if 
the  positive  consequences  are  discontinued  or  if  the  consequences  are  aversive.i; 

The  application  of  operant  conditioning  to  humans  has  come  a  long  way  since 
1949,  when  a  severely  regressed  person  was  taught  to  raise  his  arm  by  a  pro- 
cedure that  rewarded  appropriate  arm  motions  by  the  subsequent  squirting 
of  a  sugar-milk  solution  into  his  mouth.14  Now,  a  multitude  of  therapeutic  be- 
havior modification  systems  are  in  operation  on  ward-wide  and  institution-wide 
scales.  By  and  large,  these  programs  seek  to  shape  15  and  maintain  appropriate 
behavior' patterns— designated  as  "target  behaviors"  or  "target  responses"— 
by  rewarding  or  "reinforcing"  the  desired  responses.  Usually,  rewards  are  dis- 
pensed in  the  form  of  tokens  or  points — known  as  "secondary"  or  "generalized" 
reinforcers — which  can  then  be  converted,  pursuant  to  a  specific  economic  sched- 
ule, to  "primary  reinforcers"  such  as  snacks,  mail-order  catalogue  items,  and 

the  like. 

These  "token  economies"  have  flourished  since  their  development  in  the 
sixties ie  and   are  currently  employed  in  a   variety  of  clinical  settings.1'   This 
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u  Cf.  Bandura  278-79.  .        .      ,    „     ,,.,,  7,  .      .    ,  f 

12  A  good  introductorv  text  on  operant  conditioning  is  J.  R.  Millenson,  Principles  ot 
Behavioral  Analysis  (1967).  Chapters  Two  and  Three  deal  with  Classical  or  Pavlovian 
Conditioning,  which  is  to  be  distinguished  from  operant  conditioning;  the  latter  provides 
the  hasis  of  the  token  economy.  See  also  Note,  45  So.  Calif.  L.  Rev.  616,  627-28   (1972). 

13  Note  that  the  behavioral  psychologist  explains  both  normal  and  abnormal  behavior 
by  the  same  principles,  in  an  approach  which  differs  fundamentally  from  "dynamic 
psychology  of  which  the  Freudian  system  of  psychoanalysis  is  probably  the  most  familia- 
to  laymen  The  dynamic  psychologists,  who  follow  a  "medical  model,"  explain  abnorma 
behavior  as  the  product  of  "inner  conflicts"  and  the  like.  For  a  good  introduction  t< 
behavior  modification  and  how  it  contrasts  with  traditional  dynamic  concepts,  see  L 
I'llnian  &  L  Krasner,  Case  Studies  in  Behavior  Modfication  1-65  (196o).  .See  also 
Bandura  7-69  For  more  recent  accounts  of  the  application  of  behavioral  psychology  to 
clinical    settings    see   anv   recent   issue  of  the   Journal   of   Applied   Behavior   Analysis. 

Technically  the  term 'extinction  is  reserved  for  the  process  of  reducing  the  frequency 
of  a  behavior  by  discontinuing  the  "reinforcing"    [rewarding]   consequences 

«  Fuller  Operant  Conditioning  of  Vegetative  Human  Organism,  62  Am.  J.  Psychology 
587  (1949).  For  somewhat  more  recent  studies,  see  Ullman  &  Krasner.  supra  note  13,  and 
R    Ulrich    T.   Stachnik,   J.   Mabrv,   Control  of  Human   Behavior    (1966). 

!■"•  "Shape"  is  a  technical  term  used  by  operant  psychologists  to  describe  the  process  ot 
gradually   building  a   new  behavior  bv  rewarding  closer  and  closer  approximations  to  it. 

i8  \vllbn  &  Azrin  The  Measurement  and  Reinforcement  of  Behavior  of  Psychotics,  S  J. 
of  the  Experimental  Analysis  of  Behavior,  357  (1965)  ;  T.  Ayllon  &  N.  Azrin,  the  Token 
Economy  A  Motivation  System  for  Therapy  and  Rehabilitation  (196S)  [hereinafter  cited 
as  Token  Economy]  report  of  a  project  begun  in  1961).  In  part,  the  flourishing  is  no 
doubt  due  to  the  fact  that  much  behavior  therapy  can  be  conducted  by  psychiatric  nurses, 
attendants,  and  paraprofessional  personnel.  See  Ayllon  &  Michael.  The  Psychiatric  Nurse 
as  a  Behavioral  Engineer,  2  J.  of  the  Experimental  Analysis  of  Behavior  323  (lUoU). 
The  rationale  behind  emphasizing  the  development  of  constructive  behavior  rather  than 
emphasizing  the  elimination  per  se  of  so-called  "pathological"  behavior  appears  to  be 
that  pathological  traits  in  an  otherwise  well-functioning  individual  may  well  be  dismissed 
as  mere  idiosvneracies.  and,  moreover,  that  pathological  traits  may  not  be  able  to  coexist 
with  functional  behavior.  Token  Economy  2?.. 

17  These  include  populations  of  juvenile  delinquents,  newly  admitted  chronic  psychotics, 
mentally  retarded  patients,  etc.  Token  Economy  217.  For  various  descriptions,  see  Bandura 
261-S2  ;  Davison,  Appraisal  of  Behavior  Modification  Techniques  with  Adults  in  institu- 
tional Setings,  in  Behavior  Therapv  :  Appraisal  and  Status  250  (C.  Franks  ed.l. »(>.»)  . 
Krasner  Token  Economy  as  an  Illustration  of  Operant  Conditioning  Procedures  With  the 
Aged,  With  Youth,  and  With  Kocietv,  in  Learning  Approaches  to  Therapeutic  Behavior 
Change  74  (D.  Levis  ed.  1970).  See  generally  Kazdin  &  Bootzin.  77ie  Token  Economy:  An 
Evaluative  Review,  5  J.  of  Applied  Behavior  Analysis  343   (1972). 
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Article  will  be  confined  almost  exclusively  to  a   discussion  of  the  application 
of  the  token  system  to  chronic  psychotics. 

There  are  two  reasons  for  this  limitation  in  scope :  first,  despite  mammoth 
advances  in  psychopharmaeology w  and  a  burgeoning  community  psychiatry 
movement19  which  have  combined  to  reduce  drastically  mental  hospital  enroll- 
ment, almost  all  chronic  psychotics  are  still  hospitalized.-"  If  other  clinical 
categories  are  increasingly  diverted  from  institutions  while  the  chronics  con- 
tinue to  accumulate,  the  treatment  of  the  chronic  psychotic  may  soon  consti- 
tute the  major  therapeutic  concern  of  mental  hospitals.  Second,  because  the 
behavior  patterns  of  chronic  psychotics  are  by  definition  particularly  resistant 
to  therapy,  more  drastic  methods  of  behavior  modification  have  been  applied  to 
them.  These  therapeutic  methods  will  raise  important  legal  questions. 

B.  Token  Economics 

Teodoro  Ayllon  and  Nathan  Azrin  pioneered  the  token  economy  concept  on  a 
ward  of  chronically  psychotic  female  patients  at  the  Anna  State  Hospital  in 
Illinois.12  Because  of  their  adaptation  to  long  periods  of  stagnant  hospitaliza- 
tion, chronic  patients  typically  suffer  from  extreme  apathy  and  dependency. 
This  condition,  known  as  institutionalization."  impedes  the  chronic's  chances  for 
improvement  or  release.  To  overcome  this  problem,  Ayllon  and  Azrin  rewarded 
target  behaviors  that  would  reverse  the  institutionalization  syndrome.  Work 
assignments  within  the  hospital  and  various  self-care  behaviors  were  rewarded 
with  tokens.  The  self-care  category  included  grooming,  bathing,  toothbrushing. 
bed  making  and  the  like.2:i  Work  assignments  included  kitchen  chores,  serving 
in  the  dining  rooms,  assisting  in  the  laundry,  janitorial  work,  and  related 
tasks.24 

For  the  token  economy  to  succeed,  it  is  necessary  to  insure  that  the  items  or 
events  purchasable  with  the  tokens  are  effective  reinforcers — in  lay  terms,  that 
they  would  in  fact  be  desired  by  the  patients.  To  solve  this  problem,  the  Anna 
State  Hospital  psychologists  applied  the  "Premaek  Principle"  : 25  if  certain  be- 
haviors occur  naturally  with  a  high  frequency  then  the  opportunity  to  engage 
in  those  behaviors  can  be  used  as  an  effective  reinforcer  to  strengthen  a  low- 
frequency  behavior.  The  psychologists  determined  the  high  frequency-behaviors 
empirically  : 

It  was  noted  that  certain  patients  often  hoarded  various  items  under  their 
mattresses.  The  activity  in  this  case,  in  a  general  sense,  consisted  of  conceal- 
ing private  property  in  such  a  manner  that  it  would  be  inaccessible  to  other 
patients  and  the  staff.  Since  this  event  seemed  to  be  highly  probable,  it  was 
formally  scheduled  as  a  reinforcer.  Keys  to  a  locked  cabinet  in  which  they 
could  conceal  their  private  possessions  just  as  they  had  been  doing  with  the 
mattresses  were  made  available  to  patients. 

Another  activity  that  was  observed  to  be  highly  probable  was  the  attempt  of 
patients  to  conceal  themselves  in  several  locations  on  the  ward  in  an  effort  to 
enjoy  some  degree  of  privacy.  A  procedure  was  therefore  instituted  whereby  a 
patient  could  obtain  a  portable  screen  to  put  in  front  of  her  bed  or  access  to  a 
bedroom  with  a  door.  Another  event  that  had  a  high  probability  of  occurrence 
for  some  patients  was  a  visit  with  the  social  worker  or  psychologist.  This  was 
used  as  a  reinforcer  by  arranging  appointments  with  either  of  these  staff 
members26. 


18Jarvik,  The  Psijchopharmacological  Revolution,  in  Readings  in  Clinical  Psychology 
Today  93   (1970). 

19  Psychiatric  Justice  Project,  supra  note  1,  at  118-27. 

20  E. p.,   Bruce,    Tokens  for  Recovery,  66  Am.   J.   Nursing   1799    (1906). 

21  Token  Economy   supra  note  16. 

22  See  generally  E.  Goffman,  Asylums  (Anchor  ed.  1961).  See  also  Psvehintrie  Justice 
Project  237-38:  "The  depressing  surroundings,  the  idleness,  the  loss  of  ordinary  privi- 
leges,  the  isolation  from  family,  friends  and  developments  in  the  outside  world — these 
.iinl  many  other  aspects  of  institutional  life,  which  are  almost  inherent  characteristics 
of  state  hospitals,  lead  to  a  loss  of  motivation,  to  withdrawal  and  regression,  and  to 
apathy,  submissiveness  and  an  inability  to  make  decisions.  In  short,  hospitalization  itself 
produces  a  distinct  functional  pathology,  appropriately  dubbed  'institutional  neurosis.'  " 
(citations  omitted). 

23  Token  Economy,  supra  note  16,  at  250. 
-'  Id.    at    134-35. 

25  hi    at  60.   See  Premack.  Toward  Empirical  Behavior  Lairs:  I.  Positive  Reinforcement, 
66  Psychological  Rev.   219    (1959). 
-'"  Token  Economy  61. 
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Ground  privileges  and  supervised  walks  by  the  staff  were  also  established  as 
rein  forcers  by  application  of  the  Premack  Principle,  since  patients  were  fre- 
quently observed  to  "stay  at  the  exit  to  the  ward  and  try  to  leave."'-7  The 
opportunity  to  attend  religious  services  was  also  used  as  a  reinforeer  since  several 
patients  attended  frequently  when  they  were  allowed  to  freely.-8 

Thus,  personal  cabinets,  room  dividers,  visits  with  the  professional  staff. 
ground  privileges,  supervised  walks,  and  religious  services  were  all  made  con- 
tingently available  to  the  patients:  they  could  be  purchased  if  the  patient  had 
performed  a  sufficient  number  of  target  responses  to  have  earned  the  requisite 
tokens  to  purchase  the  reinforcers.  They  were  otherwise  unavailable.  Other 
reinforcers  in  the  Anna  State  Hospital  prograir  included  a  personal  chair, 
writing  materials  and  stationery,  movies,  television  programs,  and  various 
commissary  items."' 

By  using  these  "strong,  albeit  untapped"0  sources  of  motivation,  the  Ayllon 
and  Azriu  economy  produced  rather  impressive  results  when  measured  by 
standards  of  work  performance.  They  compared  the  work  output  of  their  patients 
during  a  specified  period  of  the  token  economy  with  a  subsequent  experimental 
period  during  which  the  various  reinforcers  were  freely  available  without 
tokens — a  situation  which  ''approximated  the  usual  conduct  of  a  mental  hospital 
ward."31  Ayllon  and  Azrin  found  that  patient  perform  nice  during  the  experi- 
mental period  plummeted  to  less  than  one-fourth  the  token  economy  level.  Hence, 
they  concluded  that  "the  performance  on  a  usual  ward  would  be  increased  four- 
fold by  instituting  this  motivating  environment."32 

Nonetheless,  the  Anna  State  Hospital  program  did  not  change  the  behavior 
of  8  out  of  the  44  patients  :ti  involved  : 

Eight  patients,  who  expended  fewer  than  50  tokens  within  20  days,  all 
earned  by  self-care  rather  than  from  job  assignments,  were  relatively  unaf- 
fected by  the  reinforcement  procedure.  Statistical  comparison  of  them  within 
the  other  patient  revealed  no  difference  in  diagnosis  of  age.  It  appears  that 
their  failure  to  modify  behavior  appreciably  stemmed  from  the  relative  absence 
of  any  strong  behavior  patterns  th.it  could  be  used  as  reinforcers.  The  only  two 
behaviors  that  existed  in  strength  were  sleeping  and  eating.  The  present  pro- 
gram did  not  attempt  to  control  the  availability  of  food.  This  action  may  have 
to  be  considered  in  future  research  in  order  to  rehabilitate  patients  with  such 
an  extreme  loss  of  behavior.'14 

-Many  token  economy  programs  have  been  patterned  after  the  Ayllon  and 
Azrin  model.  ''  In  Atthowe's  program  for  chronic  patients  at  the  Palo  Alto  Vet- 
erans Administration  Hospital,  for  example,  patients  earned  points  not  only 
for  their  industrial  therapy  job  assignments,  but  also  for  participating  in 
group  activities,  in  recreational  therapy,  and  for  attending  weekend  movies." 
And  reinforcers  in  various  programs  include  later  wake-up  times.'17  passes,38 
clothing,™    clothing    maintenance,"'    reading    materials,41    dances,42    and    even 


27  Id.  at  221.  See  also  id.  at  64-65. 

28  Id.  at  62-63. 

29  Id.  at  226. 

30  Id.  at  269. 

31  Id.  at  183. 

33  Id.  See  also  id.  at  256-61. 

33  Id.  at  239. 

34  Id.  at  269.  But  see  the  remarks  of  Davison  directed  at  Ayllon  &  Azrin's  conclusion  : 
I  believe  that  Ayllon  and  Azrin  would  do  well  to  break  set  and  at  least  consider  the 
possibility  that  the  behavior  (both  overt  and  covert)  of  some  chronic  hospital  patients 
is  regulated  by  processes  which  have  little,  if  anything,  to  do  with  operant  condition- 
ing." Davison,  supra  note  17,  at  250. 

35  E.g.,  Atthowe  &  Krasner,  Preliminary  Report  on  the  Application  of  Contingent  Rein- 
forcement Procedures  {Token  Economy)  on  a  "Chronic"  Psychiatric  Ward,  73  J.  Abnormal 
Psvchology   37    (1968). 

36  Atthowe,  Ward  113  Program:  Incentives  and  Costs — A  Manual  for  Patients  7-8 
(Veterans  Ad..  Palo  Alto.  Calif.,  Oct.  1,  1964). 

37  Id.  at  4.  The  present  author  also  visited  a  token  economy  where  naps  were  available 
for  five  tokens  per  hour. 

38  Id.  at  5. 

39  Llovd  &  Abel,  Performance  on  a  Token  Economy  Psychiatric  Ward:  A  Two  Year 
Summary.  8  Behav.  Res.  &  Therapy  1.  6  (1970). 

40  Xarrol,  Experimental  Application  of  Reinforcement  Principles  to  the  Analysis  and 
Treatment   of   Hospitalized   Alcoholics,   28   Q.   J.   of   Studies   on   Alcohol    105,    108    (1967). 

41  Gripp  &  Magaro.  A  Token  Economy  Program  Evaluation  With  Untreated  Control 
Ward  Comparisons,  9  Behav.  Res.  &  Therapy  137,  141  (1971). 

42  Id. 
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release.43  Moreover,  several  programs  have  taken  the  step  recommended  but 
not  taken  by  Ayllon,  and  Azrin  and  have  made  food  and  beds  available  only 
on  a  contingent  basis.14  Indeed,  those  programs  have  exceeded  the  Ayllon  and 
Azrin  recommendation  by  using  beds  and  meals  as  reinforces  on  a  ward-wide 
basis,  and  thus  even  for  patients  who  have  not  failed  under  a  system  where 
food  and  sleeping  facilities  were  non-contingently  available. 

One  of  the  token  economies  that  hinges  food  and  beds  on  appropriate  behav- 
ioral responses — a  chronic  ward  at  the  Patton  State  Hospital  in  San  Bernar- 
dino, California — is  '-willing  to  let  a  patient  go  for  as  long  as  five  days  with- 
out food,  or  until  he  has  been  reduced  to  809^  of  his  previous  body  weight."  *■* 
The  Patton  program  is  one  of  several  token  economies46  that  follows  a 
"phase"  or  "tier"  system,  where  at  least  certain  privileges  are  dependent  upon 
the  patient's  place  in  the  hierarchy  of  tier«. 

At  Patton,  for  example,  newly  admitted  patients  are  placed  in  the  orienta- 
tion group,  where  living  conditions  are  exceedingly  drab,  and  where  the  sub- 
sistence-level existence  can  be  purchased  for  a  small  number  of  tokens.  After  a 
patient  has  adapted  well  to  the  orientation  group,  he  is  elevated  to  the  middle 
group,  where  conditions  are  better  but  are  considerably  more  expensive.  Pa- 
tients in  the  middle  group  are  given  five  months  to  be  promoted  to  the  rather 
luxurious  ready-to-leave  group,  but  if  after  three  months  in  the  middle  group  a 
patient  is  not  adequately  facing  the  eventual  prospect  of  life  on  the  outside,  he 
will  be  returned  to  the  orientation  group.47  Margaret  Bruce,  a  psychiatric  tech- 
nician at  the  Patton  State  Hospital,  described  the  orientation  group  in  these 
words : 

"This  group  sleeps  in  a  relatively  unattractive  dormitory  which  conforms  to 
bare  minimums  set  by  the  state  department  of  mental  hygiene.  There  are  no 
draperies  at  the  windows  or  spreads  on  the  beds,  and  the  beds  themselves  are 
of  the  simplest  kind.  In  the  dining  room  the  patient  sits  with  many  o'her  pi- 
tients  at  a  long  table,  crowded  in  somewhat  uncomfortably.  The  only  eating 
utensil  given  him  is  a  large  spoon.  The  food  is  served  in  unattractive,  sectioned 
plastic  dishes.  So  long  as  he  is  in  this  group,  he  is  not  allowed  to  wear  his  own 
clothes  and  cannot  go  to  activities  which  other  patients  are  free  to  attend  off  the 
unit.  He  may  not  have  permission  for  off-the-ground  visits,  and  the  number  of 
visitors  who  can  see  him  is  restricted. 

"During  this  time,  the  patient  learns  that  his  meals,  his  bed,  his  toilet  arti- 
cles, and  his  clothes  no  longer  are  freely  given  him.  He  must  pay  for  these 
with  tokens.  These  tokens  pay  for  all  those  things  normally  furnished  and  often 
taken  for  granted.  In  the  orientation  group  most  of  the  things  the  patient  wants 
are  cheap :  for  example,  it  costs  one  token  to  be  permitted  to  go  to  bed,  one  token 
for  a  meal.  Patients  find  it  easy  enough  to  earn  the  few  tokens  necessary  for  bare 
subsistence."  *" 


43  Glieksman,  Ottomanelli  &  Cutler,  The  Earn-Your-Way  Credit  Systems  TTse  of  a  Token 
Economy  in  Xarcotic  Rehabilitation,  6  Int'l.  J.  of  the  Addictions  525  (1971).  Of.  Lloyd  & 
Abel,  supra  note  39.  at  5. 

4*  E.g.,  Schaefer,  Investigations  in  Operant  Conditioning  Procedures  in  a  Mental  Hos- 
pital, in  Reinforcement  Theory  in  Psychological  Treatment — A  Symposium  25.  26  (J. 
Fisher  &  R.  Harris  eds.  1966)  (Calif.  Ment.  Health  Res.  Monog.  No.  S)  ;  Bruce,  Tokens  for 
Recovery,  66  Am.  J.  Nursing  1799,  1801  (1966)  ;  Gripp  &  Magaro,  supra  note  41,  at  141  : 
Llovd  &  Abel,  supra  note  39  at  6. 

45  Schaefer,  supra  note  44,  at  33-34.  Actually,  the  quoted  remark  was  made  in  the 
context  of  overcoming  refusal-to-eat  problems  exhibited  by  some  of  the  patients,  but  if 
the  hospital  is  medically  willing  to  allow  those  patients  to  miss  five  consecutive  days  of 
meals,  it  seems  reasonable  to  assume  that  the  same  medical  standard  would  be  applied 
to  patients  who  presumably  desire  to  eat  but  who  have  not  earned  a  sufficient  number 
of  tokens  to  pay  for  metis. 

48  E.g.,  Lloyd  &  Abel,  supra  note  39  ;  Narrol,  supra  note  39.  Cf  Atthowe  &  Krasner. 
supra  mite  35. 

47  Bruce,   Tokens  for  Recovery,   66   Am.   J.   Nursing  1799.    1S02    (1966). 

48  Id.  at  1800-01.  The  Patton  system  seems  to  carry  to  the  extreme  the  position  often 
advocated  by  behaviorists  that  noncontingent  rewards  ought  to  be  provided  at  an  "ade- 
quate but  relatively  low  level,"  with  preferred  reinforcers  being  available  "contingent 
upon  the  occurrence  of  desired  response  patterns."  Bandura.  supra  note  4,  at  231.  Under 
such  an  approach,  therapy  can  be  managed  chiefy  by  positive  reinforcement,  without 
resort  to  punishment,  and  patients,  the  argument  continues,  have  only  themselves  to  blame 
if  (heir  privileges  seem  inadequate.  Indeed,  several  programs  have  noted  the  benefits ^of  an 
I'.irn-your-way  system,  in  notable  contrast  to  more  traditional  approaches  where  "man- 
dating educational  or  croup  therapy  participation  by  threatening  loss  of  visiting  and 
other  privileges  or  delayed  release  appeared  to  stimulate  the  social  de*'ance  and  self- 
defeating  traits  of  the  population,  and  rebellion  against  the  regulations  of  the  institutions 
provided  an  increase  in  prestige  and  enhanced  status  in  the  eyes  of  the  peer  group." 
r.licksman,    Ottomanelli   &    Cutler,    The   Earn-Your-Way   Credit  System:   Use  of  a   Token 
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Before  leaving  a  description  of  token  economies,  it  will  be  instructive  to  dis- 
cuss in  some  detail  a  token  environment  established  at  the  Richmond  State 
Hospital  in  Indiana.49  This  particular  system,  although  involving  a  population 
of  civilly  committed  alcoholics  rather  than  chronic  psyehotics,  is  particularly 
worthy  of  note  because  its  suggests  just  how  easily  the  Ayllon  and  Azrin  token 
economy  model  can  be  extended  to  other  clinical  categories  of  patients.50 

Prior  to  the  inception  of  the  token  economy,  legally  committed  alcoholics  at 
Richmond  State  were  first  admitted  to  the  Receiving  Unit,  where  they  were 
provided  with  rest  and  medical  care.  Within  one  or  two  weeks  the  patient  was 
usually  assigned  to  an  open  ward,  with  a  work  assignment  within  the  hospital 
and  all  the  available  privileges.51  When  the  token  system  was  introduced,  certain 
alcoholic  patients  without  intellectual,  organic  or  psychotic  impairments  were 
inducted  into  the  program.52  Work  in  the  hospital  labor  force,  compensated  by 
points,  was  deemed  the  target  behavior.  The  reinforeers  included  a  broad  range 
of  patient  needs  and  privileges  : 

The  motivational  power  of  the  points  was  derived  from  allowing  their  ex- 
change for  every  possible  purchase  within  the  hospital ;  thus,  room  and  board, 
clothing  maintenance,  canteen  purchases,  Alcoholics  Anonymous  meetings,  short 
leaves  of  absence,  disulfiram  treatment,  different  kinds  of  psychotherapy,  and 
special  instruction  could  all  be  freely  selected,  if  paid  for  out  of  earnings.53 

Points  were  also  needed  to  purchase  advancement  through  the  five  tier  system 
used  at  Richmond.  The  five  tiers  consisted  of  two  closed  wards,  a  semiclosed 
ward  where  ground  privileges  were  available  by  purchase,  and  two  open  wards 
with  pass  privileges.  Patients  could  purchase  promotion  only  at  weekly  intervals. 

The  program  was  considered  aversive  by  prospective  members,54  as  well  as 
by  the  inducted  members  who  requested  weekly  group  meetings  which  became, 
mainly,  "a  grievance  session  centering  around  project  rules.-'55  No  doubt  the 
grievances  were  in  part  attributable  to  the  fact  that  "a  deprivation  situation 
was  established  by  starting  patients  in  a  closed  ward  of  low  status,  substand- 
ard material  and  social  comfort,  and  curtailed  freedom,  relative  to  other  wards 
in  the  hospital." 50  The  legal  issues  raised  by  the  token  economies  may  be  ap- 


Economy  in  Narcotic  Rehabilitation,  6  Int'l.  J.  of  the  Addiction  525  (1971).  Some  com- 
mentators have  criticized  our  peno-correctional  system  for  giving  inmates  non-contingently 
whatever  benefits  may  be  available,  and  then  denying  some  of  the  benefits  as  punishment 
for  wrongful  behavior — a  system  where  "the  staff  members  are  cast  in  the  unenviable 
role  of  punitive  agents,  and  the  [inmates]  can  move  only  in  a  downward  direction." 
Rindura  230.  To  the  same  effect,  see  Hindelang,  A  Learning  Theory  Analysis  of  the  Cor- 
rectional Process,  4  Issues  in  Criminology  43,  44-45  (1969).  See  also  M.  Hindelang.  Social 
Learning  Theory  and  Social  Problems:  The  Case  of  Prisons  9  (unpublished  manuscript 
on  file  with  author)  :  "At  the  same  time  that  a  noncontingent  system  of  rewards  is 
operating  a  contingent  system  of  punishments  is  attempted  :  the  result  is  that  initiates 
come  to  view  the  rewards  as  rights  rather  than  privileges  and  when  they  are  threatened 
with  the  denial  of  those  rewards  they  become  justifiably  embittered."  (citations  omitted). 
It  has  been  suggested  that  when  contingencies  are  so  managed,  "the  majority  of  the 
participants  comply  half-heartedly  with  the  minimum  demands  of  the  institution  in  order 
to  avoid  penalties  for  any  breach  of  the  rules,"  and  that,  in  a  psychiatric  setting,  "natients 
c-in  best  maximize  their  rewards  by  merely  adopting  a  passive  patient  role"  Bandura 
230.  If  the  legal  system  wishes  to  accept  the  advice  of  the  behaviorists.  the  crucial 
question  for  the  law,  of  course,  will  be  to  define,  for  various  clinical  populations,  just 
where  the  line  of  non-contingent  rewards  at  an  "adequate  but  relatively  low  level"  ought 
to  be  drawn. 

49  Xarrol,  Experimental  Application  of  Reinforcement  Principles  to  the  Analysis  and 
Treatment  of  Hospitalized  Alcoholics,  28  Q.  J.  of  Studies  on  Alcohol  105   (1967). 

50  As  will  be  apparent,  it  also  raises  certain  serious  questions  about  the  ethical  pro- 
priety of  the  type  psychological  research  involved.  'See  also  Rubin,  Jokers  Wild  in  the 
Lab.  Psvchology  Today,  December  1970,  at  18. 

51  Narrol.  Experimental  Application  of  Reinforcement  Principles  to  the  Analysis  and 
Treatment  of  Hospitalized  Alcoholics,  28  Q.   J.   of   Studies  of  Alcohol,   105,   107    (1967). 

52  Id. 

68 Id.  at  108.  With  respect  to  the  right  to  treatment,  the  same  author  states:  "The 
obligation  to  treat  the  patient  need  not  be  neglected,  since  purchase  of  all  the  available 
therapeutic  services  may  be  permitted."  Id.  at  106-107. 

54  Id.  at  109. 

ss  Id. 

59  Id.  at  108.  Of  particular  concern,  from  the  viewpoint  of  the  ethics  of  research,  is 
that  "work  was  made  the  target  behavior  for  the  purposes  of  simple  demonstration  of 
reinforcement  technique."  Id.  at  107-08.  In  other  words,  "the  project  had  no  therapeutic 
purpose,  but  demonstrated  that  behavior  can  be  controlled  in  a  simulated  economy."  Id.  at 
107.  The  study  proved  simply  that  project  patients  worked  8-hour  days  as  opposed  to 
the  4-hour  days  worked  by  non-project  alcoholic  patients.  Id.  at  109.  But  that  is  hardly 
a  startling  finding,  particularly  since  the  project  was  based  on  the  Ayllon  &  Azrin  study, 
which  had  already  established  the  point.  Indeed,  the  author  was  himself  hnrdly  surprised 
by  the  outcome  ■  "Definite  evidence  of  increased  work  output  was  obtained,  as  might  be 
expected."   Id. 
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parent  by  now  and  they  will  be  considered  in  the  next  session.  An  analytical 
examination  of  some  of  the  more  difficult  competing  psychological  and  legal 
considerations  will,  however,  be  deferred  until  section  III. 

II. LAW  AND  TOKEN   ECONOMIES 

To  speak  at  the  moment  of  a  specific  "law  of  token  economies"  is  of  course 
out  of  the  question,  for  at  this  date  there  is  scarcely  a  handful  of  statutory 
and  judicial  pronouncements  dealing  even  generally  with  the  rights  of  the  in- 
stitutionalized mentally  ill.  Until  very  recently,  the  judicially  manufactured 
"hands-off"  doctrine  enabled  the  courts  to  duck  important  questions  regarding 
the  limits  of  administrative  discretion  in  the  operation  of  prisons  and  mental 
institutions.57  Accordingly,  the  correctional  and  therapeutic  establishments  were 
in  effect  given,  by  default,  the  legal  nod  to  manage  their  institutions — and 
to  conduct  their  therapy58 — as  they  saw  fit.  But  the  last  few  years  have  wit- 
nessed a  remarkable  turnabout  in  the  willingness  of  courts  to  scrutinize  liv- 
ing condition  in  total  institutions.  Though  the  activity  has  thus  far  been  slower 
in  the  mental  health  area  than  it  has  been  with  regard  to  prisons,  the  suc- 
cessful legal  penetration  of  mental  hospitals  appears  to  be  a  more  promising 
prospect  than  in  the  analogous  prison  movement.  Already,  some  bold  and  far- 
reaching  decisions  have  been  rendered,59  and  there  is  the  further  possibility 
of  widespread  legislative  action.60  From  the  sparse  legal  precedents,  one  can 
detect  a  rather  clear  trend,  and  the  emerging  law  bears  rather  directly  on  the 
rights  of  patients  subjected  to  a  token  economy. 

The  encouragement  of  certain  target  responses — such  as  proper  personal  hy- 
giene and  self-care— surely  seems  beyond  legal  question,61  but  it  will  be  re- 
called that  the  principal  target  response  of  most  token  economies  is  adequate 
functioning  on  an  institutional  work  assignment.  Many  persons  both  within 
and  without  the  legal  profession,  however,  find  it  objectionable  in  effect  to  re- 
quire patients — especially  involuntarily  committed  patients — to  work  for  men- 
tal institutions,  particularly  without  standard  compensation.  Though  the  work 
assignments  are  often  cast  in  therapeutic  terms,  such  as  overcoming  apathy 
and  institutionalization,  the  critics  view  the  jobs  as  simple  laborsaving  devices 
which  exploit  patients6"  and,  indeed,  which  sometimes  make  hospital  retention  of 
particular  patients  almost  indispensable  to  the  functioning  of  the  institution.63 

That  patient  job  assignments  are  in  fact  often  laborsaving  is  beyond  ques- 
tion, as  is  the  fact  that  work  output  will  increase  substantially  when  work  is 
contingently  reinforced  by  the  standard  reinforcers  employed  by  token  econo- 
mies. Indeed,  it  will  be  recalled  that  at  Anna  State  Hospital  in  Illinois,  Ayllon 
and  Azrin  concluded  that  ward  efficiency  soared  astronomically — fourfold64 — 
because  of  a  token  system  involving  job  performance,  and  they  noted  further 
that  unsatisfactory  job  performance  resulted  in  administrative  disruption.65 
During  a  patient  vacation  period  "the  additional  work  required  to  keep  the 
ward  functioning  .  .  .  had  to  be  made  up  by  paid  employees  whose  hours  almost 
doubled."  °° 


57  E.g.,  Note,  Beyond  the  Ken  of  Courts:  A  Critique  of  the  Judicial  Refusal  to  Review 
the  Complaints  of  Convicts.  72  Yale  L.  J.  506  (1963). 

58  E.g.,  N.  Kittrie,  the  Right  to  be  Different :  Deviance  and  Enforced  Therapy  .'507-03 
(1971).  Cf.  O'Donoghue  v.  Riggs,  73  Wash.  2d  S14,  820  n.2,  440  P.2d  S23.  82S  n.2  (1968)  : 
"One  who  enters  a  hospital  as  a  mentally  ill  person  either  as  a  voluntary  or  involuntary 
patient,  impliedly  consents  to  the  use  of  such  force  as  may  be  reasonably  necessary  to 
the  proper  care  of  the  patient.  .  .  ." 

59  Covington  v.  Harris,  491  F.2d  617  (D.C.  Cir.  1969)  ;  Wyatt  v.  Sticknei/,  344  F.  Supp. 
3T3  (M.D.  Ala.  1972)  (Brvceand  Searcy  Hospitals). 

80  E.g..  Cal.  Welf  &  Insfns  Code  §  5325  (West  Supp.  1971). 

61  Ironically,  however,  an  experiment  conducted  by  Ayllon  and  Azrin  seems  to  demon- 
strate that  "although  the  reinforcement  for  self-care  was  initiated  to  maintain  a  mini- 
mum standard  of  cleanliness  and  personal  hygiene,  changes  in  the  reinforcement  contin- 
gencies produced  no  appreciable  difference  in  self-care  practices."  Token  Economy,  supra 
note  16.  at  255.  .,    _H  v 

62  E.g.,  Ennis,  Civil  Liberties  and  Mental  Illness,  7  Crim.  L.  Bull.  101,  122-23  (19rl). 
At  Anna  State  Hospital,  because  the  token  value  of  jobs  is  set  by  factors  of  supply  and 
demand,  "some  jobs  that  were  fairly  demanding  physically  and  that  required  about  three 
hours  through  the  day  for  completion,  such  as  sweeping  the  floors,  earned  only  about  hve 
tokens.  .  .  ."  Token  Economy  204. 

63  Token  Economy,  supra  note  16,  at  201. 

81  Id,   188. 

03  Id.  at  201-02. 
00  Id.  at  210. 
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It  seems  clear  that  the  law  will  not  tolerate  forced  patient  labor  that  is 
devoid  of  therapeutic  purpose  and  which  is  required  solely  as  a  labor  saving 
technique.  The  Second  Circuit,  invoking  a  Thirteenth  Amendment  involuntary 
servitude  rationale,  so  held  in  1966.67  Since  then,  recognition  that  there  is  not 
always  a  sharp  line  dividing  therapeutic  and  non-therapeutic  assignments  has 
led  to  varying  legal  theories  for  dealing  with — or  for  avoiding — the  problem. 

One  rule  is  suggested  by  Bruce  Ennis,  a  leading  mental  health  lawyer  who 
is  keenly  aware  "of  the  disparate  per  diem  cost  between  private  and  state 
hospitalization  and  of  the  cost-saving  devices  resorted  to  by  state  hospitals.  He 
would  adopt  the  following  as  a  legal  rule  of  thumb  in  deciding  whether  work 
assignments  have  therapeutic  value :  "If  a  given  type  of  labor  is  therapeutic, 
we  would  expect  to  find  patients  in  private  facilities  performing  that  type  of 
labor.  Conversely,  labor  which  is  not  generally  performed  in  private  facilities 
should  be  presumed  ...  to  be  cost-saving  rather  than  therapeutic."  8" 

The  "avoidance"  approach  is  exemplified  by  the  elaborate  decision  in  Wyatt 
v.  Stickney,w  in  which  the  court  barred  all  involuntary  patient  labor  involving 
hospital  operation  and  maintenance — whether  therapeutic  or  not — but 
permitted  voluntary  institutional  work  of  either  a  therapeutic  or  a  non- 
therapeutic  nature,  so  long  as  the  labor  is  compensated  pursuant  to  the  federal 
minimum  wage  law.7"  To  insure  the  voluntary  nature  of  any  institutional  work 
assignment  undertaken,  the  Wyatt  court  specified  further  that  "privileges  or 
release  from  the  hospital  shall  not  be  conditioned  upon  the  performance  of 
labor."71  involving  hospital  maintenance.7" 

The  approach  taken  by  the  landmark  Wyatt  decision,  widely  followed,  would 
have  an  immense  impact  on  traditional  token  economies.  Patients  could  not.  be 
forced  in  any  way  to  perforin  institutional  labor  assignments — and  the  force 
could  not  legitimately  be  exerted  indirectly  by  making  basic  reinforcers  "con- 
tingent" upon  appropriate  performance.  Further,  if  patients  should  decide  volun- 
tarily to  undertake  institutional  tasks,  the  minimum  wage  is  the  legally 
required  "reinforcer."  Under  Wyatt,  therapeutic  assignments  unrelated  to  hos- 
pital operations  can  constitute  legitimate  target  responses  that  can  be  rewarded 
without  regard  to  the  minimum  wage.  But.  perhaps  most  significant  for  token 
economies,  Wyatt  and  related  legal  developments  seem  to  have  a  great  deal 
to  say  regarding  the  definition  of  legally  acceptable  reinforcers.  Wyatt,  together 
with  an  occasional  piece  of  proposed73  or  enacted74  legislation,  has  begun  the 
process  of  enumerating  the  rights  guaranteed  to  hospitalized  mental  patients. 
The  crux  of  the  problem,  from  the  viewpoint  of  behavior  modification,  is  that 
the  items  and  activities  that  Pre  emerging  as  absolute  rights  are  the  very  same 
items  and  activities  that  the  behavioral  psychologists  would  employ  as 
reinforcers — that  is,  as  "contingent  rights." 

According  to  the  Wyatt  court,  a  residence  unit  with  screens  or  curtains  to 
insure  privacy,  together  with  "a  comfortable  bed,  ...  a  closet  or  locker  for 
Tthe  patient's]  personal  belongings,  a  chair,  and  a  bedside  table  are  all  consti- 
tutionally required." 7"  Under  Wyatt,  patients  are  also  insured  nutritionally 
adequate  me:Tls  with  a  diet  that  will  provide  "at  a  minimum  the  Recommended 
Daily  Dietary  Allowances  as  developed  by  the  National  Academy  of  Sciences."78 


87  J ob son  v.  Henne,  355  F.2d  129,  132  n.3  (2d  Cir.  1966).  The  court  also  noted  that 
if  concededly  involuntary  labor  is  non-therapeutie,  even  compensation  for  the  work  will 
not  necessarily  satisfy  Thirteenth  Amendment  requirements,  for  the  "mere  payment  of  a 
comoensation.  unless  the  receipt  of  the  compensation  induces  consent  to  the  performance 
of  the  work,  cannot  serve  to  justify  forced  labor."  Id. 

68  Ennis.  Civil  Liberties  and  Mental  Illness,  7  Crim.  L.  Bull.  101,  123  (1971)  (emphasis 
in   original). 

99  Wmtt  v.  Sticlineii.  344  F.  Supp.  373   (M.D.  Ala.  1972)    (Brvce  and  Searcy  Hosnitals). 

70  Id.  at  381.  The  minimum  wage  law  is  the  Fair  Labor  Standards  Act.  29  U.S.C.  §  206 
(1971).  Judge  Johnson  in  Wyatt  further  ordered  that  payment  to  patients  for  such  work 
shall  not  be  applied  to  offset  hospitalization  costs.  Id.  at  13. 

71  344  F.  Supp.  381. 

72  Under  Wi/att,  the  only  type  of  work  that  can  seemingly  be  "required."  and  the  only 
type  of  work  exempt  from  minimum  wage  coverage,  is  therapeutic  work  unrelated  to 
hospital  functioning.  Further,  according  to  Wyatt,  patients  may  also  be  required  "to 
perform   tasks   of  a   nersonal   housekeeping  nature  such   as  the  making  of  one's  bed."  lit. 

73  Ralph  Nader's  Center  for  Study  of  Responsive  Law  has  produced  a  suggested  statute 
covering  rights  of  committed  patients.  The  proposal  is  reproduced  in  Psychiatric  Justice 
Proiect,  sinira  wote  1.  at  225-26. 

74  E.g.,  The  Lanterman  Petris-Short  Act,  Cal.  Welf.  &  Inst'ns  Code  §  5325  (West  Supp. 
1971). 

75  Wyatt  v.  Sticlcney,  344  F.  Supp.  373,  381-82  (M.D.  Ala.  1972)  (Bryce  and  Searcy 
Ilospitals). 

78  Id.  at  383. 
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Wyatt  further  enunciates  a  general  right  to  have  visitors,77  to  attend  religious 
services,7'  to  wear  one's  own  clothes  7J  (or,  for  those  without  adequate  clothes, 
to  be  provided  with  a  selection  of  suitable  clothing),  and  to  have  clothing 
laundered.""  With  respect  to  recreation,  Wyatt  speaks  of  a  right  to  exercise 
physically  several  times  weekly  and  to  be  outdoors  regularly  and  frequently,*1 
a  right  to  interact  with  members  of  the  other  sex,s-  and  a  right  to  have  a  tele- 
vision set  in  the  day  room.83  Finally,  apparently  borrowing  from  Judge  Bazelon's 
opinion  for  the  District  of  Columbia  Circuit  in  Covington  v.  Harris,**  Judge 
Johnson  in  Wyatt  recognized  that  "patients  have  a  right  to  the  least  restrictive 
conditions  necessary  to  achieve  the  purposes  of  commitment" S5 — presumably 
including,  if  clinically  acceptable,  ground  privileges  and  an  open  ward. 

Thus,  the  usual  target  behaviors  for  token  economies  would  be  disallowed 
and  the  usual  reinforcers  will  he  legally  unavailable.  The  emerging  law  ap- 
pears to  vindicate  the  assertions  of  the  patients  who,  at  the  inception  of  the 
Patton  State  Hospital  token  economy,  "pointed  out  ot  the  nurses  that  *he  state 
had  an  obligation  to  feed  them  and  that  the  nurses  were  acting  illegally  in  de- 
nying them  entrance  to  the  dining  room."  m  Chronic  patients  at  Anna  State 
Hospital  who  had  to  work  for  screens  and  personal  lockers  to  insure  privacy 
would,  under  Wyatt,  have  those  items  provided  noncontingently.  According  to 
the  "least  restrictive  conditions"  rationale  of  Covington  and  Wyatt,  it  would 
seemingly  be  impermissible  to  house  on  closed  wards  those  patients  clinically 
capable  of  exercising  ground  privileges,  such  as  Richmond  State  Hospital's  ad- 
mittedly non-psychotic  alcoholic  patients  who,  lief  ore  the  onset  of  the  token 
economy  program,  would  have  quickly  been  placed  on  an  open  ward.87  The 
identical  "least  restrictive  conditions"  rationale  would  presumably  also  invali- 
date programs,  such  as  the  one  at  Anna  State  Hospital,59  in  which  ground 
privileges  or  supervised  walks  are  available  only  by  purchase,  and  programs  in 
which  outright  release  from  the  institution  is  conditioned  upon  the  accumula- 
tion of  a  set  number  of  tokens  or  points.89 


77  Id.  at  379.   See  also  Cal.  Welf.  &  Insfns  Code  §  5325(c)    (West  Supp.   1971). 

78  344  F.  Supp.  at  381. 

79 Id.  at  380.  See  also  Cal.  Welf.  &  Inst'ns  Code  §  5325(a)    (West  Supp.  1971). 

80  344  F.  Supp.  at  381. 

81  Id. 

82  Id. 

83  Id.  at  382. 

«419  F.2d  617   (D.C.  Cir.  1969). 

&  Wyatt  v.  Stickney.  344  F.  Supp.  373.  379  (M.D.  Ala.  1972)  (Bryce  and  Searcy  Hos- 
pitals). The  "least  restrictive  alternative"  or  "less  drastic  means"  rationale  was  first  ap- 
plied in  the  mental  health  law  in  Lake  v.  Cameron,  364  F.2d  657  (D.C.  Cir.  1966).  an  opin- 
ion authorized  by  Judge  Bazelon.  which  held  that  commitment  itself  should  he  ordered  only 
if  no  suitable  but  less  drastic  alternatives  to  commitment  could  be  located.  For  a  discus- 
sion of  the  constitutional  doctrine  of  "less  drastic  means"  in  the  commitment  context, 
see  Psvchiatric  Justice  Project,  supra  note  1,  at  140-46.  See  also  Chambers.  Alternatives 
to  Civil  Commitment  of  the  Mentally  III:  Practical  Guides  and  Constitutional  Imperative*. 
70  Mich  L.  Rev.  1107  (1972).  In  'Covington  v.  Harris,  419  F.2d  617  (D.C.  Gir.  1969). 
Judge  Bazelon  simply  extended  the  doctrine  to  life  within  the  confines  of  the  hospital 
environment. 

88  Schaefer,  supra  note  44.  at  29. 

87  A  similar  problem  seems  to  he  present  in  the  token  economy  system  of  State  Hospital 
North.  Orofino,  Idaho,  as  described  in  Lloyd  &  Abel.  Performance  on  a  Token  Economy 
Psychiatric  Ward:  A  Tiro  Year  Summary,  8  Behav.  Res.  &  Therapy  1  (1970).  In  addition 
to  using  tokens  for  "standard"  reinforcers,  the  State  Hospital  North  program  has  a 
phase  system  which  requires  the  accumulation  of  tokens  for  phase  promotion.  Group  C. 
for  example,  is  a  closed  ward,  and  promotion  to  Group  B  which  has  ground  privileges 
requires  earning  2,000  tokens  in  a  three  week  period.  Further,  failure  to  earn  substantial 
tokens  while  in  Group  B  or  A  may  result  in  demotion  to  Group  C.  Id.  at  5.  To  the  extent 
that  certain  Group  C  patients  could  clinically  manage  ground  privileges — which,  given 
the  system,  seems  almost  beyond  doubt — this  program  and  many  others  devised  along 
similar   patterns   seem   to   offend   the  "less   drastic  means"   test  of   Covington   and   W/iatt. 

88  Token  Economv,  supra  note  16.  at  226.  Ayllon  and  Azrin  do  not  specify  the  per- 
centage of  patients  on  their  ward  clinically  capable  of  exercising  ground  privileges,  but 
Atthowe  and  Krasner.  in  their  report  on  a  token  economy  for  chronic  psychotics  at  the 
Palo  Alto  Veterans  Administartion  Hospital,  estimate  that  fully  40  percent  of  their  patients 
could,  without  difficulty,  leave  the  ward  unescorted.  Atthowe  &  Krasner,  Preliminary  Re 
port  on  the  Application  of  Contingent  Reinforcement  Procedures  (Token  Economy)  on  a 
"Chronic"  Psychiatric  Ward,  73  J.  of  Abnormal  Psychology  37.  38  (1968).  Any  scheme 
that  required  such  patients  to  purchase  ground  privileges  would  presumably  run  afoul 
of  Covinriton  and  Wuatt. 

8»  V  token  economv  program  in  New  York  which  involves  civilly  committed  narcotic 
addicts  presumably  hinges  release — or  at  least  eligibility  for  release  consideration  unon 
the  accumulation  'of  936  points.  Glicksman.  Ottomanelli  &  Cutler.  The  Earn  lour  Wan 
Credit  System:  I'se  of  a  Token  Economy  in  Narcotic  Rehabilitation.  6  Tnt  1  J.  of  the 
\ddictions   525-27    (1971).   To   the  extent   that   the  point  accumulation   system   does   not 
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Wyatt  is  obviously  a  decision  of  extraordinary  detail  and  specification,  per- 
haps because  of  comprehensive  stipulation  among  the  parties  and  amici.90 
Nonetheless,  the  case n  is  fully  consistent  with  the  trend  of  legal  thought.02 
Because  the  distinct  direction  of  legal  thinking  bears  so  heavily  on  traditional 
tactics  for  the  behavior  modification  of  chronically  psychotic  behavior,  it  is  im- 
portant to  examine  closely  certain  particulars  of  the  psycho-legal  conflict  and 
their  implications  and  to  point,  if  possible,  to  a  proper  path  for  future  legal 
and  therapeutic  development. 

Iir. — ANALYSIS   AND    IMPLICATIONS 

The  important  question  of  the  therapeutic  or  non-therapeutic  nature  of  insti- 
tutional labor  is  unfortunately  far  more  complex  than  would  be  indicated  by 
the  black  or  white  treatment  it  has  received  from  both  legal  and  psychological 
(piarters.  For  instance,  Ennis's  initially  attractive  and  easy-to-apply  rule  of 
thumb — that  types  of  patient  labor  performed  at  public  but  not  at  private  hos- 
pitals should  be  presumed  cost-saving  rather  than  therapeutic93 — simply  can- 
not withstand  close  scrutiny.  Ennis's  formula  is  undermined  by  the  clinical 
and   socio-economic  differences   between   private  and  public  hospital  patients. 


mesh  squarely  with  .statutory  or  clinical  criteria  for  release,  such  a  system  presents  se- 
rious questions  regarding  the  unwarranted  deprivation  of  liberty.  The  only  saving  grace 
for  the  described  program  seems  to  be  that  its  patients  are  released  after  an  average 
stay  of  4  months,  whereas  committed  addicts  not  on  the  earn-your-way  token  system 
are  confined  for  an  average  of  7.5  months.  Id.  at  528.  See  also  Atthowe,  Ward  113  Pro- 
gram :  Incentives  and  Costs — A  Manual  for  Patients  5,  10  (Veterans  Ad.,  Palo  Alto 
1964)  (before  patient  can  be  eligible  for  00-day  trial  visit,  must  be  in  Group  A  for  30 
days,  and  it  costs  120  tokens  to  enter  Group  A,  assuming  there  is  an  opening) 

90  Wyatt  v.  Stickney,  344  F.  Supp.  373,  375-76  (M.D.  Ala.  1972)  (Bryce  and  Searcy 
Hospitals). 

91  Another,  somewhat  less  precise,  legal  problem  facing  token  economies  may  exist  in 
the  confusion  between  activities  that  constitute  target  responses  and  those  that  consti- 
tute reinforcers.  More  specifically,  different  token  economies  may  classify  the  same  activity 
differently.  For  example,  chronic  patients  at  the  Palo  Alto  Veterans  Administration 
Hospital  earned  tokens  for  attending  group  activities,  recreational  events,  and  movies 
(which  were  viewed  as  target  behaviors),  whereas  Anna  State  Hospital  patients  had  to 
expend  tokens  to  attend  similar  activities  (which  were  viewed  as  reinforcers).  Compare 
Atthowe,  supra  note  89,  at  7,  with  Token  Economy,  supra  note  16,  at  226.  In  view  of  the 
emerging  constitutional  right  to  treatment  [see  Wyatt  v.  Stickney,  325  F.  Supp.  781  (M.D. 
Ala.  1971)],  it  seems  problematic  at  best  to  charge  for  psychotherapy  sessions,  as  at 
Anna  State  Hospital  and  Richmond  State  Hospital,  particularly  when  so  few  patients 
seem  willing  to  expend  tokens  to  attend  such  sessions.  E.g.,  Token  Economy  06-67,  226. 
234  ;  Xarrol,  supra  note  51,  at  108-09.  Indeed,  even  the  previously  mentioned  activities- 
such  as  recreational  events  and  movies — may  have  significant  therapeutic  value  (and 
may  fall  within  the  scope  of  the  right  to  treatment)  in  reducing  boredom,  increasing  inter- 
action and,  in  the  case  of  movies,  in  providing  a  vicarious  experience  for  learning  or 
modeling  appropriate  social  behavior.  See  Bandura.  supra  note  4,  at  179-S2. 

It  can  be  easily  contended,  therefore,  that  therapy  sessions,  recreational  events, 
movies,  writing  materials  (to  increase  contact  with  the  world  outside)  and  other  items 
and  events  ought  to  be  provided,  as  part  and  parcel  of  the  right  to  treatment,  on  an 
absolute,  noncontingent  basis.  Cf.  Covington  v.  Harris,  419  F.2d  617.  625-26  (D.C.  Cir. 
1969).  Interestingly,  however,  even  the  noncontingent  ready  availability  of  such  thera- 
peutic items  and  events  may  be  insufficient  to  arouse  interest  in  them  on  the  part  of  a 
highly  apathetic  patient  population.  A  possible  solution  is  to  convert  important  therapeutic 
activities  into  token-earning  target  responses,  as  Atthowe  did  in  Palo  Alto.  In  psychological 
terms,  such  a  course  of  action  requires  "considering  the  selection  of  a  reinforcer  as  a 
response  to  be  strengthened."  Ayllon  &  Azrin,  Reinforcer  Sampling:  A  Technique  for 
Increasing  the  Behavior  of  Mental  Patients,  v.  J.  ol  Applied  Behavior  Analysis  13.  14 
(1968).    In   legal   terms,   we  seem   to   have  developed  a   new  category  "reinforced   rights." 

Those  with  Hohfeldian  hangups  might  wish  to  construct  a  spectrum  of  patient  rights 
and  correlative  hospital  obligations — along  the  line  of  privileges  (dispensed  or  withheld 
by  hospital  discretion),  contingent  rights  (legitimate  primary  reinforcers  mandatorily 
available  by  token  purchase),  rights  (available  absolutely  and  noncontingently ) .  and 
reinforced  rights  (target  responses  which  can  be  engaged  in  as  a  matter  of  right  and 
which  will  be  reinforced  bv  tokens)  ! 

92  E.g.,  Ennis,  Civil  Liberties  and  Mental  Illness,  7  Trim.  L.  Bull.  101  (1971).  See  Cal. 
Welf.  &  Inst'n.  :  Code  §  5325  (West  Supp.  1971).  See  also  Psychiatric  Justice  Project. 
supra  note  1.  at  225-26  (draft  legislation  prepared  by  Center  for  Study  of  Responsive 
Law).  The  legislative  developments  occasionally  cover  ground  not  touched  by  Wyatt. 
The  California  statute,  for  example,  gives  patients  the  right  "to  have  ready  access  to 
letter  writing  materials,  including  stamps  .  .  .".  Cal.  Welf.  &  Inst'ns.  Code  §  5325(e),  and 
the  statutory  proposal  of  the  Center  for  Study  of  Responsive  Law  states,  explicitv.  that 
natients  are  "to  be  given  adequate  writing  paper,  pencils,  envelopes  and  stamps."  See 
Psychiatric  Justice  Project  225.  Indeed,  the  failure  of  these  detailed  statutes  to  cover  some 
of  the  more  basic  rights — such  as  food  and  beds — must  be  attributed  to  an  assumption 
on  behalf  of  the  draftsmen  that  such  rights  were  beyond  dispute  or  beyond  denial  in 
practice. 

93  Ennis,    Civil  Liberties   and  Mental  Illness,   7  Crim.    L.   Bull.    101,   123    (1971). 
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Private  hospital  patients  are  typically  skilled,  of  adequate  means,  and  in  the 
hospital  for  a  short  stay.  Chronic  psychotics  at  state  institutions  are  almost 
invariably  persons  who  have  been  hospitalized  and  unemployed  fur  long  pe- 
riods of  time;  they  are  overwhelmingly  poor,  unskilled,  of  advanced  age,  and 
likely  to  suffer  considerable  somatization  upon  release  from  the  hospital." 

Given  this  characterization  of  chronic  mental  patients,  combined  of  course 
with  apathy,  dependency,  and  institutionalization,  ambitious  employment  op- 
portunities for  released  chronics  are  virtually  out  of  the  question.1'0  Indeed, 
when  viewed  from  that  perspective,  together  with  the  fact  th;it  work  of  almost 
any  kind  is  probably  superior  to  idleness  in  offsetting  apathy,  a  wide  range  of 
institutional  work  activities  have  both  therapeutic  value  and  realistically  ap- 
proximate future  employment  goals.  For  example,  Ayllon  and  Azrin  noted 
about  their  patients  at  Anna  State  Hospital : 

"Almost  all  of  the  patients  in  the  programmed  environment  were  from  rural 
or  lower-class  communities.  They  were  all  females.  Most  were  housewives  prior 
to  admission  and  presumably  would  continue  to  be  so  after  discharge.  Their 
advanced  age  and  their  limited  formal  education  indicated  t:  at  if  they  were  to 
be  employed,  they  could  hold  only  non-skilled  positions.  The  target  behaviors 
for  these  individuals  seemed,  therefore,  to  be  the  various  performances  in- 
volved in  housekeeping  and  in  unskilled  employment.96 

Further  evidence  that  the  motivation  behind  establishing  such  target  behav- 
iors is  indeed  therapeutic  rather  than  simply  cost-saving  can  be  gleaned  from 
several  facts  and  from  examples  where  cost-saving  was  not  in  issue.  One  Vet- 
erans Administration  program  for  discharged  chronics,  for  instance,  provides 
patients  with  token-earning  formal  classes  in  shopping,  washing,  ironing  and 
mending  clothing,  and  related  tasks.97  Moreover,  in  one  of  the  few  reported  in- 
stances where  released  chronics  managed  to  adjust  successfully  to  a  form  of 
community  life  and  to  remain  employed — George  Fairweather's  project  where 
released  patients  lived  and  worked  together  in  a  semiautonomous  community 
lodge98 — the  nature  of  the  employment  was  perfectly  consistent  with  training 
provided  by  standard  institutional  tasks. 

When  the  group  of  patients  in  Fairweather's  project  was  about  to  leave  the 
hospital  for  the  community,  for  example,  it  originally  planned  on  opening  a 
restaurant,  the  bulk  of  positions  to  consist  of  "cook,  assistant  cook,  dish- 
washer, busboys,  waiters  and  cashier."  99  Eventually,  however,  the  men  settled 
on  janitorial  work  and  gardening  as  their  source  of  income,  but  even  those 
jobs  were  performed  inadequately  10°  until  the  men  received  specific  training  for 
the  work.101  And  in  a  successful  project  conducted  by  one  of  Fairweather's  asso- 
ciates and  patterned  after  that  model,  but  involving  both  sexes  of  chronic  pa- 
tients, community  employment  followed  a  strikingly  similar  course :  "Men 
worked  at  golf  courses  and  other  such  places  in  teams  doing  gardening,  land- 
scaping, and  groundskeeping  work.  The  women  worked  in  groups  at  several 
nursing  homes,  as  well  as  in  motels  and  restaurants  in  the  local  area." 102 


ME.g.,  Token  Economy,  supra  note  16,  at  54;  Bandura,  supra  note  4,  at  27S.  See  also 
Lloyd  &  Abel,  Performance  on  a  Token  Economy  Psychiatric  Ward:  A  Tico  Year  Summary, 
8  Behav.  Res.  &  Therapy  1,  8  (1970)  ;  Spieg'ler,  The  Use  of  a  School  Model  and  Con- 
tingency Management  in  a  Day  Treatment  Program  for  Psychiatric  Outnatients  6  (paper 
presented  at  Rocky  Mountain  Psychological  Association  Convention,  Denver,  Colorado, 
May  1071). 

95  E.g.,  G.  Fairweather,  D.  Sanders,  H.  Maynard.  D.  Cressler,  &  D.  Bleck,  Community 
Life  for  the  Mentallv  111:  An  Alternative  to  Institutional  Care  207  (1969)  [hereinafter 
cited  as  Community  Life].  Indeed,  the  relapse  rate  for  released  chronics  is  so  high  and 
employment  prospects  are  so  dim  tbat  some  commentators  have  questioned  hospital  release 
as  an'  appropriate  therapeutic  goal.  See  Lloyd  &  Abel,  supra  note  94,  at  8. 

98  Token  Economy,  supra  note  16,  at  54. 

97  Sniegler.  supra  note  94    at  4. 

98  Community  Life.  Cf.  B.  Pasamanick,  F.  Scarpitti,  &  Dinitz.  Schizophrenics  in  the 
Community:   An   Experimental   Study  in  the  Prevention  of  Hospitalization.  (1967). 

99  Community  Life  46. 

100  Id.  at  5. 

™  Id.  at  50-51.  54. 

102  Id.  at  332.  That  cost-saving  and  therapeutic  labor  are  not  necessarily  mutually  ex- 
clusive concepts  was  recognized  in  Jobson  v.  Henne,  355.  F.2d  129  (2d  Clr.  1966).  Note 
that  the  therapeutic  or  non-therapeutic  nature  of  particular  institutional  work  assign- 
ments may  well  vary  among  clinical  groups.  Just  as  these  tasks  may  be  therapeutic 
from  f'e  perspective  of  public  hospital  chronic  ratien+s  h-t  not  for  private  hospital 
patients  see  text  accompanying  note  97  supra,  so  too  the  work  may  be  therapeutic  for 
chronic  'state  hospital  patients  but  not  necessarily  for  prisoners  or.  particularly,  for  juve- 
nile delinquents — who  seemingly  need  academic  proficiency  to  achieve  vocational  success 
in  their  long  lives  ahead  far  more  than  they  need  training  in  janitorial  work.  Cf.  Bandura. 
supra  note  4,  at  278.  In  fact,  the  entire  legal  analysis  of  token  economies  should  probably 
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From  these  examples,  it  should  be  apparent  that  many  forms  of  institutional 
labor,  even  though  concededly  cost-saving,  prevent  apathy  and  prepare  patients 
for  life,  however  marginal,103  on  the  outside.  If  the  performance  of  therapeutic 
institutional  labor  by  patients  is  to  be  encouraged,  however,  certain  safeguards 
should  perhaps  be  required  to  insure  that  no  patient  becomes  indispensable  to 
his  supervisor,  a  possibility  which  might  result  in  the  patient's  continuation  on 
the  job  becoming  more  important  to  the  staff  than  his  welfare,  his  treatment, 
or  even  his  discharge.  Administrative  precautions  taken  in  the  Anna  State 
Hospital  program  may  prove  instructive  as  legal  guidelines  :  Ayllon  and  Azrin 
insisted  upon  periodic  job  rotation  104  and,  moreover,  established  a  firm  rule  that 
"no  patient  was  ever  allowed  to  obtain  a  position  for  which  she  alone  was 
qualified. " 10S  Instead,  "a  position  was  established  only  when  several  patients 
were  known  to  be  capable  of  tilling  that  position."  106 

If,  given  certain  safeguards,  voluntary  1UT  institutional  labor  by  chronic  pa- 
tients is  to  be  encouraged,  what  of  Wyatt's  minimum  wage  mandate?  Such  a 
mandate,  besides  vitiating  any  cost-saving  benefits  of  patient  performance, 
might  cause  serious  complications.  First,  it  will  inevitably  divert  scarce  legisla- 
tive appropriations  away  from  other  hospital  and  therapeutic  uses.  Second,  a 
minimum  wage  requirement  may  encourage  the  hospital — and  indeed  the  en- 
couragement may  be  compounded  by  union  and  community  pressure — to  fill  its 
institutional  positions  with  permanent  outsiders  instead  of  with  patients,  per- 
haps leaving  the  patients  to  pursue  less  therapeutic  activities.108  In  other  words, 
a  minimum  wage  requirement  may  possibly  result  in  greater  expenditures  for 
less  effective  therapy. 

Thus,  although  compensating  all  institutional  tasks  with  the  minimum  wage 
appears  to  be  an  attractive  goal,  it  is  clear  that  several  major  problems  might 
be  created  by  that  requirement.109  It  is  clear,  too,  that  various  safeguards  short 
of  the  minimum  wage  can  be  invoked  to  prevent  patient  peonage,  and  that  vol- 
untary patient  labor  can  probably  be  encouraged  either  by  monetary  rewards 
somewhat  below  the  minimum  wage  or  by  whatever  other  reinforcers  satisfy 
the  Wyatt  test. 

But  in  many  respects  the  work  and  wage  question  is  secondary  to  the  ques- 
tion of  legally  acceptable  and  psychologically  effective  reinforcers.  If  adequate 
appropriations  were  available,  if  community  residents  did  not  threaten  to  dis- 
place patients  in  the  institutional  labor  force,  and  if  certain  other  kinks  could 


vary  with  different  clinical  populations.  For  instance,  the  law  would  probably  view  the 
privacy  claim  that  a  room-divider  screen  ought  to  be  provided  as  an  absolute  right  (rather 
than  merely  be  available  as  a  contingent  reinforcer)  far  differently  in  the  context  of 
dormitory-style  living  for  the  adult  mentally  ill  than  in  the  context  of  a  juvenile  institu- 
tion. Bui  see  Wyatt  v.  Stickney,  344  F.  Supp.  387,  404  (M.D.  Ala.  1972)  (Partlow  Hos- 
pital) (screens  or  curtains  mandated  in  an  institution  for  mentally  retarded  children 
and  adults).  Further,  resort  to  certain  reinforcers  may  be  arguably  necessary  to  encourage 
appropriate  behavior  among  one  clinical  group,  but  be  unnecessary  to  induce  the  target 
behavior  among  a  different  clinical  category.  Consider,  in  that  connection,  the  Richmond 
State  Hospital  scheme  of  treating  nonpsychotic  alcoholics  in  a  manner  very  similar  to  the 
wav  other  token  economy  programs  treat  chronic  psychotics. 

103  Cf.  Community  Life,  supra  note  95,  at  337.  In  view  of  the  traditionally  astounding 
speedy  relapse  rates  for  the  great  majority  of  discharged  chronic  patients,  Bandura,  supra 
note  4,  at  269,  marginality  in  the  outside  community  seems,  at  least  for  the  near  future, 
to  be  an  acceptable  goal.    ■ 

10i  Token  Economy,  supra  note  16,  at  202. 

105  Id.  at  201. 

106  Id. 

107  Truly  voluntary  work  would  assume,  of  course,  that  no  basic  rights — food,  beds, 
ground  privileges,  privacy — were  made  contingent  upon  performance. 

108  Activities  are  less  therapeutic  if  the  skills  they  train  are  not  marketable  in  the  out- 
side community.  There  is  no  point  in  using  the  hospital  setting  to  build  up  socially 
adaptive  behaviors  if  one  can  expect  that  the  environment  the  patient  is  placed  in  after 
released  does  not  also  reward  those  behaviors.  See  generally,  Token  Economy,  supra  note 
16.  at  49-54. 

109  Another  possible  difficulty  with  mandating  a  minimum  wage  Is  that  it  imposes  an 
external  force  on  the  token  economy  and  may  upset  the  system's  delicate  economic  balance, 
its  incentive  system,  etc.  Winkler,  who  has  studied  the  economics  of  token  economies,  has 
concluded  that  token  systems  constitute  subtle  and  intricate  economic  models  which 
parallel  remarkably  the  economic  system  of  the  outside  world.  Winkler,  The  Relevance  of 
Economics  Theory  and  Technology  to  Token  Reinforcement  Systems,  9  Behav.  Res.  & 
Therapy  81  (1971).  In  the  Ayllon  and  Azrin  token  economy,  for  example,  the  token  values 
of  the  various  positions  were  set  by  concepts  of  supply  and  demand.  Token  Economy  204. 
A  minimum  wage  reinforcer  for  all  hospital  positions,  even  if  appended  to  a  token  system 
with  different  numbers  of  tokens  available  for  different  assignments,  would  surely  have  a 
profound  influence  on  the  ore-existing  incentive  system.  See  also  Kagel  &  Winkler.  Behav- 
ioral Economics:  Areas  of  Cooperative  Research  Between  Economics  and  Applied  Behavioral 
Analysis,  5  J.  of  Applied  Behavior  Analysis  335  (1972). 
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be  ironed  out,110  few  objections  would  be  raised  to  specifying  the  minimum 
wage  as  a  legally  required  reinforcer  for  patient-performed  hospital  work 
assignments.  Indeed,  if  monetary  rewards,  whether  of  minimum  wage  propor- 
tions or  not,  were  sufficient  to  induce  patient  work  performance,  that  would  be 
a  small  price  to  pay  to  strengthen  target  behaviors. 

The  major  problem  faced  by  the  token  economy  is  the  current  trend  towards 
expansion  of  the  category  of  protected  inmate  interests.  The  law,  relying  on 
concepts  such  as  freedom  and  dignity,  would  require,  for  example,  that  all 
patients  be  accorded  minimal  levels  of  privacy  and  comfort.  To  the  behavioral 
psychologist,  who  operates  from  the  premise  of  determinism,  philosophical 
notions  of  "freedom"  and  "dignity"  are  irrelevant.111  Rather,  the  psychologist 
views  privacy  or  comfort  as  no  more  than  useful  tools  which  he  can  manipu- 
late to  make  a  psychotic's  behavior  more  appropriate  and  socially  adaptive — a 
goal  which  presumably  all  agree  is  in  the  best  interest  of  both  the  patient  and 
the  society.  In  the  psychologist's  view  it  would  surely  be  an  ironic  tragedy  if, 
in  the  name  of  an  illusory  ideal  such  as  freedom,  the  law  were  to  deny  the 
therapist  the  only  effective  tools  he  has  to  restore  the  chronic  psychotic  to  his 
health — and  his  place  in  the  community. 

Wyatt  thus  poses  a  painful  dilemma.  The  behavior  modifier  suggests  that 
chronic  psychotics  respond  initially  to  only  the  most  primitive  reinforcers,  and, 
therefore,  only  their  contingent  availability  can  motivate  development  of 
socially  adaptive  behavior.112  It  follows,  the  behaviorists  claim,  that  if  the  basics 
are  made  freely  available  as  rights  rather  than  as  reinforcers,  chronic  psychotics 
may  be  destined  to  spend  their  lives  functioning  poorly  in  an  institutional 
setting,  whereas  if  those  basic  rights  are  converted  into  contingent  reinforcers, 
there  may  be  a  real  prospect  of  clinical  improvement  and  discharge.113 

If  the  empirical  evidence  supported  the  claim  that  token  economics  relying  on 
primitive  reinforcers  worked  very  well  with  chronic  patients — that,  for  ex- 
ample, virtually  all  patients  improved  dramatically  and  were  able  to  earn  the 
reinforcers  required  for  a  decent  existence  or  if  the  evidence  demonstrated 
that  no  less  drastic  means  could  accomplish  similar  results — a  re-evaluation  of 
the  emerging  law  might  very  well  be  in  order.  But  a  review  of  the  pertinent 
literature  suggests  the  behavior  modification  proponents  may  have  difficulty 
sustaining  a  burden  of  proof  with  respect  to  those  matters. 

First  of  all,  while  most  token  economy  outcome  studies  report  favorable  re- 
sults,114 the  successes  are  far  from  overwhelming.  Even  in  a  project  as  dra- 
matic as  the  Anna  State  Hospital  study,  eight  of  the  44  subject  patients  were 
basically  unresponsive  to  the  program,115  and  success  for  the  remaining  patients 
was  measured  solely  by  their  work  output.110  When  judged  by  release  data 
rather  than  by  measures  of  work  output,  decreased  apathy,117  or  improved  clin- 


110  Such  as  the  impact  of  a  minimum  wage  requirement  on  the  economic  incentive  system 
of  the  hospital.  See  discussion  in  note  109  supra. 

U1  See  B.  F.  Skinner,  Beyond  Freedom  and  Dignity  (1971). 

U2  E.g.,  Bandura  BBG  ;  Token  Economy  269. 

u3At  first  blush,  the  behaviorist  position  seems  to  clash  with  the  data  provided  by  J. 
K.  Wing,  who  found  that  the  clinical  states  of  schizophrenic  patients  at  three  different 
hospitals  correlated  closely — and  positively — with  the  respective  hospital  policies  on 
patient  rights  and  liberty.  Wing,  Evaluating  Community  Care  for  Schisophrenic  Patients  in 
the  United  Kingdom,  in  Community  Psychiatry  138,  147-57  (Anchor  ed.,  L.  Roberts.  S. 
Halleck  &  M.  Loeb,  eds.  1969).  Wing's  analysis  may  possibly  be  reconciled  with  the 
behaviorist  contention.  First,  it  is  not  entirely  clear  from  Wing's  study  that  patients 
were  assigned  to  the  three  hospitals  on  a  random  basis,  and  if  they  were  not,  a  causal 
connection  between  patient  rights  and  clinical  states  could  not  conclusively  be  inferred. 
And  even  if  it  could,  the  connection  could  well  be  limited  to  instances  where  contingency 
management  systems  are  absent.  In  other  words,  it  may  be  that  it  is  far  more  therapeutic 
to  provide  patients  with  certain  privileges  absolutely  than  it  is  to  deny  them  those  privi- 
leges absolutely,  but  that  it  is  better  still  to  provide  the  privileges  on  a  contingent  basis. 

114  See.  e.g..  Gripp  &  Magaro.  .4  Token  Economy  Program  Evaluation  With  Untreated 
Control  Ward  Comparisons,  9  Behav.  Res.  &  Therapy  137  (1971)  (summarizing  results 
achieved  bv  other  researchers). 

116  Token  Economy  supra  note  16,  at  269.  See  also  Lloyd  &  Abel.  Performance  on  a 
Token  Economy  Psychiatric  Ward:  A  Two  Year  Summary.  8  Behav.  Res.  &  Therapy  1. 
7  (1970)  (at  least  10  of  52  patients  remained  predominantly  in  the  lowest  group,  which 
was  n  closed  ward,  throughout  the  course  of  the  study). 

116  Even  the  drastic  deprivations  at  Patton  State  did  not  produce  spectacular  results. 
Schaefer,  supra  note  44,  at  32.  Schaefer  did,  however,  claim  some  spectacular  results  in 
an  individualized  positive  reinforcement  rrogram,  where  a  behavior  modification  plan  is 
tailored  to  e^ch  patient's  narticular  problems.  Id.  at  33-36.  Individualization  will  be 
discussed  further  in  text  infra. 

117  Schaefer  &  Martin,  Behavioral  Therapy  for  "Apathy"  of  Hospitalized  Schizophrenics, 
19  Psychological  Reports  1147  (1966). 
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ical  state,118  results  of  token  economy  systems  with  chronic  psychotics  have  not 
been  encouraging.  Even  in  the  Atthowe  and  Krasner  project  at  the  Palo  Alto 
Veterans  Administration  Hospital,  which  reported  a  doubling  of  the  discharge 
rate,  11  of  the  24  released  patients  returned  to  the  hospital  within  9 
months,119  a  more  rapid  relapse  than  is  normally  found  in  studies  of  chronic 
patients.120 

We  must  also  consider  whether  the  results  achieved  by  token  economies- 
whatever  they  may  be — could  be  matched  or  surpassed  by  less  drastic  means.121 
Information  is  wanting,  perhaps  in  part  because  behavior  modifiers  have  not 
employed  reinforcers  other  than  the  basics  in  standard  use.  It  may  be,  for  ex- 
ample, that  creative  observation  of  patient  behavior  preferences  would  reveal 
frequent  behavior  patterns,  other  than  basic  behaviors,  which  could  be  utilized 
as  reinforcers.  Also,  although  it  is  an  impure  technique  according  to  orthodox 
behaviorism,  another  practical  approach  is  simply  to  ask  the  patients  what 
they  would  like  to  possess  or  to  do.1-2 

By  exploring  creatively  for  reinforcers,  it  is  likely  that  therapists  could  con- 
struct a  list  of  idiosyncratic  objects  and  activities — mail  order  catalogue 
items,12"  soft-boiled  rather  than  standard  hard-boiled  eggs,124  and  feeding 
kittens  ^  are  actual  clinical  examples — that  could  be  made  available  contin- 
gently in  order  to  strengthen  appropriate  target  responses.  Moreover,  to  the  ex- 
tent that  effective  reinforcers  are  in  fact  idiosyncratic,  it  follows  almost  by  defi- 
nition that  their  contingent  availability  could  not  conflict  with  the  legally 
emerging  absolute  general  rights  of  patients. 

A  system  of  positive  behavior  modification  based  heavily  on  idiosyncratic 
reinforcers  might  be  clinically  as  well  as  legaby  superior.  Psychologists  em- 
ploying such  systems  m  have  been  able  to  devise  individual  treatment  plans  as- 
suring each  patient  independent  diagnostic  and  therapeutic  attention.127 

But  individualized  treatment  plans,  required  by  Wyatt 12S  and  perhaps  part 
of  the  emerging  right  to  treatment,129  are  not  incompatible  with  the  operation 
of  ward-wide  or  hospital-wide  general  treatment  systems  designed  to  overcome 
general  patient  problems  such  as  indecisiveness,  dependency,  or  apathy.  In 
fact,  the  most  fruitful  combination  might  be  to  combine  individualized  treat- 


u8  Gripp  &  Magaro,  supra  note  114. 

u9  Attowe  &  Krasner,  Preliminary  Report  on  the  Application  of  Contingent  Reinforce- 
ment Procedures  (Token  Economy)  on  a  "Chronic"  Psychiatric  Ward,  73  J.  Abnormal 
Psych.   37,  40    (196S).  .  ,       rrn 

120  "Results  based  on  follow-up  studies  disclose  that  approximately  70  percent  of 
chronic  patients  who  are  discharged  from  mental  hospitals  return  within  18  months  re- 
gardless of  the  type  of  treatment  received  during  the  period  of  hospitalization."  Bandura, 
supra  note  4,  at  269. 

121  In  fact,  token  economy  programs  differ  considerably  among  themselves  with  regard 
to  the  nature  of  deprivations  and  contingent  reinforcers  resorted  to.  For  instance,  food 
and  beds  were  subject  to  purchase  at  Patton  State  Hospital  but  were  noncontingently 
available  at  Anna  State  Hospital.  Further,  patients  in  certain  programs  are  able  to  earn 
tokens  for  engaging  in  activities  which  would  cost  tokens  in  other  programs.  See  discus- 
sion in  note  93,  supra.  Unfortunately,  however,  because  a  reports  of  token  economy  pro- 
grams are  often  inadequate  in  their  description  of  reinforcers,  and  because  they  often 
measure  success  according  to  different  criteria,  inferences  of  comparative  efficacy  are  dif- 
ficult to  draw,  leaving  our  knowledge  rather  incomplete  with  respect  to  the  therapeutic 
necessity  of  resorting  to  the  more  drastic  reinforcers. 

122  This  technique  is  "impure"  because,  unlike  the  Premack  principle,  it  relies  on  verbal 
expressions  of  intention  to  ascertain  preferred  behavior,  and  the  match  is  not  always  a 
perfect  one.  Ayllon  and  Azrin  resorted  to  the  technique  to  a  limited  extent.  Token 
Economy  67-72.  To  help  insure  that  a  patient  will  refrain  from  requesting  items  that 
he  does  not  in  fact  deeply  desire,  a  down  payment  of  a  specified  number  of  tokens  can 
be  required  at  the  time  of  the  request.  Id.  at  71-72. 

123  Token  Economy,  supra  note  16,  at  69. 

124  Id.  at  68. 

123  A  tthowe  &  Krasner   supra  note  119,  at  38. 

i;«B5  Schaefer,  supra  note  44,  at  33-36  (Patton  State  Hospital  individualized  be- 
havior modification  program  far  more  spectacular  than  its  general  token  economy  pro- 
gram) ;  Spiegler.  supra  note  94.  . 

127  In  the  Patton  State  Hospital  program,  individual  problem  areas  included  eating 
problems  grooming  habits,  and  hallucinatory  behavior.  Schaefer,  supra  note  44,  at  33-36. 
Note  tint  under  an  individualized  program,  it  would  not  be  unusual  to  have  "some  people 
paying  while  others  are  paid  to  play  table  games.  .  .  ."  Spiegler,  supra  note  94  at  8. 
Such  an  individualized  approach  may  solve  the  legal  problem  posed  by  the  fact  that  some 
token  economies  treat  as  reinforcers  activities  which  others  treat  as  target  responses. 
See  discussion  of  the  problem  in  note  91  supra,  Cf.  Token  Economy  10-11  (visitors, 
ground   privileges,    recreational   nctivities   not  desired  by   certain   chronic   patients). 

i2s  wyatt  v.  Stickney,  344  F.  Supp.  373,  384   (M.D.  Ala.  1972)    (Bryce  and  Searcy  Hos- 

129  r'n  Birnbanm.  The  Riaht  to  Treatment,  46  A.B.A.J.  499  (1960)  :  Rouse  v.  Cameron 
373  F.2d.  451  (D.C.  Cir.  1966). 
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ment  programs  with  an  efficient,  easy-to-adniinister  general  therapeutic 
system.1""  If,  however,  the  criteria  for  a  successful  system  is  efficacy  with  the 
least  drastic  deprivations  possible,  it  appears  that  token  economies  for  chronic 
psychotics  may  well  linibh  no  better  than  second  best.lul 

Specifically,  although  it  may  not  be  determinative,  the  work  of  George  Fair- 
weather  is  highly  relevant  here.""  Though  he  speaks  the  language  of  social 
psychology  and  of  small  group  theory  rather  than  the  language  of  behaviorism 
and  learning  theory,  Fairweather  relies  in  part  on  principles  of  behavior  modi- 
fication, and  his  work  is  discussed  prominently  in  texts  on  that  subject.  133  But 
his  study  was  bottomed  on  the  belief  that  chronics,  to  survive  outside,  must 
acquire  problem-solving  and  decision-making  skills,  and  on  the  knowledge  that 
small  cohesive  groups  can  effectively  control  the  behavior  of  their  members.13* 
Patients  were  divided  into  small  task  groups  with  monetary  and  pass  privi- 
leges awarded  according  to  the  level  of  responsibility  each  individual  attained. 
The  money  privileges  for  the  most  part  came  from  personal  funds  of  the  pa- 
tients who  participated  in  the  programs.  The  amounts  of  money  and  number  of 
passes  were  set  up  in  advance  for  each  of  four  progressive  levels  of  achieve- 
ment. The  task  group  as  a  unit  became  responsible  for  the  progress  of  its 
individual  members  through  the  four  designated  steps.  Step  one  involved  per- 
sonal care,  punctuality  on  assignments,  and  cooperation  in  the  orientation  of 
new  members.  Step  two  required,  in  addition,  acceptable  work  on  the  job  as- 
signment. Requirements  in  step  three  were  individualized,  with  patients  re- 
sponsible for  recommending  the  level  of  their  own  rewards.  In  step  four  the 
patient  had  responsibility  for  his  departure  plans,  and  had  unlimited  rights  to 
withdrawal  of  money  and  passes.  In  step  one  the  patient  received  ten  dollars 
and  a  one  day  pass  each  week;  in  step  two  he  received  fifteen  dollars  per  week 
and  an  overnight  pass  every  other  week.135 

The  task  group  was  responsible  for  dealing  with  patient  problems  and  for 
recommending  to  the  staff  the  level  of  pass  and  monetary  privileges  deserved 
by  each  patient  member.  Patient  task  group  recommendations  were  considered 
weekly  by  a  staff  committee.136  To  establish  cohesive  and  well-functioning  groups, 
Fairweather  would  at  times  advance  or  demote  the  group  as  a  unit.137 

Fairweather  found  that  over  time  pride  in  group  achitvement  appeared  to 
become  a  more  important  motivator  than  money  or  passes.138  Leaders  emerged 
in  the  chronic  psychotic  groups  as  well  as  in  other  clinical  categories,139  and 


130  See  Davison,  Appraisal  of  Behavior  Modification  Techniques  With  Adults  in  Institu- 
tional Settings,  in  Behavior  Therapy:  Appraisals  and  Status  257  (C.  Frnaks  ed.,  1969)  ; 
Atthowe  &  Krasner,  supra  note  119,  at  41. 

131  The  empirical  evidence  is  convincing.  See  Community  Life,  supra  note  95  :  Social 
Psychology  in  Treating  Mental  Illness:  An  Experimental  Approach  (G.  Fairweather  ed. 
1964)    [hereinafter  cited  as  Social  Psychology]. 

132  See  references  in  note  131  supra. 

133  E.g.,  Bandura,  supra  note  4,  at  269-71,  275-78. 

134  In  this  connection,  Bandura  cites  an  interesting  unpublished  report  where  the  re- 
searchers "studied  the  amount  of  disruptive  classroom  behavior  displayed  by  a  child  in 
the  absence  of  any  special  reinforcement  and  during  subsequent  periods  when  either  she 
alone  earned  five  points,  or  she  and  her  immediate  peers  each  earned  one  point  for  her 
commendable  behavior.  It  is  interesting  to  note  that  the  child's  activities  were  more 
effectively  controlled  under  the  peer  contingency  even  though  it  produced  only  one-fifth 
of  the  amount  of  reinforcement  provided  on  the  individual  basis.  Apparently,  through 
the  group  reward,  change  agents  were  able  to  enlist  the  peers'  aid  in  modifying  the  be- 
havior of  their  companion."  Bandura  281. 

135  Social  Psychology  30.  Fairweather's  project  was  conducted  at  a  Veterans  Adminis- 
tration Hospital,  and  the  patients  were  presumably  drawing  psychiatric  disability  bene- 
fits, which  is  where  the  monetary  rewards  utilized  in  the  experiment  came  from.  Note, 
however,  that  even  if  this  money  were  provided  by  the  hospital,  rather  than  from  the 
patients'  own  sources,  the  total  expenditure  would  porbably  be  far  less  than  if  the  pa- 
tient labor  were  mandatorily  compensated  by  the  minimum  wage.  For  comments  on  the 
possible  disincentives  to  recovery  provided  by  disability  compensation —surely  a  fruitful 
topic  for  psvcho-legal  investigation — see  Spiegler,  supra  note  94,  at  6;  Davision,  supra 
note  130,  at  257.  -  ,       • 

130  Social  Psychology,  supra  note  31,  at  40-41.  The  staff  committee  could  of  course 
amend  or  reject  the  suggestions.  Id. 

137  Id.  at  173. 

13S  Id.  at  1?9. 

139  f d.  at  181,  283.  The  pitients  in  Fairweather's  study  constituted  a  heterogeneous 
population  and  varied  considerably  in  degree  of  chronicity,  but  the  various  task  groups 
surely  had  their  share  of  chronic  psychotics.  Id.  at  33.  And  Fairweather's  follow-up 
community  adjustment  project  involved  almost  exclusively  chronic  patients.  Community 
Life,  supra  note  95,  at  32,  238.  Tt  seems,  then,  that  a  comment  made  by  Davison  that 
Fairweather's  study  did  not  involve  chronic  psychotics,  is  simply  erroneous.  Davison, 
supra  note  130  at '257.  As  an  aside,  it  should  be  noted  that  Fairweather's  study  of  het- 
erogeneous groups  yielded  fascinating  findings  regarding  the  ideal  clinical  mixture  re- 
quired in  small  groups  to  produce  first-rate  decision-making.  Social  Psychology,  supra 
note  131,  at  193,  209. 
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the  program  was  a  therapeutic  success :  As  compared  with  a  control  group  sub- 
jected to  traditional  hospital  therapy  (not  a  token  economy ),  the  small  group 
patients  showed  significantly  less  pathological  behavior,""  greater  social  inter- 
action,"1 and  greater  participation  during  meetings."-'  Moreover,  the  small 
group  program  substantially  reduced  hospitalization.143  When  coin  ined  with  an 
after-care  program  involving  a  voluntary  living  arrangement  in  a  semiauton- 
omous  (and  eventually  autonomous)  community  lodge,  the  Fairweather  system 
achieved  the  long-awaited  goal  of  adequate  employment  and  community  adjust- 
ment for  discharged  chronic  psychotics.144  Fairweather  thus  produced  impres- 
sive results  with  chronic  psychotics  in  an  environment  clearly  "less  drastic"  in 
deprivation  than  any  of  the  traditional  token  economies.  Obviously,  Fairweath- 
er's  patients  were  provided  with  food  and  beds.  Fuither,  the  ward  was  open 
and  patients  had  complete  access  to  the  hospital  grounds."5  The  ward  was 
equipped  with  a  television  set,  table  games,  magazines  and  the  like,148  and 
freely  available  activities  included  library  reading,  movies,  dances  and 
bowling."7 

Most  of  these  privileges  were  available  only  by  purchase  in  the  token  econ- 
omy programs.  Yet  a  patient  at  the  bottom  of  Fairweather's  hierarchy  was 
provided,  without  a  work  assignment,  not  only  with  these  privileges,  but  also 
with  ten  dollars  and  a  one  day  pass  each  week.  Indeed,  life  at  the  lowest  level 
of  Fairweather's  ladder  compares  favorably  with  the  conditions  at  advanced 
levels  in  some  token  systems.14"* 

Fairweather's  approach,  then,  seems  preferable  to  token  economies  on  serv- 
eral  counts.  First  and  foremost,  his  small  group  system  has  yielded  impressive 
results  which  are  unmatched  by  token  systems.  Second,  while  token  systems 
deprive  patients  of  basic  comforts  in  their  reliance  on  primitive  reinforcers, 
Fairweather  employs  only  money  and  passes.149  Third,  Fairweather's  approach 
is  thoroughly  oriented  toward  release  and  community  adjustment,  and  he  rec- 
ognizes that  once  cohesive  groups  have  been  formed  in  the  hospital,  "an  imme- 
diate move  to  the  community  is  essential.150  Finally,  Fairweather's  behavior 
modification  model  emphasizes  the  development  of  confidence  and  decision-mak- 
ing ability  rather  than  performance  of  assignments.  For  whatever  it  is  worth, 
Fairweather's  system  may  be  ethically  or  at  least  emotionally  more  palatable 
than  the  manipulative  techniques  of  the  token  economies. 

CONCLUSION 

Fairweather's  small  group  model,  with  its  rich  results  and  rather  minor  dep- 
rivations, poses  a  serious  threat  to  token  economies.  If  further  studies  con- 
tinue to  indicate  that,  except  in  extreme  circumstances,  token  economies  for 


140  Social  Psychology,  supra  note  131,  at  61. 

141  Id.  at  70,  283. 

142  Id.  at  89. 

143  Id.  at  1G8. 

144  Community  Life.  When  unaccompanied  by  a  cohesive-group  aftercare  arrangement, 
lmwever,  chronic  patients  who  had  participated  In  the  small  group  program  prior  to  dis- 
charge had  a  high  relapse  rate,  as  do  chronics  generally.  Social  Psychology  168. 

145  Social  Psychology  32. 

146  Id.  at  46. 

147  Id.  at  153.  It  is  not  clear  whether  Fairweather's  patients  were  provided  with  such 
items  as  screens  or  personal  lockers,  but  it  is  clear  that  those  items  were  either  avail- 
able or  unavailable  noncontingently ;  that  is,  it  Is  not  the  case,  as  was  true  at  Anna 
State  Hospital,  that  they  were  available  only  to  those  to  purchase  them.  Because  Fair- 
weather  did  not  employ  those  items  as  reinforcers,  his  therapeutic  system  would  seemingly 
be  unaffected  by  a  requirement,  such  as  enunciated  In  Wyatt,  that  all  patients  be  given 
those  items  as  a  matter  of  absolute  right. 

148  E.g.,  Bryce.  Tokens  for  Recovery,  66  Am  J.  Nursing  1799,  1802  (1966)  (discussing 
conditions  for  the  "middle  group"  at  Patton  State  Hospital)  ;  Lloyd  &  Abel,  Performance 
on  a  Token  Economy  Psychiatric  Ward:  A  Two  Year  Summary,  8  Behav.  Res.  &  Therapy 
1  5  (1970)  (discussing  conditions  for  "Group  B"  at  Idaho's  State  Hospital  North)  ; 
Narrol.  Experimental  Application  of  Reinforcement  Principles  to  the  Analysis  a?id  Treat- 
ment of  Hospitalized  Alcoholics,  28  Q.  J.  of  Studies  on  Alcohol  105,  108  (1967)  (discussing 
steps  3  and  4  at  Richmond  State  Hospital).  See  also  text  accompanying  notes  52-54  supra. 

149  Fairweather's  contingent  pass  device  may  pose  a  question  In  light  of  the  requirement 
of  Covington  v.  Harris,  419  F.2d  617  (D.C.  Cir.  1969),  that  patients  be  provided  with  as 
much  liberty  as  is  clinically  appropriate.  But  the  fact  that  even  lowest  level  patients  are 
entitled  in  the  Fairweither  system  to  one  day  pass  per  week  alleviate  Covington  objections, 
especially  if  the  contingent  availability  of  passes  above  and  beyond  one  per  week  are 
shown  empirically  to  constitute  powerful  motivators.  But  whatever  Covington  problem 
may  exist  could,  of  course,  be  vitiated  entirely  If  monetary  rewards  alone  were  found 
to  be  sufficient  reinforcers.  as  future  research  might  indeed  show. 

150  Social  Psychology,  supra  note  131,  at  9. 
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chronic  psychotics  resort  to  more  drastic  deprivations  than  other  therapies 
without  producing  better  results,151  it  is  likely  that  token  systems  will  soon  find 
themselves  subject  to  both  legal  and  behavioral  extinction. 

Indeed,  if  the  law's  general  direction  in  the  patient  rights  area  proceeds  un- 
interrupted, token  economies  may  well  become  legally  unavailable  even  if  they 
are  therapeutically  superior  to  other  approaches.  That  is  because  the  develop- 
ing law  is  creating  new  patient  rights  unaware  that  these  rights  will  under- 
mine a  basic  behavior  modification  technique.  On  the  other  hand,  the  behavior 
modifiers  seem  busy  constructing  token  economies  unaware  that  legal  develop- 
ments may  soon  call  for  their  demolition. 

Forcing  these  disparate  disciplines  to  take  note  of  each  other — obviously  the 
principle  object  of  this  Article — should  be  helpful  to  both  of  them.  Behavior 
modification  proponents,  convinced  of  the  therapeutic  indispensability  of  token 
economies  for  chronic  patients,  may  have  reservations  about  the  Fairweather 
model.  But  unless  systematic  comparative  studies  of  alternative  therapies  are 
performed  soon  the  law  will  be  unable  to  incoroprate  the  results  in  the  develop- 
ing a  sensible  package  of  patient  rights,  and  expected  legal  developments  may 
ultimately  preclude  such  studies. 


151  One  possible  exception  is  the  most  extremely  regressed  cases  who  fail  under  all 
other  techniques.  Even  under  Fairweather's  system,  for  example,  it  is  probably  true,  as 
he  admits,  Social  Psychology  172,  that  some  patients  may  be  unresponsive,  and  it  is 
certainly  possible  that,  for  those  patients,  idiosyncratic  reinforcers  will  be  undiscoverable 
or  unworkable.  For  them,  the  fields  of  law  and  psychology  must  face  the  issue  whether, 
in  the  hopes  of  therapeutic  success,  basic  and  primitive  items  and  activities  should  be 
used  as  reinforcers.  If  the  answer  is  affirmative,  certain  safeguards  should  be  built  into 
the  legal  structure  to  insure  that  decisions  to  invoke  the  traditional  token  economy  model 
are  made  only  after  full  consideration  and  only  in  rare  instances.  For  example,  demon- 
strated ineffectiveness  of  the  Fairweather  and  idiosyncratic  systems  could  be  a  legal 
prerequisite  to  reliance  on  the  traditional  token  technique.  Such  an  approach,  which 
may  create  an  additional  incentive  for  patients  to  succeed  within  the  Fairweather  scheme 
and  accordingly  avoid  the  more  distasteful  ordeal  of  a  standard  token  system,  would  insure 
that  basic  rights  are  not  converted  to  contingent  reinforcers  for  the  bulk  of  chronic 
psychotics  fur  whom  that  appears  unnecessary  and  o  fortiori,  for  other  clinical  categories, 
such  as  juvenile  delinquents  and  non-psychotic  alcoholics,  who  presumably  can  be  moti- 
vated by  non-primitive  reinforcers  which  fall  without  the  prohibitions  of  Wyatt  and  related 
legal  mandates.  In  effect,  if  reliance  on  reinforcers  falling  below  the  Wyatt-type  baseline 
are  to  be  resorted  to,  such  a  drastic  scheme  of  positive  token  reinforcement  should  be 
properly  deemed  "aversive"  for  legal  purposes  and  should  follow,  as  closely  as  possible, 
emerging  legal  restrictions  on  aversive  therapy.  Hopefully,  one  such  restriction  will  be 
the  "less  drastic  means"  rationale.  Gf.  Bandura,  supra  note  4,  at  551  (complaining  that 
"exceedingly  noxious  procedures  are  occasionally  employed  even  though  they  produce  no 
greater  changes  than  stimuli  in  much  weaker  intensities")  Schwitzgebel,  supra  note  2,  at 
279  (alcoholics  have  been  treated  with  drastic  drugs  causing  respiratory  arrest,  even 
though  "[t]he  results  .  .  .  are  not  clearly  better  than  with  emetics.").  A  requirement  of 
informed  consent  is  also  emerging  in  the  aversive  therapy  area,  [e.g.,  Wyatt  v  Stick?iey, 
344  F.  Supp.  373,  380  (M.D.  Ala.  1972)  (Bryce  and  Searcy  Hospital)],  but  that  require- 
ment may  have  an  awkward  application  in  the  token  economy  area  ;  it  is  easy  to  imagine 
homosexual  or  alcoholic  patients  consenting  to  aversive  techniques  in  hopes  of  securing 
desired  behavioral  improvement,  but  it  is  far  more  difficult  to  imagine  an  apathetic  long- 
term  patient,  almost  bv  definition  unconcerned  about  his  clinical  state  and  his  future, 
voluntarily  consenting  to  forgo  the  standard  benefits  of  hospital  life  in  favor  of  treatment 
under  which  those  benefits  would  be  available  only  by  purchase.  Surely,  even  if  informed 
consent  were  given  by  such  a  patient,  it  might  soon  be  revoked.  Cf.  Ex  parte  Lloyd,  13  F. 
Supp.  1005  (E.D.  Ky.  1936)  (addict  who  volunteered  for  treatment  and  contracted  to  re- 
main in  hospital  for  specified  time  period  but  later  changed  his  mind  could  not  be  compelled 
to  remain  hospitalized  for  the  specified  period)  :  contra,  Oretga  v.Rasor,  291  F.  Supp.  748 
(S.D.  Fla.  1968).  Arguably,  informed  consent  in  a  token  economy  setting  could  be  replaced 
bv  an  alternative  protective  device,  such  as  the  informed  approval  of  a  .judicially  selected 
human  rights  committee  chosen  from  outside  the  hospital.  See,  e.g.  Wyatt  V.  Stickney, 
344  F.  Supp.  387,  400  (M.D.  Ala.  1972)  (Partlow  Hospital)  (requirement  that  aversive 
behavior  modification  programs  involving  the  mentally  retarded  "shall  be  reviewed  and 
approved  by  the  institution's  Human  Rights  Committee  and  shall  be  conducted  only 
with  the  exnress  and  informed  consent  of  the  affected  resident,  if  the  resident  is  able  to 
give  such  consent,  and  if  his  guardian  or  next  of  kin.  after  onnortunities  for  consulta- 
tion with  independent  specialists  and  with  legal  counsel").  Further,  a  time  limit  should 
probably  be  set  on  the  length  of  time  the  token  procedure  could  be  invoked,  with  provi- 
sion for  a  return  to  the  noncontingent  availability  of  basic  benefits  for  patients  seem- 
inglv  unresnonsive  to  even  the  token  system.  But  cle^r-cut  answers  on  the  extent  to 
which  traditional  token  economies  should  be  treated  legally  as  an  aversive  technique 
must  await  further  development  in  the  law  of  aversive  therapy  itself — an  area  which, 
as  noted  in  the  Introduction  to  this  Article,  is  receiving  an  ever-increasing  amount  of 
attention  from  the  courts  and  the  commentators.  The  use  of  aversive  techniques  raises 
squarely  one  of  the  perennial  problems  of  law  and  research  :  societv  will  obviously  want 
to  forbid  aversive  practices  unless  they  have  been  demonstrated  to  be  efficacious,  but  re- 
search— rather  than  legal  nrohibition— is  needed  to  demonstrate  whether  the  practices 
are  in  fact  efficacious.  To  the  extent  that  many  aversive  therapies  are  obviously  experi- 
mental in  nature,  the  emerging  legal  and  ethical  restrictions  regarding  experimentation 
witli  human  subjects  ought  to  be  pertinent  in  devising  a  balanced  but  protective  regula- 
tory framework  for  their  application.  See  generally  Experimentation  With  Human  Beings 
(1972). 


383 


1136 


488  FEDERAL  REPORTER,  2d  SERIES 


Gary  KNECHT  et  aL,  Appellants, 
v. 

James  N.  GILLMAN  et  aL, 

Appellees. 

No.  73-1374. 

United  States  Court  of  Appeals, 
Eighth  Circuit. 

Submitted  Oct.  18,  1973. 

Decided  Dec.  5,  1973. 

Mental  institution  inmates  brought 
action  to  enjoin  injections  of  drugs. 
The  United  States  District  Court  for  the 
Southern  District  of  Iowa,  Central  Divi- 
sion, William  C.  Stuart,  J.,  dismissed  the 
complaint,  and  inmates  appealed.  The 
Court  of  Appeals,  Ross,  Circuit  Judge, 
held  that  administering  of  drug  which 
induced  vomiting  to  nonconsenting  men- 
tal institution  inmates  on  basis  of  al- 
leged violations  of  behavioral  rules  con- 
stituted cruel  and  unusual  punishment. 

Reversed  with  directions. 

Stephenson,  Circuit  Judge,  con- 
curred with  the  result. 


1.  Criminal  Law  <3=>1213 

Mere  characterization  of  act  of  ad- 
ministering drug  to  mental  institution 
inmate  as  "treatment"  did  not  insulate 
act  from  Eighth  Amendment  scrutiny. 
U.S.C.A.Const.  Amend.  8. 

2.  Criminal  Law  <S=1213 
Mental  Health  "3=1151 

Administration  of  drug  which  in- 
duce? vomiting  as  part  of  treatment  of 
mental  institution  inmate  for  allegedly 
violating  some  behavioral  rule  of  institu- 
tion as  "aversive  stimuli,"  constitutes 
cruel  and  unusual  punishment  unless 
written  consent  has  been  obtained  from 
inmate  specifying  nature  of  treatment, 
purpose,  risk  and  effects  and  advising 
inmate  of  his  right  to  terminate  consent 
at  any  time,  inmate  is  given  opportunity 
to  revoke  consent  at  any  time,  and  injec- 
tion is  authorized  by  physician  and  ad- 
ministered by  physician  or  by  nurse  only 
upon  the  information  based  on  personal 
observation  by  member  of  staff.     U.S.C. 


A. Const.    Amend.    8; 
223.4. 


I-C.A.    §§    223.1; 


3.  Civil  Eights  OM3.1S 

Fact  that  civil  rights  statutes  d» 
not  specify  scope  of  judicial  relief  avail- 
able in  action  successfully  sustained  un- 
der them  does  not  preclude  federal  couit 
from  fashioning  an  effective  equitabfe 
remedy.    42  U.S.C.A.  §§  1982,  1983. 

i 

L.  Vera  Robinson,  Hawkeye  Legal  AM. 
Society,  Iowa  City,  Iowa,  for  appellants 

Thomas  Hronek,  Asst.  Atty.  Gen.,  Da 
Moines,  Iowa,  for  appellees. 

Before    HEANEY,    ROSS    and 
PHENSON,  Circuit  Judges. 


STI- 


ROSS,  Circuit  Judga. 

This  is  an  action  by  Gary  Knecht  at 
Ronald  Stevenson,  botli  in  the  custody  at 
the  Stale  of  Iowa,  against  officials  tS. 
that  state,  under  42  U.S.C.  §  19H 
Their  complaint  alleged  that  they  fca* 
been  subjected  to  i ejections  of  the  drag 
apomoi  phine  at  the  Iowa  Security  Medi- 
cal Facility  (ISMF)  without  their  oee- 
sent  and  that  the  use  of  said  drug  by  thi 
defendants  constituted  cruel  and  unusa*£ 
punishment  in  violation  of  the  eigfeA 
amendment.  The  trial  court  dismissed 
their  complaint  for  injunctive  relief,  %'e 
reverse  with  directions  to  enjoin  the  de- 
fendants from  further  use  of  the  drugex- 
cept  pursuant  to  specific  guidelines  here- 
inafter set  forth. 

After  this  case  was  filed  in  the  dis- 
trict court,  an  order  was  entered  assign- 
ing the  case  to  the  United  States  Magis- 
trate for  an  evidentiary  hearing  pursu- 
ant to  Rule  53  of  the  Federal  Rules  of 
Civil  Procedure.  This  hearing  was  coo- 
ducted  by  the  magistrate  who  later  filed 
his  "Report  and  Recommendation"  ve}aA 
included  a  summary  of  all  of  tha  «?Vi- 
dence,  findings  and  recommendations  t» 
the  trial  court.  He  recommended  that 
the  complaint  be  dismissed  but  that-  £ 
the  drug  was  to  be  used  in  the  futures: 
ISMF,  certain  precautionary  steps  be 
taken  in  administering  the  drug  and  !£ 
employing    the    help    of    inmate    aids*- 
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The  trial  court  then  gave  the  parties  ten 
days  within  which  to  file  objections  to 
the  report  and  recommendations  pursu- 
ant to  Rule  53(e)(2)  of  Federal  Rules  of 
Civil  Procedure.  Knecht  and  Stevenson 
filed  their  objections  seeking  clarifica- 
tion of  two  factual  findings  of  fact. 
They  objected  to  the  recommendations 
of  the  magistrate  and  again  requested 
that  the  trial  court  enjoin  the  injections 
of  apomorphine  into  nonconsenting  in- 
mates. They  also  requested  that  the 
court  incorporate  the  magistrate's  rec- 
ommendation, regarding  the  future  use 
of  inmate  aides,  into  the  court's  order. 
The  trial  court  dismissed  the  complaint 
and  did  not  adopt  the  recommendations 
of  the  magistrate  concerning  the  admin- 
istration of  apomorphine  in  the  future. 
On  this  appeal  neither  party  chal- 
lenges the  use  of  the  magistrate  as  a 
master  pursuant  to  Rule  53  of  the  Fed- 
eral Rules  of  Civil  Procedure,  and  nei- 
ther party  makes  any  serious  challenge 
to  the  factual  findings  of  the  magis- 
trate. There  is  no  indication  that  the 
reference  to  the  magistrate,  as  master, 
was  done  pursuant  to  local  rule,  and  we 
assume  it  was  done  because  of  "some  ex- 
ceptional condition"  pursuant  to  Rule 
53(b)  Federal  Rules  of  Civil  Procedure. 
Under  these  circumstances  we  do  not 
reach  the  question  nor  express  any  opin- 
ion on  the  propriety  of  referring  §  1983 
cases  to  a  magistrate  pursuant  to  local 
rule.1 


The  summary  of  the  evidence  con- 
tained in  the  report  of  the  magistrate 
showed  that  apomorphine  had  been  ad- 
ministered at  ISMF  for  some  time  prior 
to  the  hearing  as  "aversive  stimuli"  in 
the  treatment  of  inmates  with  behavior 
problems.  The  drug  was  administered 
by  intra-muscular  injection  by  a  nurse 
after  an  inmate  had  violated  the  behav- 
ior protocol  established  for  him  by  the 
staff.  Dr.  Loeffelholz  testified  that  the 
drug  could  be  injected  for  such  pieces  of 
behavior  as  not  getting  up,  for  giving 
cigarettes  against  orders,  for  talking, 
for  swearing,  or  for  lying.  Other  in- 
mates or  members  of  the  staff  would  re- 
port on  these  violations  of  the  protocol 
and  the  injection  would  be  given  by  the 
nurse  without  the  nurse  or  any  doctor 
having  personally  observed  the  violation 
and  without  specific  authorization  of  the 
doctor. 

When  it  was  determined  to  administer 
the  drug,  the  inmate  was  taken  to  a 
room  near  the  nurses'  station  which  con- 
tained only  a  water  closet  and  there  giv- 
en the  injection.  He  was  then  exercised 
and  within  about  fifteen  minutes  he  be- 
gan vomiting.  The  vomiting  lasted  from 
fifteen  minutes  to  an  hour.  There  is 
also  a  temporary  cardiovascular  effect 
which  involves  some  change  in  blood 
pressure  and  "in  the  heart."  This  aver- 
sion type  "therapy"  is  based  on  "Pav- 
lovian  conditioning."  '■'■ 


.  Several  courts,  tacitly  or  expressly,  con- 
done reference  of  civil  matters  to  magis- 
trates. Dewrell  v.  Weinberger,  478  F.2d 
699  (5th  Cir.  1973)  ;  Remington  Arms  Co. 
v.  United  States,  461  F.2d  1263  (2d  Cir. 
1972)  ;  Givens  v.  W.  T.  Grant  Co.,  457  F.2d 
612  (2d  Cir.  1972).  Other  courts  have  seri- 
ously questioned  or  disapproved  of  the  power 
of  a  court  to  refer  matters  to  magistrates. 
Ingram  v.  Richardson,  471  F.2d  1268  (6th 
Cir.  1972)  ;  TPO,  Inc.  v.  McMillen,  460  F.2d 
348  (7th  Cir.  1972).  A  split  of  authority 
also  exists  on  reference  of  habeas  petitions 
to  magistrates.  Some  courts  approve  of  the 
procedure,  United  States  ex  rel.  Gonzalez  v. 
Zelker,  477  F.2d  797  (2d  Cir.  1973)  ;  John- 
son v.  Wainwright,  456  F.2d  1200  (5th  Cir. 
1972)  ;  Parnell  v.  Wainwright,  464  F.2d  735 
(5th    Cir.    1972),    while    others    have    disap- 

488  F.2d— 72 


proved  of  the  practice,  Wedding  v.  Wingo, 
4S3  F.2d  1131  (6th  Cir.  1973)  ;  Dye  v. 
Cowan,  472  F.2d  1206  (6th  Cir.  1972)  ; 
Raiuha  v.  Cassidy,  454  F.2d  207  (1st  Cir. 
1972). 

2.  Pavlovian  conditioning  is  based  on  the 
theory  that  when  environmental  stimuli  or 
the  kinetic  stimuli  produced  by  the  incipient 
movements  of  the  punished  art  are  made 
contiguous  with  punishment,  they  take  on 
some  of  the  aversive  properties  of  the  pun- 
ishment itself.  The  ne.-:t  time  the  organism 
begins  the  act,  particularly  in  the  same  envi- 
ronment, it  produces  stimuli  which  through 
classical  conditioning  have  become  aversive. 
It  is  these  avers:ve  stimuli  which  then  pre- 
vent the  act  from  occurring.  Singer,  Psy- 
chological Studies  of  Punishment,  58  Calif. 
L.Rev.  405,  423  (1970). 
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The  record  is  not  clear  as  to  whether 
or  not  the  drug  was  always  used  with 
the  initial  consent  of  the  inmate.  It  has 
apparently  been  administered  in  a  few 
instances  in  the  past  without  obtaining 
written  consent  of  the  inmate  and  once 
the  consent  is  given,  withdrawal  thereof 
was  not  permitted.  Apparently,  at  the 
time  of  trial  apomorphine  was  not  being 
used  unless  the  inmate  signed  an  initial 
consent,  but  there  is  no  indication  that 
the  authorities  now  permit  an  inmate  to 
withdraw  his  consent  once  it  is  given. 
Neither  is  there  any  indication  in  the 
record  that  the  procedure  has  been 
changed  to  require  the  prior  approval  of 
a  physician  each  time  the  drug  is  admin- 
istered. Likewise  there  is  no  indication 
that  there  has  been  any  change  in  the 
procedure  which  permits  the  administra- 
tion of  the  drug  upon  reports  of  fellow 
inmates  despite  a  recommendation  by 
the  magistrate  that  this  practice  should 
be  avoided. 

The  testimony  relating  to  the  medical 
acceptability  of  this  treatment  is  not 
conclusive.  Dr.  Steven  Fox  of  the  Uni- 
versity of  Iowa  testified  that  behavior 
modification  by  aversive  stimuli  is 
"highly  questionable  technique"  and  that 
only  a  20%  to  50%  success  is  claimed. 
He  stated  that  it  is  not  being  used  else- 
where to  his  knowledge  and  that  its  use 
is  really  punishment  worse  than  a  con- 
trolled beating  since  the  one  administer- 
ing the  drug  can't  control  it  after  it  is 
administered. 

On  the  other  hand,  Dr.  Loeffelholz  of 
the  ISMF  staff  testified  that  there  had 
been  a  50%  to  60%  effect  in  modifying 
behavior  by  the  use  of  apomorphine  at 
ISMF.  There  is  no  evidence  that  the 
drug  is  used  at  any  other  inmate  medi- 
cal facility  in  any  other  state. 

The  Iowa  Security  Medical  Facility  is 
established  by  Section  223.1,  Code  of 
Iowa,  1973.  It  is  an  institution  for  per- 
sons displaying  evidence  of  mental  ill- 
ness or  psychological  disorders  and  re- 
quiring diagnostic  services  and  treat- 
ment in  a  security  setting.  The  patients 
admitted  to  the  facility  may  originate 
from  the  following  sources : 


1)  residents  of  any  institution  under 
the  jurisdiction  of  the  department  of 
social  services ; 

2)  commitments  by  the  courts  as  men- 
tally incompetent  to  stand  trial  under 
Chapter  783  of  the  Iowa  Code ; 

3)  referrals  by  the  court  for  psycho- 
logical diagnosis  and  recommendations 
as  part  of  the  pretrial  or  presentence 
procedure  or  determination  of  mental 
competency  to  stand  trial ; 

4)  mentally  ill  prisoners  from  county 
and  city  jails  for  diagnosis,  evalua- 
tion, or  treatment. 

Section  223.4,  Code  of  Iowa,  1973. 

Those  transferred  from  institution* 
where  they  were  committed  pursuant  to 
civil  statutes  or  those  who  were  commit- 
ted by  order  of  the  court  prior  to  convic- 
tion, suffer  a  compromise  of  their  proce- 
dural rights  in  the  process  of  the  trans- 
fer to  ISMF.  The  constitutional  justifi- 
cation of  this  compromise  of  procedure 
is  that  the  purpose  of  commitment  is 
treatment,  not  punishment.  Cf.  Mc- 
Keiver  v.  Pennsylvania,  403  U.S.  528, 
552,  91  S.Ct.  1976,  29  L  Ed.2d  647 
(White,  J.,  concurring)  (1971);  Sas  v. 
Maryland,  334  F.2d  506,  509  (4th  Cir. 
1964).  Beyond  this  justification  for 
treatment  is  the  clear  command  of  the 
statutes  that  the  purpose  of  confinement 
at  ISMF  is  not  penal  in  nature,  but 
rather  one  of  examination,  diagnosis  and 
treatment.  Naturally,  examination  and 
diagnosis,  by  their  very  definition,  do 
not  encompass  the  administration  of 
drugs.  Thus,  when  that  course  of  con- 
duct is  taken  with  respect  to  any  partic- 
ular patient,  he  is  the  recipient  of  treat- 
ment. 

The  use  of  apomorphine,  then,  can  be 
justified,  only  if  it  can  be  said  to  be 
treatment.  Based  upon  the  testimony 
adduced  at  the  hearing  and  the  findings 
made  by  the  magistrate  and  adopted  by 
the  trial  court,  it  is  not  possible  to  say 
that  the  use  of  apomorphine  is  a  recog- 
nized and  acceptable  medical  p2-actice  in 
institutions  such  as  ISMF.  Neither  can 
we  say,  however,  that  its  use  on  inmates 
who  knowingly  and  intelligently  consent 
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to  the  treatment,  should  be  prohibited  on 
a  medical  or  a  legal  basis.  The  authori- 
ties who  testified  at  the  evidentiary 
hearing  indicate  that  some  form  of  con- 
sent is  now  obtained  prior  to  this  treat- 
ment. The  only  question  then  is  wheth- 
er, under  the  eighth  amendment,  its  use 
should  be  prohibited  absent  such  con- 
sent ;  and  if  so  what  procedure  must  be 
followed  to  prevent  abuses  in  the  treat- 
ment procedures  and  to  make  certain  the 
consent  is  knowingly  and  intelligently 
made. 

[1]  At  the  outset  we  note  that  the 
mere  characterization  of  an  act  as 
"treatment"  does  not  insulate  it  from 
eighth  amendment  scrutiny.  In  Trop  v. 
Dulles,  356  U.S.  86,  95,  78  S.Ct.  590,  2 
L.Ed.  2d  630  (1958),  the  Supreme  Court 
stated  that  the  legislative  classification 
of  a  statute  is  not  conclusive  in  determin- 
ing whether  there  had  been  a  violation  of 
the  eighth  amendment.  Instead,  the 
Court  examined  the  statute  by  an  "in- 
quiry directed  to  substance,"  reasoning 
that  "even  a  clear  legislative  classifica- 
tion of  a  statute  as  'nonpenal'  would  not 
alter  the  fundamental  nature  of  a  plain- 
ly penal  statute."  Trop  v.  Dulles,  supra, 
356  U.S.  at  95,  78  S.Ct.  at  595. 

Other  courts  have  examined  nonpenal 
statutes  in  the  manner  suggested  by  the 
Supreme  Court  in  Troy.    The  contention 
that  a  state's  incarceration  of  runaway 
juveniles    could    not   violate    the    eighth 
amendment  because  the  statute  did  not 
authorize   any   punishment   of  juveniles 
was  struck  down  in  Vann  v.  Scott,  467 
F.2d  1235,  1240  (7th  Cir.  1972) : 
Whatever    the    State    does    with    the 
child  is  done  in  the  name  of  rehabili- 
tation.     Since — the   argument   runs — 

3.  Furman  v.  Georgia,  408  U.S.  238,  92  S.Ct. 
2726,  33  L.Ed.2d  346  (1972). 

4.  Kobiuson  v.  California,  370  U.S.  660,  82  S. 
Ct.  1417,  8  L:Ed.2d  75S  (1962). 

5.  Rouse  v.  Cameron,  373  F.2d  451  (D.C.Cir. 
1966)  ;  New  York  State  Ass'u  for  Retarded 
Children  v.  Rockefeller,  337  F.Supp.  752 
(E.D.X.Y.1973)  :  Martarella  v.  Kelley,  349 
F.Supp.  575  (S.D.N.Y.1972). 

6.  La'Reau  v.  MacDoogall,  473  F.2d  974  (2d 
Cir.  1972),  cert,  denied,  414  U.S.  S7S,  94  S. 


by  definition  the  treatment  is  not 
"punishment,"  it  obviously  cannot  be 
"cruel  and  unusual  punishment"  But 
neither  the  label  which  a  State  places 
on  its  own  conduct,  nor  even  the  legiti- 
macy of  its  motivation,  can  avoid  the 
applicability  of  the  Federal  Constitu- 
tion. We  have  no  doubt  that  well  in- 
tentioned  attempts  to  rehabilitate  a 
child  could,  in  extreme  circumstances, 
constitute  cruel  and  unusual  punish- 
ment proscribed  by  the  Eighth  Amend- 
ment. 

The  absence  of  criminal  incarceration 
did  not  prohibit  a  federal  court  from  en- 
tertaining an  eighth  amendment  claim  to 
test  the  conditions  of  confinement  in  a 
boys  training  school : 

The  fact  that  juveniles  are  in  theoi-y 
not  punished,  but  merely  confined  for 
rehabilitative  purposes,  dees  not  pre- 
clude operation  of  the  Eighth  Amend- 
ment. The  reality  of  confinement  in 
Annex  B  is  that  it  is  punishment. 

Inmates  of  the  Boys'  Training  School  v. 
Affleck,  346  F.Supp.  1354,  1366  (DJU. 
1972). 

Such  findings  of  cruel  and  unusual 
punishment  have  been  sustained  with  re- 
spect to  the  death  penalty,3  penal  incar- 
ceration for  status,4  civil  commitment 
for  status  without  treatmeni,5  strip- 
rooms  and  solitary  confinements,6  tran- 
quilizing  drugs,"  and  corporeal  punish- 
ment for  prisoners.8 
determination  rests 
particular  case. 

[2]  Here  we  have  a  situation  in 
which  an  inmate  may  be  subjected  to  a 
morphine  base  drug  which  induces  vom- 
iting for  an  extended  period  of  time. 
Whether  it  is  called  "aversive  sthnuli" 

Ct.  49,  38  L.Ed  2.1  123  (1973)  ;  Gates  v. 
Collier,  349  F.Supp.  SSI  (N.D.Mias.1972)  ; 
Landman  v.  Royster,  333  F.Supp.  021  (E.D. 
Va.1971)  ;  Inmates  of  Boys'  Training  School 
v.    Affleck,    346    F.Supp.    1351    (D.R.I.1972). 

7.  Nelson  v.  Heyne,  355  F.Supp.  451  (X.P. 
Ind.1972). 

8.  Jackson  v.  Bishop,  404  F.2d  571  (Sth  Cir. 
196S)  ;  Xei-.on  v.  Heyne,  355  F.Supp.  451 
(X.D.Ind.1972)  ;    Landman    v.    Royster,    333 

F.Supp.  575  (S.D.X.Y.1972). 


However,  any  such 
on   the    facts  of  a 
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or  punishment,  the  act  of  forcing  some- 
one to  vomit  for  a  fifteen  minute  period 
for  committing  some  minor  breach  of 
the  rules  can  only  be  regarded  as  cruel 
and  unusual  unless  the  treatment  is 
being  administered  to  a  patient  who 
knowingly  and  intelligently  has  consent- 
ed to  it.  To  hold  otherwise  would  be  to 
ignore  what  each  of  us  has  learned  from 
sad  experience — that  vomiting  (especial- 
ly in  the  presence  of  others)  is  a  painful 
and  debilitating  experience.  The  use  of 
this  unproven  drug  for  this  purpose  on 
an  involuntary  basis,  is,  in  our  opinion, 
cruel  and  unusual  punishment  prohibited 
by  the  eighth  amendment. 

[3]  We  turn  then  to  the  question  of 
how  best  to  prevent  abuse  in  the  treat- 
ment procedures  of  consenting  partici- 
pants and  how  to  make  certain  that  the 
consent  is  knowingly  and  intelligently 
given.  42  U.S.C.  §  1983  does  not  specify 
the  scope  of  judicial  relief  available  in 
an  action  successfully  sustained  under 
its  terms.  Yet  this  fact  does  not  limit 
the  courts  in  framing  appropriate  relief. 
Its  counterpart,  42  U.S.C.  §  1982,  is  like- 
wise framed  only  in  declaratory  terms, 
but  the  Supreme  Court  has  held  that  a 
federal  court  is  not  thereby  precluded 
from  fashioning  an  effective  equitable 
remedy.  Jones  v.  Alfred  H.  Mayer  Co., 
392  U.S.  409,  414  n.13,  88  S.Ct.  2186,  20 
L.Ed.2d  1189  (1968).  The  substantive 
scope  of  relief  available  is  a  matter  of 
the  equitable  powers  of  the  federal 
courts.  Accordingly,  courts  have  exer- 
cised broad  remedial  power  in  civil 
rights  actions.  See  United  States  v. 
Ironworkers  Local  86,  443  F.2d  544,  553 
(9th  Cir.),  cert,  denied,  404  U.S.  984,  92 
S.Ct.  447,  30  L.Ed.2d  367  (1971)  ;  Par- 
ham  v.  Southwestern  Bell  Telephone  Co., 
433  F.2d  421,  428  (8th  Cir.  1970)  and 
cases  cited  therein. 

Yet  although  it  is  generally  true  that: 
[w]here  all  relevant  circumstances 
have  properly  been  evaluated  the  ac- 
tion of  the  trial  court,  whether  grant- 
ing or  denying  an  injunction,  ordinar- 
ily will  be  sustained. 
Hodgson  v.  American  Can  Co.,  440  F.2d 
916,  920   (8th  Cir.   1971),   it   is  not  un- 


known for  a  federal  appellate  court  to 
change  the  scope  of  an  equitable  order 
on  appeal.  United  States  v.  St.  Louis- 
San  Francisco  Ry.,  464  F.2d  301  (8th 
Cir.  1972),  cert,  denied,  409  U.S.  1107, 
93  S.Ct.  900,  31  L.Ed.2d  687  (1973) 
[employment  discrimination  under  Title 
VII] ;  Carter  v.  Gallagher,  452  F.2d  315, 
324  (8th  Cir.  1971),  modified  en  banc, 
452  F.2d  327  (8th  Cir.),  cert,  denied, 
406  U.S.  950,  92  S.Ct.  2045,  32  L.Ed^d 
338  (1972)  [employment  discrimination 
under  42  U.S.C.  §§  1981  and  1983];  Ac- 
tion v.  Gannon,  450  F.2d  1227,  1237- 
1238  (8th  Cir.  1971)  [civil  ri^nts  action 
under  42  U.S.C.  §§  1981,  1982,  1983, 
1985]. 

In  this  case  the  trial  court  should  en- 
join the  use  of  apomorphine  in  the  treat- 
ment of  inmatej  at  the  ISMF  except 
when  the  following  conditions  are  com- 
plied with: 

1.  A  written  consent  must  be  ob- 
tained from  the  inmate  specifying 
the  nature  of  the  treatment,  a 
written  description  of  the  purpose, 
risks  and  effects  of  treatment, 
and  advising  the  inmate  of  his 
right  to  terminate  the  consent  at 
any  time.  This  consent  must  in- 
clude a  certification  by  a  physi- 
cian that  the  patient  has  read  and 
understands  all  of  the  terms  of 
the  consent  and  that  the  inmate  is 
mentally  competent  to  understand 
fully  all  of  the  provisions  thereof 
and  give  his  consent  thereto. 

2.  The  consent  may  be  revoked  at 
any  time  after  it  is  given  and  if 
an  inmate  orally  expresses  an  in- 
tention to  revoke  it  to  any  mem- 
ber of  the  staff,  a  revocation  form 
shall  be  provided  for  his  signature 
at  once. 

3.  Each  apemorphine  injection  shall 
be  individually  authorized  by  a 
doctor  and  be  administered  by  a 
doctor,  or  by  a  nurse.  It  shall  be 
authorized  in  each  instance  only 
upon  information  based  en  the 
personal  observation  of  a  member 
of  the  professional  staff.  Infor- 
mation   from    inmates    or    inmate 
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aides  of  the  observation  of  behav- 
ior in  violation  of  an  inmate's  pro- 
tocol   shall    not    be    sufficient    to 
warrant  such  authorization. 
The  judgment  of  the  district  court  is 
reversed  with  directions  to  grant  the  in- 
junction  under  the   terms   hereinbefore 
set  forth. 

STEPHENSON,  Circuit  Judge. 
I  concur  with  the  result. 
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[From  the  Christian  Science  Monitor,  Jan.  25,  1974] 
HIDING  THE  TOUGH  PRISON  CASES? 

A  regional  prison  that  one  expert  says  could  become  "a  warehouse  for  unwanted 
people  who  are  seen  as  dangerous"  is  being  pushed  on  the  basis  of  a  recent  study 
funded  by  the  U.S.  Justice  Department's  Law  Enforcement  Assistance  Adminis- 
tration (LEAA). 

Massachusetts  Corrections  Commissioner  Frank  Hall  says  he  has  "reserva- 
tions." But  Rhode  Island,  New  Hampshire,  Vermont,  and  Maine  have  indicated 
readiness  to  go  ahead  with  the  plan. 

Connecticut  already  has  a  treatment  center  for  "difficult  inmates." 

Bay  State  officials  are  asking  whether  inmates'  private  rights  were  violated  in 
searching  their  records  for  evidence  of  "disruptive"  or  "dangerous"  conduct. 

Also,  it  is  believed  that  some  prisoners  have  earned  the  "disruptive"  label  as 
the  result  of  political  activism. 

FEBBUABY   8    MEETING   SET 

The  six  New  England  Governors,  scheduled  to  meet  in  Boston  Feb.  8,  will  con- 
sider the  following  proposals  based  on  the  LEAA  study  : 

That  all,  or  some,  of  the  six  New  England  states  send  their  most  disruptive 
prisoners  to  a  regional  prison  to  be  established  by  the  U.S.  Bureau  of  Prisons. 

That,  if  the  U.S.  Bureau  of  Prisons  does  not  establish  such  a  prison,  the  six 
New  England  states  do  so  anyway. 

Tentative  site  for  the  facility  is  a  soon-to-be-abandoned  Navy  prison  at  Kittery, 
Maine. 

DBUGS   OFTEN   GIVEN 

The  study  concludes  that  treatment  of  disruptive  prisoners  in  New  England 
•usually  amounts  to  little  more  'than  long  periods  of  solitary  confinement.  Such 
prisoners  often  demand  and  get  carelessly  administered  drugs,  the  report  charges. 

Some  of  the  most  disruptive  prisoners  "have  literally  spent  1,000  days  in  con- 
finement or  nearly  1,000  days  in  mental  hospitals,"  says  Dr.  William  Curran,  a 
Harvard  professor  of  legal  medicine  who  led  ithe  study  team. 

His  report  identified  365  New  England  "special  offenders,"  whose  actions  in 
prison — judged  by  a  search  of  records  and  assessments  by  the  study  team  and 
prison  personnel — marks  them  as  "dangerous  and  disruptive." 

This  "demanding"  minority  of  inmates — about  11  percent  of  New  England's 
total  adult  male  population  in  maximun  or  medium  security  facilities — takes  from 
50  to  70  percent  of  the  prison  staff's  contact  time  with  all  inmates,  the  report 
states. 

PBIVACY  BIGHTS   CITED 

The  Governor's  Commission  on  Privacy  and  Personal  Data  has  been  asked  by 
Richard  Shapiro,  acting  executive  director  of  the  Prisoners  Rights  Project,  to  see 
if  inmates'  right  of  privacy  was  violated  by  the  study  team's  examination  of 
records  without  their  consent. 

And  'the  fact  that  "political  protest"  was  at  least  partially  involved  in  the 
actions  that  brought  35  percent  of  the  group  their  "disruptive"  label  is  strongly 
criticized  by  Dr.  Matthew  P.  Dumont,  assistant  commissioner  for  drug  rehabili- 
tation in  the  Massachusetts  Department  of  Mental  Health. 

Dr.  Dumont,  who  made  the  "warehouse"  reference,  sees  a  "dangerous  possi- 
bility that  political  activists,  organizers,  and  protesters  in  prison  will  be  seen  as 
'special  offenders'  who  require  massive  and  highly  professionalized  forms  of 
control." 

He  says  he  fears  that  prisoners  in  a  regional  prison  "will  be  treated  as  the 
subjects  of  behavior  control  experiments." 

PBOTOTYPE   SEEN 

Dr.  Curran  cites  a  controversial  program  for  federal  prisoners  in  Springfield, 
Mo. 

In  that  program,  a  "difficult  prisoner" — sent  to  Springfield  involuntarily — is 
initially  kept  in  a  cell  with  only  a  small  window  in  a  solid  door. 
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If  he  behaves,  he  is  let  out  for  gradually  longer  periods,  and  later  allowed  to 
work  in  a  prison  factory.  If  he  causes  trouble,  however,  he  can  be  forced  to  start 
the  progression  all  over  again.  . 

Dr.  Curran  says  he  would  like  to  see  a  "voluntary"  program  used  m  New  Eng- 
land. He  recommends  controlled  us.  of  dii.s,  noting  that  must  disruptive 
prisoners  in  New  England  already  demand  and  get  drugs. 


[From  Psychology  Today,  May  1974,  pp.  59-69] 

The  Pacification   of  the  Brain 

(By  Stephen  L.  Chorover) 

To  suppress  violent  people,  surgeons  now  burn  the  brain's  fragile  centers.  A 
neuroscientist,  reviewing  the  scientific  evidence,  reports  the  operation's  side- 
effects  on  monkeys:  they  lost  their  grip  on  reality,  became  deranged,  and  di- 
rected their  sexual  activity  toward  a  wide  variety  of  animate  and  inanimate 
objects.  By  treating  antisocial  behavior  as  an  individual  matter,  he  says,  we 
ignore  the  larger  pressures  of  society  and  enter  the  brain  at  the  patient's  peril. 
Biologists  and  behavioral  scientists  stand  today  where  nuclear  physicists  stoud 
almost  30  years  ago.  In  1945,  developments  in  nuclear  physics  led  to  the  atomic 
bomb,  and  ushered  in  a  new  world  of  ethical  and  social  problems.  During  the 
past  few  decades,  developments  in  the  behavioral  sciences  have  spawned  a 
wide-ranging  psychotechnology,  a  varied  arsenal  of  tools  and  techniques  for  pre- 
dicting and  modifying  human  behavior.  Like  thermonuclear  technology,  psycho- 
technology is  complex  and  controversial.  Its  development  and  deployment  raise 
problems  that  we  can  no  longer  afford  to  ignore. 

Psychosurgery  is  a  particularly  controversial  form  of  psychotechnology.  Also 
known  as  "psychiatric  neurosurgery,"  "mental  surgery,"  "functional  neurosur- 
gery," and  "sedative  neurosurgery,"  it  is  brain  surgery  performed  to  alter 
thoughts,  social  behavior  patterns,  personality  characteristics,  emotional  reac- 
tions, or  other  aspects  of  subjective  experience  in  human  beings.  However,  it 
does  not  encompass  brain  surgery  directed  at  treating  specific  kinds  of  neuro- 
pathology (e.g.,  tumors  and  strokes)  or  disorders  of  movement  (e.g.,  tremors 
and  paralysis). 

The  proponents  of  psychosurgery  claim  that  certain  mental  illnesses,  behav- 
ior disorders,  and  emotional  disturbances  can  be  treated  by  surgically  destroy- 
ing particular  brain  regions.  Some  of  its  more  outspoken  advocates  have  gone 
as  far  as  to  suggest  that  psychosurgery  ought  to  be  used  to  control  the  behav- 
ior of  criminals  and  other  social  deviants.  M.  Hunter  Brown,  a  California  psy- 
chosurgeon,  has  pointed  out  the  supposed  cost  benefits :  "Each  violent  young 
criminal  incarcerated  from  20  years  to  life  costs  taxpayers  perhaps  $100,000. 
For  roughly  $6,000,  society  can  provide  medical  treatment  [i.e.,  psychosurgery] 
which  will  transform  him  into  a  responsible,  well-adjusted  citizen." 

Instead  of  summarizing  the  legal  and  ethical  issues  raised  by  the  use  of  psy- 
chosurgery as  a  treatment  for  violence,  I  wish  to  focus  here  upon  its  pur- 
ported scientific  basis.  I  will  examine  whether  psychosurgery  is  a  threapeutic 
procedure  in  which  specific  benefits  for  the  patient  reliably  follow  the  produc- 
tion of  brain  lesions,  or  an  experimental  procedure  with  consequences  that  are 
unpredictable  and  may  be  disastrous. 

SICK    MINDS,    SICK   BRAINS 

Since  ancient  times,  physicians  have  known  that  there  is  a  relationship  be- 
tween the  brain  and  the  mhid.  and  that  brain  injury  or  disease  may  be  accom- 
panied by  dramatic  and  debilitating  changes  in  the  afflicted  person's  mental  life. 

During  the  19th  century,  the  idea  took  hold  that  mental._disease  was  synony- 
mous with  brain  disease,  and  that  Hie  disturbed  or  disturbing  behavior  of  cer- 
tain people  had  its  origins  in  the  derangement  of  specific  brain  organs.  All 
that  remained  to  prompt  the  birth  of  psychosurgery  was  for  someone  to  get 
the  idea  of  abolishing  troublesome  behavior  by  selectively  destroying  the  of- 
fending brain  organ. 

In  the  first  published  account  of  psychosurgery,  in  1891,  Gottlieb  Burck- 
hardt,  supervisor  of  an  insane  asylum  at  Prefargier,  Switzerland,  justified  the 
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destruction  of  brain  tissue  in  psychotic  patients  by  arguing  that  ",  .  .  our  psy- 
chological existence  is  composed  of  single  elements,  which  are  localized  m 
separate  areas  of  the  brain."  Burckhardt  thought  that  the  excitement  and  impul- 
sivity  of  his  patients  resulted  from  an  excess  of  neural  activity  originating  in 
the  cerebral  cortex ;  if  one  removed  appropriate  parts  of  the  cortex,  one  would 
remove  the  pathological  impulses. 

Burckhardt  operated  on  six  patients,  with  poor  results.  One  patient  died, 
and  although  the  survivors  purportedly  were  peaceful  and  easier  to  manage  on 
the  wards,  they  continued  to  exhibit  psychotic  symptoms,  Burckhardt  was  not 
discouraged,  and  he  urged  his  colleagues  to  "tread  the  path  of  cortical  extirpa- 
tion." But  he  faced  vigorous  opposition  by  a  large  segment  of  the  medical 
community,  and  it  was  to  be  almost  another  half  century  before  another  psycho- 
surgeon  appeared  on  the  scene  to  claim  he  had  tread  the  path  with  success. 

INDIFFERENT   MONKEYS 

In  1935,  at  the  International  Congress  of  Neurology,  two  American  brain 
researchers,  Carlyle  F.  Jacobsen  and  John  F.  Fulton,  reported  that  they  had 
destroyed  the  prefrontal  regions  of  the  brain  in  monkeys  and  chimpanzees.  The 
animals  showed  marked  deficits  in  learning  and  memory,  as  well  as  a  host  of 
other  drastic  behavioral  changes.  In  several  cases,  bilateral  frontal  lobe  lesions 
made  the  animals  strikingly  indifferent  to  stimuli  that  previously  had  pro- 
voked extreme  agitation  and  frustration. 

In  the  audience  was  a  Portuguese  neurologist,  Antonio  Egas  Moniz.  He  rose 
to  ask  if  it  would  not  be  possible  to  relieve  anxiety  in  man  by  surgical  means. 
Fulton  was  shocked  by  this  proposal,  but  Moniz  was  undeterred.  He  returned 
to  Portugal  convinced  of  the  similarity  between  Jacobsen  and  Fulton's  descrip- 
tion of  animal  behavior  and  the  querulous  and  agitated  state  of  many  chroni- 
cally hospitalized  mental  patients.  And  he  became  determined  to  surgically 
modify  the  mental  life  of  obsessed  and  melancholic  patients,  through  the  oper- 
ation that  came  to  be  known  as  prefrontal  leucotomy  or  lobotomy. 

In  their  first  operation,  Moniz  and  his  colleague  Almeida  Lima  used  injec- 
tions of  alcohol  to  coagulate  certain  fiber  tracts  running  between  the  frontal 
lobes  and  other  parts  of  the  brain.  Within  a  short  period  of  time,  however, 
they  abandoned  this  technique  in  favor  of  cutting  the  fibers  with  a  special 
knife  called  a  leucotome,  which  they  inserted  through  a  small  opening  drilled 
in  the  skull.  During  a  10-week  period  in  late  1935,  Moniz  and  Lima  performed 
20  leuctomies. 

Moniz  claimed  that  seven  of  his  patients  were  "cured''  by  the  surgery,  and 
that  another  eight,  who  had  previously  been  violent  and  agitited,  became'  calm, 
tractable,  and  generally  easier  to  manage.  He  described  his  cases  with  a  minimum 
of  critical  detail  and  a  large  measure  of  selfpr:ise.  hailing  the  advent  of 
leucotomy  as  "a  great  step  forward  ...  in  the  study  of  psychic  functions  on 
an  organic  basis  .  .  .  [with]  both  cures  and  improvements,  but  no  failures  to 
make  us  draw  hack." 

Like  Burckhardt  before  him.  and  like  many  of  his  psychosurgical  successors, 
Moniz  was  anxious  to  give  his  procedures  the  semblance  of  scientific  validity. 
But  the  fact  remains  that  from  the  start,  prefrontal  lobotomy  could  be  justified 
only  by  ignoring  the  evidence  from  animal  experiments,  that  the  destruction 
of  frontal-lobe  tissues  led  to  a  wide  range  of  disabling  behavioral  effects. 

DAMAGED    PEOPLE 

As  long  as  prefrontal  lobotomies  were  performed  mainly  on  chronically 
hospitalized  psychotics,  untoward  side  effects  were  difficult  to  recognize. 
Eventually,  however,  the  operation  became  so  popular  that  it  was  in  use 
throughout  the  world,  not  only  on  psychotic  patients,  but  also  on  so-called 
psychoneurotics,  and  individuals  with  psychosomatic  complaints.  With  surgical 
candidates  coming  increasingly  from  hss-di  spurned  segments  of  the  general 
population,  the  occurrence  of  untoward  side  effects  became  more  apparent.  As 
one  might  have  expected  from  a  careful  reading  of  the  original  Jacobsen  and 
Fulton  report,  prefrontal  lobotomy,  even  in  the  hands  of  an  expert  craftsman, 
often  rendered  the  patient  not  only  calm,  but  apathetic,  irresponsible  and  asocial. 
The  operation  could  blunt  a  patient's  intellect,  impair  judgment,  and  reduce 
creativity.  In  some  cases,  complex  metabolic  changes  led  to  wasting  of  the  body, 
weakness,  coma,  and  finally  death. 
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Some  estimates  suggest  that  as  many  as  70,000  prefrontal  lobotomies  were 
performed  in  the  United  States  and  Britain  from  the  mid-'30s  to  the  mid-'SOs. 
The  acknowledged  dean  of  American  lobotomists,  the  late  Walter  Freeman, 
revealed  before  his  retirement  that  he  personally  had  performed  more  than  3,500 
lobotomies.  But  by  the  end  of  the  1950s,  most  of  the  psychiatric  community 
had  lost  its  enthusiasm  for  the  operation.  Mounting  concern  over  bad  results, 
counled  with  fh»  rrrowing  ivwnlarltv  of  alternative  treaf merits  (such  as  drugs 
and  electroshock)  brought  psychosurgical  practice  to  a  virtual  halt. 

THE    MODERN    ERA 

During  the  past  20  years,  however,  a  new  generation  of  psychosurgeons  has 
emerged.  On  the  whole,  these  surgeons  are  willing  to  acknowledge  that  their 
predecessors  exhibited  excessive  enthusism  and  obtained  poor  results.  But 
most  do  not  question  the  validity  of  a  surgical  attack  upon  the  mind.  On  the 
contrary,  they  seem  no  less  convinced  than  their  predecessors  of  the  scientific 
justification  and  therapeutic  efficacy  of  the  entire  enterprise.  For  them,  the 
excesses  of  the  past  were  due  not  to  faulty  reasoning,  or  a  failure  to  heed 
unfavorable  evidence,  but  rather  to  technical  crudity. 

Many  psychosurgeons  today  point  with  pride  to  technical  developments  that 
allgedly  make  their  operations  more  powerful  and  reliable.  They  claim  that 
with  new  and  more  sophisticated  methods,  they  can  effect  remarkably  specific 
cures,  without  inducing  any  disturbing  side  effect.  While  psychosurgery  may 
not  lead  invariably  to  a  worsening  of  the  patient's  condition.  I  believe  that  im- 
provements are  far  from  assured,  despite  the  resort  to  new  techniques  and  tar- 
gets. Moreover,  I  believe  the  claims  of  these  psychosurgeons  remain  grossly  ex- 
aggerated and  at  variance  with  much  that  we  now  know  about  the  relations 
between  brain  function  and  behavior.  Let  us  look  briefly  at  the  techniques  and 
targets  in  question. 

The  relative  inaccessibility  of  structures  deep  within  the  brain  posed  a  seri- 
ous problem  for  early  psychosurgeons.  Encased  within  its  solid  cranial  vault, 
the  brain  is  relatively  impervious  to  surgical  assault.  Even  when  the  skull  is 
partially  removed,  the  cerebral  hemispheres  that  lie  exposed  comprise  only  a 
small  and  superficial  portion  of  the  entire  brain  volume.  Hidden  beneath  them 
is  a  vast  and  incredibly  complex  system  of  cells,  fibers,  blood  vessels  and  neu- 
tral networks.  One  cannot  gain  direct  access  to  these  deeper  regions,  without 
mutilating  the  overlaying  areas  in  the  process. 

NEW   TECHNIQUES 

To  solve  this  problem,  students  of  animal  brain  function  developed,  around 
the  turn  of  the  century,  a  method  that  came  to  be  called  sterotaxic  brain  sur- 
gery. This  method  permits  a  surgeon  to  identify  the  location  of  a  particular 
point  within  the  brain  in  terms  of  three  coordinates,  using  anatomical  land- 
marks on  the  head's  surface  as  reference  points.  Sets  of  maps,  or  sterotaxic 
brain  atlases,  are  now  available  for  many  species,  including  human  beings. 
After  determining  the  coordinates  of  a  particular  brain  region  from  the  appro- 
priate atlas,  the  surgeon  positions  the  subject's  head  within  the  working  field 
of  a  special  stereotaxic  instrument.  He  can  then  direct  probes  or  electrodes 
comprised  of  fine  insulated  wires  toward  the  intended  target,  through  a  small 
hole  drilled  in  the  skull.  It  is  possible  to  leave  the  probes  in  place  within  the 
brain  for  extended  periods  of  time,  with  little  discomfort  to  the  subject,  by  se- 
curing the  shafts  of  the  probes  to  the  surface  of  the  skull. 

One  in  place,  the  electrodes  may  serve  several  purposes.  First,  by  using 
electronic  amplifiers  and  other  equipment,  one  can  record  the  ele°M"ai  sig^a's 
arising  from  the  region  of  the  brain  near  the  uninsulated  electrode  tips.  Al- 
though one  cannot  be  sure  that  such  signals  originate  in  the  immediate  vicin- 
ity, grossly  abnormal  patterns  of  electrical  activity  often  indicate  disordered 
functioning  near  the  electrode  tip,  or  in  a  brain  region  functionally  related  to 
it. 

Second,  by  passing  a  weak  electric  current  through  the  electrode  and  into 
the  brain,  one  can  stimulate  the  tissue  in  th  evicinity  of  the  electrode  tip.  fre- 
quently this  seems  to  produce  a  particular  kind  of  behavioral  response  in  the 
patient.  Although  such  behavior  may  be  only  remotely  related  to  the  response 
patterns  normally  associated  with  the  brain  region  in  question,  stimulation  ex- 
periments have  figured  prominently  in  recent  atempts  to  learn  more  about 
how  brain  functions  are  organized. 
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Third,  by  passing  stronger  currents  through  the  implanted  electrode,  a  sur- 
geon can  destroy  the  tissue  in  the  vicinity  of  the  electrode  tip.  Thus  psycho- 
surgeons  can  produce  lesions  in  parts  of  the  brain  that  were  formerly  inaccessible. 

Psychosurgeons  have  recently  introduced  yet  another  technique,  drawn  from 
the  world  of  modern  electronic  communications.  Miniaturized,  wireless  teleme- 
try systems  make  it  possible  to  transmit  signals  between  an  electrode  implanted 
in  the  brain  of  a  freely-moving  patient,  and  a  stimulating  or  recording  device 
located  some  distance  away.  This  means  that  the  person  in  control  of  the  telem- 
etry system  can  unobtrusively  monitor  or  manipulate  the  brain  activity  and 
behavior  of  an  otherwise  unrestrained  individual. 

NEW    TARGETS 

The  advent  of  stereotaxic  psychosurgery  has  stimulated  interest  in  new  tar- 
gets within  the  brain.  The  major  focus  of  attention  has  shifted  from  the  fron- 
tal lobes  to  the  limbic  system.  This  system  includes  certain  "primiiive" 
portions  of  the  cerebral  cortex  (the  hippocampus,  hippocampal  gyrus,  and  cin- 
gulate  gyrus),  and  also  a  number  of  deeper-lying  structures  with  which  they 
have  primary  connections  (the  amygdala,  septal  nuclei,  anterior  thalamic  nu- 
clei, and  hypothalamus).  Overlying  the  limbic  system,  especially  in  primates 
(including  man)  is  the  enormous,  mushrooming  neocortex,  with  which  most 
brain  scientists  associate  our  "higher"  cognitive  ability. 

Loosely  speaking,  then,  the  limbic  system  occupies  an  intermediate  position 
between  the  lower  and  higher  parts  of  the  brain.  It  seems  ideally  situated  to 
receive,  transform  and  transmit  signals  passing  between  the  older  brain  struc- 
tures, which  are  involved  in  stereotyped  behavior  and  visceral  ("gut")  and 
glandular  responses,  and  the  newer  structures,  which  involve  sensation,  percep- 
tion, thought,  language,  and  other  complex  social  acts.  As  one  long-time  stu- 
dent of  the  brain  has  put  it,  in  the  limbic  system  lie  possible  mechanisms  by 
which  "the  brain  transforms  the  cold  light  with  which  we  see  into  the  warm 
light  which  we  feel." 

Finally,  limbic-system  mechanisms  seem  to  contribute  to  a  person's  sense  of 
individuality  and  concepts  of  reality.  They  mediate  emotional  feelings  that  ul- 
timately guide  behavior  required  for  self-preservation  and  the  preservation  of 
the  species. 

What  happens  when  these  critical  structures  are  injured  or  destroyed?  As  in 
the  case  of  prefrontal  lobotomy,  we  find  an  early  and  portentious  answer  in 
experiments  on  laboratory  animals. 

DERANGED    MONKEYS 

In  1937,  Heinrich  Kluver  and  Paul  C.  Bucy  reported  that  they  had  destroyed 
the  temporal  lobes  and  parts  of  the  limbic  system  in  rhesus  monkeys.  After 
the  operations,  they  observed  striking  derangements  in  the  behavior  of  the 
monkeys,  including  difficulty  in  recognizing  objects,  increased  sexual  activity 
directed  toward  a  wide  variety  of  animate  and  inanimate  objects ;  and  a  com- 
pulsive orality  that  caused  the  monkeys  to  place  both  food  and  nonfood  objects 
repeatedly  in  their  mouths. 

There  were  two  other  important  effects.  Although  these  monkeys  had  pre- 
viously been  fearful,  wild,  and  difficult  to  handle,  after  the  operation  they  be- 
came quite  tame.  They  also  appeared  unable  to  inhibit  responses  leading  to 
painful  consequences,  often  exposing  themselves  to  threatening  or  injurious  sit- 
uations. In  a  film  that  Kluver  made,  an  operated  moneky  placed  the  lighted 
end  of  a  cigarette  in  its  mouth,  quickly  threw  it  down  when  he  was  burned, 
and  then  repeated  the  same  painful  act  several  times  again  in  rapid  succession. 

Th^>  "K'uver-Bu^h  syndrome"  d°mr>n<stratpd  that  temporal  lobe  structures  are 
involved  in  a  wide  range  of  behavioral  activities.  Its  dramatic  features  soon 
induced  other  investigators  to  pursue  similar  studies.  For  our  purposes,  the 
most  important  subsequent  discovery  was  that  in  many  species,  several  of  the 
more  severe  emotional  aspects  of  the  syndrome  could  be  produced  by  lesions 
restricted  to  one  part  of  the  limbic  system,  the  amygdala. 

In  one  study.  Arthur  King  and  several  colleagues  performed  amygdalotomies 
on  monkeys  that  had  been  living  in  a  freeranging  colony.  In  the  laboratory, 
most  of  the  operated  animals  seemed  to  become  less  aggressive,  and  friendlier 
toward  their  human  handlers.  Of  course,  this  result  was  exactly  what  one 
would  predict  on  the  basis  of  Kluver  and  Bucy's  original  findings.  But,  when 
the   animals    rejoined    their   old    troop  in   the    wild,    a   very   different   picture 
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began  to  emerge.  Although  they  had  exhibited  increased  friendliness  toward 
their  human  captors,  they  appeared  confused  and  fearful  among  their  former 
friends  and  relations.  When  other  troop  members  approached  in  a  neutral  and 
nonthreatening  way,  the  amygdalotomized  animals  would  usually  cower  or  flee. 
Conversely,  when  a  dominant  member  of  the  group  made  a  threatening  gesture, 
an  altered  animal,  which  would  otherwise  have  adopted  a  submissive  posture, 
would  instead  display  an  unseemly  degree  of  insubordination,  it  would  attempt 
to  attack  the  dominant  animal,  and  thereby  invite  a  predictable  and  often  ter- 
rible beating. 

All  in  all,  the  amygdalotomized  monkeys  were  incapable  of  coping  with  the 
complexities  of  social  life  in  their  normal  environment.  This  incapacity  caused 
them  to  become  social  isolates.  Eventually  they  all  died,  either  from  starvation 
or  from  attacks  by  predators. 

The  results  of  these  animal  experiments  suggest  that  no  single  part  of  the 
limbic  system  is  concerned  with  only  a  single  aspect  of  behavior.  They  should 
make  us  skeptical  about  the  claim  that  specific  therapeutic  effects  are  attaina- 
ble by  destroying  the  amygdala  or  various  other  parts  of  the  limbic  system. 
Since  we  have  devoted  our  attention  to  the  effects  of  amygdalotomy  upon  be- 
havior in  nonhuman  primates,  let  us  now  focus  on  destructive  lesions  in  the 
amygdalas  of  human  beings. 

EXCISING  VIOLENCE 

In  a  previous  PT  article  I  pointed  out  that  some  psychosurgeons  have  sug- 
gested the  existence  of  a  causal  link  between  brain  disease  and  social  violence, 
and  have  advocated  psychosurgery  as  a  scientifically  valid  and  therapeutically 
successful  treatment  for  human  beings  whom  they  perceive  as  exhibiting  "poor 
control  of  violent  impulses."  In  that  connection.  I  referred  to  a  book  called 
Violence  and  the  Brain,  in  which  Vernon  H.  Mark  and  Frank  R.  Ervin  describe 
their  use  of  bilateral  amygdalotomy  with  people  who  were  allegedly  suffering 
from  episodes  of  unprovoked  and  uncontrollable  violence  due  to  limbic  brain 
disease.  Since  that  article  was  not  primarily  concerned  with  psychosurgery.  I 
was  content  to  state  my  conviction  that  Mark  and  Ervin's  arguments  have 
many  logical  and  scientific  shortcomings.  Nor  did  I  attempt  to  substantiate 
my  belief  that  the  book  fails  to  provide  the  reader  with  clear  and  self-critical 
accounts  of  the  cases  reported. 

In  the  book,  Mark  and  Ervin  described  most  of  their  patients  as  not  only 
disturbed  and  impulsively  violent,  but  also  as  suffering  from  some  form  of  epi- 
lepsy. It  is  their  contention  that  in  most  of  these  cases,  the  violent  behavior 
was  not  only  irrational  and  unprovoked,  but  was  also  directly  traceable  to 
brain  disease.  They  assert,  furthermore,  that  in  most  cases,  their  patients'  be- 
havioral problems  were  substantially  alleviated  by  an  amygdalotomy  or  other 
form  of  limbic-system  psychosurgery. 

In  attempting  to  evaluate  these  claims,  it  should  be  noted  at  the  outset  that 
here  has  long  been  a  popular  belief  in  a  connection  between  epilepsy  and  vio- 
lence. The  common  phrase,  "a  fit  of  anger"  nicely  epitomizes  this  view.  But 
several  clinical  studies  that  have  dealt  with  this  question  have  failed  to  con- 
firm this  belief.  A  compreehnsive  review  of  the  question,  sponsored  by  the  Na- 
tional Institute  of  Neurological  Diseases  and  Stroke,  concluded  that  ".  .  .  the 
best  generalization  is  that  violence  and  aggressive  acts  do  occur  in  patients 
with  temporal  lobe  epilepsy  but  are  rare,  perhaps  no  higher  than  in  the  gen- 
eral population." 

Bearing  in  mind  that  the  existence  of  a  relationship  between  epilepsy  and 
violence  remains  an  open  question,  let  us  consider  closely  one  of  Mark  and 
Ervin's  most  highly  touted  cases,  "Thomas  R." 

COURTESY  AND  RAGE 

Mark  and  Ervin  introduce  Thomas  as  "a  brilliant.  34-year-old  engineer  with 
several  important  patents  to  his  credit."  They  say  his  manner  was  ".  .  .  quiet 
and  reserveel.  and  he  was  both  courteous  and  sympathetic."  They  say  further 
that  "he  was  an  extremely  talented,  inventive  man,  but  his  behavior  at  times 
was  unpredictable  and  even  frankly  psychotic." 

In  this  connection,  they  allege  a  prolonged  history  of  violence  that  included 
spells  of  rage,  "sometimes  directed  at  his  co-workers,  and  friends,  but  .  .  . 
mostly  expressed  toward  bis  wife  and  children."  They  report  that  Thomas  was 
"very  paranoid,  and  harbored  grudges  which  eventually  produced  an  explosion 
of  anger."  They  say  that  in  a  conversation  with  his  wife,  "he  would  seize  upon 
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some  innocuous  remark  and  interpret  it  as  an  insult.  At  first,  he  would  try  to 
ignore  what  she  had  said,  but  could  not  help  brooding,  and  the  more  he 
thought  about  it,  the  surer  he  felt  that  his  wife  no  longer  loved  him  and  was 
'carrying  on  with  a  neighbor.'  Eventually  he  would  reproach  his  wife  for  these 
faults,  and  she  would  hotly  deny  them.  Her  denials  were  enough  to  set  him  off 
into  a  frenzy  ol  violence."  Mark  and  Ervin  say  that  he  also  experienced  pe- 
riods of  confusion  and  hallucination,  but  "Thomas'  chief  problem  was  his  vio- 
lent rage." 

Mark  and  Ervin  report  that  prolonged  psychiatric  treatment  had  not  im- 
proved the  patient's  behavior,  and  that  the  referring  psychiatrist  felt  Thomas' 
spells  of  rage  represented  an  unusual  form  of  temporal  lobe  seizure.  According 
to  Mark  and  Ervin,  an  electroencephalogram  revealed  electrical  brain  activity 
often  indicative  of  epilepsy,  and  further  tests  indicated  the  presence  of  other 
brain  abnormalities. 

What  happened  next  is  best  described  in  Mark  and  Ervin's  own  words,  from 
a  1968  report : 

"After  a  futile  attempt  to  control  his  seizures  and  violence  with  a  wide  range 
of  pharmacological  agents,  chronic  temporal  lobe  electrodes  were  implanted 
in  his  amygdala. 

"Over  a  period  of  weeks,  repeated  stimulation  and  recordings  were  carried 
out  to  find  the  optimal  site  for  destructive  lesions. 

"It  is  of  interest  that  stimulation  in  the  medial  portion  of  the  left  amygdala 
nucleus  produced  a  feeling  of  'going  wild'  and  'I'm  losing  control.'  On  the  other 
hand,  stimulation  in  the  lateral  amygdala,  three  millimeters  away,  repeatedly 
produced  a  sensation  of  hyper-relaxation.'  a  feeling  of  'detachment,'  just  like 
an  injection  of  'Demerol,'  'just  the  antithesis  of  my  spells.' 

"In  his  usual  state,  this  patient  was  keenly  aware  of  the  slightest  personal 
insult  or  threat  and  his  response  was  often  sudden  or  violent.  Under  the  effects 
of  lateral  amygdala  stimulation,  he  showed  bland  acquiescence  to  the  suggestion 
that  the  medial  portion  of  his  temporal  lobe  was  to  be  destroyed.  This  suggestion, 
under  ordinary  circumstances,  would  provoke  wild,  disordered  thinking.  Indeed, 
eight  to  10  hours  after  stimulation  had  been  completed,  and  coincident  with  the 
disappearance  of  his  detached  and  hyper-relaxed  feeling,  he  became  wild  and 
unmanageable  and  protested  vigorously  against  any  destructive  lesions  in  his 
amygdala."  According  to  Mark  and  Ervin's  account,  it  took  "many  weeks  of 
patient  explanation,  and  a  near  social  tragedy"  (not  otherwise  explained), 
before  Thomas  accepted  bilateral  amygdala  lesions. 

In  any  event,  the  1968  report  continues:  "[The  lesions]  were  carried  out 
sequentially,  and  he  has  not  suffered  a  generalized  rage  attack  in  the  six  months 
following  his  last  amygdala  lesion."  In  Violence  and  the  Brain,  published  two 
years  later,  they  devoted  twice  as  many  sentences  to  the  same  point :  "Four 
years  have  passed  since  the  operation,  during  which  time  Thomas  has  not  had 
a  single  episode  of  rage.  He  continues,  however,  to  have  an  occasional  epileptic 
seizure  with  periods  of  confusion  and  disordered  thmk'ng." 

The  reader,  recalling  the  original  claim  that  "Thomas'  chief  problem  was  his 
violent  rage,"  might  conclude  that  amygdalotomy  has  effected  a  specific  cure. 
The  rage  allegedly  is  gone,  the  other  symptoms  remain  essentially  unchanged, 
and  there  are  no  permanent,  postoperative  side  effects.  In  light  of  the  devas- 
tating effects  of  amygdalotomy  in  monkeys,  Mark  and  Ervin's  reports  of  suc- 
cess with  Thomas  seem  remarkable  indeed.  To  me,  it  is  especially  surprising 
that  the  only  adverse  side  effect  mentioned  in  any  of  the  reports  I  examined  is 
temporary  impotence. 

Prior  to  his  operation,  Thomas  was  a  married  man  who  supported  his  family 
through  bis  work  ps  an  engineer.  Is  he  still  married?  Is  he  employed?  What  are 
his  present  circumstances  and  future  prospects?  Unfortunately,  Mark  and 
'Ervin's  brief  descriptions  are  silent  on  these  and  many  other  questions. 

ANOTHER    VIEW 

There  is,  however,  some  independent  information  about  Thomas  now  avail- 
able from  other  sources.  For  example,  a  psychiatrist  and  well-known  critic  of 
psychosurgery,  Peter  R.  Breggin.  has  conducted  his  own  inquiry  and  pub'ished 
some  of  his  findings  regarding  this  case.  Breggin  claims  to  have  interviewed 
Thomas  and  his  relatives,  reviewed  the  hospital  charts,  and  discussed  the  case 
with  several,  involved  individuals.  In  recent  months,  I  have  obtained  additional 
information  to  supplement  Breggin's  material. 
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According  to  Breggin,  Thomas  was  continuously  employed  through  December 
196r)  That  year,  he  began  to  have  serious  marital  problems,  and  visited  his 
wife;s  psychiatrist.  The  psychiatrist  has  told  Breggin  in  a  telephone .interview 
that  although  Thomas'  wife  was  indeed  afraid  of  him,  the  psychiatrist  could 
remember  no  actual  harm  done  to  her.  Breggin  says,  '•[The]  psycmatnst  re- 
members that  Thomas  was  depressed,  but  not  sufficiently  depressed  to  warrant 
electroshock  or  drugs.  His  memory  is  entirely  consistent  with  the  hospital  rec- 
ords which  report  no  hallucinations,  delusions,  paranoid  ideas,  or  signs  of  dif- 
ficulty with  thinking.  In  the  charts,  his  most  serious  psychiatric  diagnosis  is 
'personality-pattern  disturbance'  [a  classification]  reserved  for  mild  problems 
with  no  psychotic  symptomatology."  .\n*0         ^-,   « 

Thomas  worked  intermittently  during  the  early  months  of  1966,  until  the 
first  of  his  diagnostic  hospitalizations  at  Massachusetts  General  Hospital,  on 
March  11,  1966.  Breggin  says  that  the  hospital  charts  indicate  Thcmas  had 
never  been  in  trouble  at  work  or  elsewhere  for  aggressive  behavior.  During  his 
four  diagnostic  hospitalizations,  according  to  Breggin,  Thomas  "was  never  re- 
strained, never  forced  into  a  locked  ward,  or  in  any  way  treated  as  a  danger- 
ous man."  Breggin  says  that  the  first  violent  reactions  he  saw  in  the  records 
were  those  that  occurred  when  Mark  and  Ervin  proposed  to  make  lesions  in 
Thomas'  brain. 

Apparently  Thomas  was  uneasy  about  the  diagnostic  procedures  he  was  un- 
dergoing. At  one  point  he  referred  to  the  tests  as  science  fiction,  and  wrote  to 
his  mother  that  he  would  spare  her  the  details.  But  by  October  1966,  he  had 
had  multiple  electrodes  implanted,  and  his  mother  received  a  telegram  from 
the  hospital  informing  her  that  her  son  was  recovering  well  from  the  "minor 
surgical  operation"  (to  implant  the  electrodes)  and  was  in  gcod  condition. 

According  to  Breggin's  account,  the  electrodes  remained  in  place  until  Au- 
gust 1,  1967.  During  the  nine-month  period  when  the  stimulation  experiments 
and  brain  lesions  were  being  performed,  Thomas'  wife  served  d'voree  pape  s  to 
him  in  the  ward.  She  eventually  married  the  neighbor  about  whom  Thomas 
had  been  so  concerned. 

On  August  27,  1987,  Thomas  left  the  hospital  in  the  care  of  his  mother  and 
moved  to  her  home  in  California.  Within  a  short  time,  it  became  clear  that  he 
was  socially  confused  and  unable  to  cope  with  the  complexities  of  normal  life. 
He  was  picked  up  by  the  police  in  a  nearby  city,  and  on  November  20  he  en- 
tered a  Veterans  Administration  hostutal.  It  was  the  first  psychiatric  hospitali- 
zation of  his  life.  He  was  hallucinating  delusional  and  confused,  and  he 
wound  up  on  a  locked  ward  under  heavy  doses  of  medication. 

During  this  time  the  V.A.  physicians  apparently  did  not  have  access  to  bis 
previous  medical  records,  and  thrs  did  not  recognize  the  realistic  basis  of  his 
delusions.  Breggin  ouotes  a  passage  in  the  discharge  summary  of  May  22, 
1968 :  "Patient  stated  that  .  .  .  Massachusetts  General  Hospital  were  Ts'c]  con- 
trolling him  by  creating  lesions  in  his  brain  tissue  by  microwave  and  that  they 
had  placed  electrodes  in  his  brain  tissue  some  time  before.  Stated  that  they 
can  control  v>im,  e~ntro<  his  ninods  and  control  bis  actions,  they  can  turn  him 
up  or  turn  him  down."  Certainly  anyone  with  a  story  like  that  would  appear 
to  be  imagining  things.  The  V.A.  diagnosis  was  "schizophrenic  reaction,  para- 
noid type." 

Only  five  months  after  release  from  the  V.A.  hospital,  Thomas  was  rehospit- 
alized.  Breggin  reports  that  hospital  staff  notes  indicate  he  had  exhibited  the 
first  officially  recorded  episode  of  public  violence  in  his  life.  An  entry  on  Octo- 
ber 28,  1968  says:  "arrested  by  poMce — involved  in  fi^ht,  very  impulsive."  The 
Veterans  Administration  declared  him  to  be  totally  disabled. 

Breggin  asserts  that  at  the  present  time,  Thomas  continues  to  be  confused 
and  delusional;  he  is  unable  to  work,  generally  incan^ble  of  oirins:  for  him- 
self, and  has  been  periodically  rehospitalized  as  assaultive  and  psychotic.  Breg- 
gin claims  that  during  a  recent  confinement  Thomas  walked  about  the  wards 
with  his  head  covered  by  bags,  newspapers  and  rags,  fearful  that  his  brain 
would  be  further  destroyed.  He  quotes  Thomas'  mother  as  saying  that  since 
the  operation.  "The  poor  guy  has  been  almost  a  vegetable  .  .  .  We  know  he 
was  destroyed  by  that  operation." 
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A    VISIT    TO    BOSTON 

There  are  other  sources  of  information  about  Thomas'  postoperative  trou- 
bles, in  August  j.972,  Ernst  Rodin,  a  Detroit  neurosurgeon,  visited  Mark's  proj- 
ect in  Boston.  At  that  time,  Rodin  was  coauthor  of  a  proposal  to  perform  psy- 
chosurgery on  patients  who  were  in  a  state  hospital  because  of  "severe,  un- 
controllable, aggressive  outbursts."  The  purpose  of  his  visit,  as  he  described 
it  in  a  memorandum  he  wrote  shortly  thereafter,  was  "to  obtain  the  most  up- 
to-date  information  on  the  results  of  surgery  for  aggressive  behavior  in  human 
beings." 

Rodin  apparently  hoped  this  new  information  would  strengthen  his  own  pro- 
posal, but  he  found  the  results  of  his  interviews  "quite  disturbing."  After  ques- 
tioning Ira  Sherwin,  a  neurologist  on  the  project,  Rodin  concluded :  "The  re- 
ports on  the  operated  patients  do  not  jive  exactly  between  Dr.  Sherwin  and 
Dr.  Mark  .  .  .  The  patient  Thomas  R.,  an  enginer  of  high  IQ  .  .  .  is  floridly 
paranoid  and  in  a  V.A.  hospital  in  [a  West-Coast  city].  I  was  told  that  he  will 
never  be  able  to  function  in  society.  Of  physiological  interest,  is  the  fact  that 
Mark  and  Ervin  figure  prominently  in  his  delusional  system,  but  the  delusions 
are  not  aggressively  flavored  and  there  is  no  drive  to  'get  even'  for  what  they 
have  done  to  his  brain." 

Rodin  wrote  that  he  and  Sherwin  had  also  discussed  other  patients,  includ- 
ing those  described  in  Violence  and  the  Brain.  Sherwin  he  R°id,  "was  not 
aware  of  any  genuinely  successful  cases."  As  regards  the  scientific  validity  of 
some  of  Mark  and  Ervin's  results,  Rodin  wrote:  "Sherwin  .  .  .  has  no  faith  in 
the  data.  But  since  his  Neurosurgical  superiors  do  possess  this  faith,  some  of 
the  material  may  appear  in  print." 

This  revealing  memorandum  is  part  of  the  public  record ;  it  was  an  exhibit 
in  a  civil  action  brought  on  behalf  of  the  first  proposed  candidate  for  psycho- 
surgery under  Rodin's  project.  That  important  case  ended  in  a  decision  barring 
experimental  brain  surgery  upon  individuals  involuntarily  confined  in  Michi- 
gan's public  institutions  (see  page  69). 

What,  then,  has  happened  to  Thomas?  Late  in  1973,  a  declaration  was  filed  in 
Massachusetts'  Suffolk  Superior  Court  on  behalf  of  the  patient  known  as 
Thomas  R.  It  charges  that  as  a  result  of  the  surgery  "the  plaintiff  was  perma- 
nently injured  and  incapacitated,  has  suffered  .  .  .  great  pain  of  body  and 
mind,  has  been  required  ...  to  incur  substantial  expenses  for  medical  care 
and  treatment,  and  has  been  permanently  deprived  of  his  earning  capacity  and 
his  ability  to  work.  .  .  ."  At  this  writing,  the  matter  is  still  in  litigation.. 

The  apparent  fate  of  Thomas  R.,  however  pathetic  and  disturbing,  is  wholly 
consistent  with  our  rudimentary  understanding  of  the  brain  and  the  complex- 
ity of  its  functions.  No  brain  activity  occurs  in  isolation,  without  corrected 
activity  in  other  regions.  As  the  complexity  of  behaivor  increases,  so  does  the 
extent  of  interaction  in  the  brain.  Yet  many  psychosurgeons  continue  to  ignore 
these  facts,  in  favor  of  a  pretentious  and  extreme  doctrine  of  brain  localiza- 
tion. 

OPERATING    ON    DEVIANCE 

Proponents  of  this  doctrine  sometimes  attempt  to  use  it  to  justify  a  psycho- 
technological  approach  to  social  conflict.  I  have  already  mentioned  as  a  case  in 
point  the  proposal  to  perform  psychosurgery  on  prisoners.  And,  as  I  have 
argued  elsewhere,  there  are  public  officials  as  well  as  psychotechnologists  for 
whom  the  distance  is  short  from  brain  disease  to  social  disorder,  and  the  pas- 
sage is  swift  from  the  medical  control  of  neurophysiological  problems  to  the 
social  control  of  deviant  individuals  and  groups. 

Psychosurgery  has  been  performed  on  sexual  deviants  and  drug  addicts.  A 
report  of  22  such  cases  from  Germany  was  published  in  1973.  Operations  have 
also  been  performed  on  "hyperactive"  children  in  several  countries  during  the 
past  few  yea^s.  One  psych osurgical  team,  for  exampTe.  recently  reported  re- 
sults of  limbic-system  lesions  made  in  115  children,  including  39  who  were 
under  the  age  of  11.  They  claimed  that  lesions  of  the  cingulnte  gyrus,  amyg- 
dala, and  regions  of  the  hypothalamus,  "proved  to  be  useful  in  the  manage- 
ment of  patients  who  previously  could  not  be  managed  by  any  other  measure." 
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O.  J.  Andy,  a  well-known  psychosurgeon  at  the  University  of  Mississippi,  has 
reported  operations  on  a  number  of  children  six  to  19  years  old.  In  recent  testi- 
mony before  a  Senate  subcommittee,  Andy  said  he  had  performed  13  or  14 
such  operations,  and  that  a  majority  had  produced  "good"  or  "fair"  results. 
He  also  presented  a  few  "brief  case  reports."  Here  is  one  in  its  entirety: 

"A  seven-year-old,  mentally  retarded  child  had  sudden  attacks  of  screaming, 
yelling,  running  and  beating  the  head  against  the  wall.  The  walls  were  ac- 
tually indented  by  the  blows.  Following  thalamotomy  three  years  ago,  the  pa- 
tient did  not  display  the  wild,  aggressive  and  screaming  behavior.  The  improved 
behavior  was  an  enjoyment  for  both  the  child  and  the  parents." 

SHIFTING    THE    EMPHASIS 

Although  the  abusive  deployment  of  psychosurgery  mignt  be  curbed  by  legis- 
lative or  legal  means,  I  think  that  the  most  important  task  before  us  is  to 
develop  alternative  ways  of  perceiving  social  problems.  We  must  learn  to  see 
such  things  as  violence  and  hyperactivity  as  something  other  than  individual 
infirmities.  We  must  understand  that  they  cannot  be  overcome  by  merely  treat- 
ing certain  people  with  the  most  efficient  or  inexpensive  technological  methods 
available.  Finally,  we  must  shift  the  emphasis  in  our  thinking  from  a  preoccu- 
pation with  controlling  individual  deviance  to  the  problem  of  understanding 
the  various  systems  (social,  political,  family)  of  which  both  deviance  and  its 
control  are  interrelated  parts. 

Clearly,  the  age  of  psychotechnology  has  arrived,  and  psychosurgery  is  merely 
its  cutting  edge.  We  must  carefully  examine  the  entire  spectrum  of  psychotech- 
nology, and  begin  to  question  the  basic  ideologies  of  behavioral  prediction,  modi- 
fication and  control.  To  pretend  that  physical  control  of  the  mind  is  merely  a 
futuristic  fantasy  is  plainly  foolish.  To  believe  that  it  can't  happen  here  is  even 
worse.  For  to  deny  the  power  and  political  appeal  of  a  repressive  psychotech- 
nology is  to  expedite  its  encroachment,  and  to  refrain  from  combating  it  is  to 
surrender  our  constitutional  freedom  and  our  human  dignity. 

Stephen  L.  Chorover,  whose  postdoctoral  studies  explored  the  effects  of  brain 
injury  in  human  beings  and  other  primates,  is  professor  of  psychology  and  brain 
science  at  M.I.T.  In  his  first  Psychology  Today  article,  "Big  Brother  and  Psy- 
chotechnology" [October  1973],  he  warned  that  psychosurgery,  drug  therapy, 
and  behavior  modification  have  become  dangerous  tools  for  social  and  political 
repression.  He  is  developing  plans  for  a  continuing  research  project  on  the 
social  impact  of  psychotechnology. 
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BEHAVIOR  MODIFICATION  IN  PRISONS* 

WlLLARD  GAYLIN** 

Helen  Blatte*** 


I.  Introduction 

With  the  very  title  of  this  article,  we  are  in  trouble.  We  are  asked  to 
consider  the  effects  and  purposes  of  a  poorly  defined  process  encom- 
passing a  variety  of  methods — in  an  institution  whose  purposes  are 
undefined  and  whose  reputation  is  bankrupt.  Discretion  therefore  dic- 
tates that,  for  purposes  of  clarity,  we  consider  the  "What"  and  "Whys" 
first,  and  only  then  take  up  the  "Whethers." 

What  is  meant  by  behavior  modification?  A  primary  point  of  con- 
fusion occurs  when,  as  part  of  a  discussion  such  as  this,  behavior 
modification  is  intended  to  refer  to  all  methodologies  for  changing  or 
controlling  behavior,  when  the  term,  "behavior  modification"  is  used 
interchangeably  with  "behavior  control."  To  the  specialists,  however, 
behavior  modification  has  come  to  mean  one  specific  technology  for 
changing  behavior.  Therefore,  when  one  speaks  of  behavior  modifica- 
tion, it  is  necessary  to  indicate  whether  one  means  the  generic  concept 
or  the  specific  technological  term. 

Behavior  modification  in  its  generic  form  has,  of  course,  existed 
throughout  human  history.  By  biological  necessity,  man  is  a  social 
animal.  Because  of  our  ingenuity,  an  individual  after  attaining  adult- 
hood may  live  separated  from  his  fellows;  however  as  a  species  we  are 
dependent  for  survival  on  each  other.  That  being  so,  a  social  structure 
is  not  merely  a  choice,  but  a  necessity  of  survival.  Since  it  is  required 
that  people  live  with  each  other  there  evolves  a  need  for  codes  of  be- 
havior defining  that  which  is  permissible,  and  that  which  is  not.  And  as 
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soon  as  there  are  codes  there  will  be  methods — simple  or  sophisticated, 
explicit  or  implicit — for  encouraging  and  enforcing  desired  behavior 
and  discouraging  or  restricting  the  undesirable.1 

This,  of  course,  is  not  new.  What  is  new  is  the  growing  sophistication 
of  our  knowledge  of  how  to  control  human  behavior.  As  is  true  of  other 
aspects  of  the  biological  revolution,  it  is  the  success  of  science  that  is 
confronting  us  with  new  and  difficult  decisions.  We  are  just  beginning 
to  evaluate  human  motivation  and  development  with  some  precision. 
We  are  beginning  to  understand  some  of  the  psychological  roots  of 
behavior  with,  the  exactness  of  some  of  our  understanding  of  the  physio- 
logical components  of  behavior.  That  which  may  have  been  understood 
intuitively  in  earlier  times  may  now  be  structured,  codified,  and  ex- 
ploited with  a  degree  of  efficiency  not  previously  anticipated. 

Concomitantly  with  our  emergent  understanding  of  human  motiva- 
tion or  what  influences  behavior,  an  increased  technology  to  apply  that 
knowledge  has  been  developed.2  In  recent  years  this  new  knowledge 
of  how  to  control  human  behavior  by  the  manipulation  of  emotions  or 
the  use  of  reward  and  punishment  programs  has  progressed  rapidly. 
It  has  been  augmented  by  the  development  of  drugs  of  a  progressively 
more  specialized  nature;  tranquilizers,  anti-depressants,  relaxants,  and 
fear-inducers.  Now  all  of  this  can  be  supplemented  by  the  potential  for 
direct  electrical  stimulation  of  the  brain  with  its  promise  of  remote 
control  electronic  devices  or  oblative  surgery. 

II.  Why  Behavior  Controls? 

Before  considering  some  of  the  real  problems  that  go  into  the  decision 
of  whether  we  ought  to  permit  or  encourage  various  behavior  control 
techniques  to  be  utilized  in  the  prisons,  it  is  necessary  to  determine  why 
there  is  an  interest  in  these  techniques  and  where  the  legitimization  for 
their  use  lies.  Clearly,  the  major  impetus  for  the  use  of  behavior  modi- 
fication programs  is  the  modern  conception  of  rehabilitation  which 
underlies  our  prison  system.3 

At  one  time  the  prisons  played  only  a  minor  role  in  the  scheme  of 
punishment.  Prisons  were  essentially  vehicles  to  detain  the  individual 


1  See  generally  P.  London,  Behavior  Control  3-32  (1969). 

2  See  M.  Pines,  The  Brain  Changers:  Scientists  and  the  New  Mind  Control 
(1973);  R.  Schwitzgebel  &  R.  Schwitzgebel,  Psychotechnology:  Electronic  Con- 
trol of  Mind  and  Behavior  (1973). 

3Rothman,  Behavior  Modification  in  Total  Institutions:  An  Historical  Overview.  5 
Hastings  Center  Rep.  17  (No.  1,  1975)  [hereinafter  cited  as  An  Historical  Overview]. 
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until  guilt  or  innocence  could  be  established,  or  until  punishment  could 
be  inflicted.4  Types  of  punishment  included,  among  others,  banishment, 
beating,  public  humiliation,  hanging,  mutilation,  and  disfigurement.  In- 
carceration as  a  public  response  to  deviance  began  for  humanitarian 
reasons  in  the  first  decades  of  the  nineteenth  century.5  People  were 
persuaded  that  they  could  design  a  structure  in  which  behavior  modifi- 
cation was  possible.  They  assumed  the  plasticity  of  man  and  were 
optimistic  about  molding  him  into  the  image  they  deemed  ideal,  or  at 
least  acceptable.  Starting  from  the  assumption  that  bad  behavior  was 
the  result  of  a  corrupting  environment,  the  work  farm  was  seen  as  a 
corrective  environment.  The  idea  was  to  take  the  individual  out  of  his 
normal  habitat,  which  must  include  corrupting  friends  and  bad  influ- 
ences, and  put  him  into  what  was  a  kind  of  Puritan  ideal — a  highly 
disciplined,  moralistic  setting  where  corruption  and  the  outside  world 
could  not  intrude.  To  accomplish  this,  the  institutions  were  built  far 
from  population  centers.  Visitors,  being  bad  influences,  were  discour- 
aged, and  inmates  were  kept  as  long  as  it  was  considered  necessary.  The 
evil  of  the  city  was  to  be  cleansed  through  hard  work,  physical  labor, 
and  Spartan  discipline  in  a  country  setting." 

By  1870,  many  began  to  realize  that  the  well-ordered  institutions 
were  not  fulfilling  their  original  charge,  that  prisons  had  become  brutal, 
and  that  the  desired  behavior  changes  were  not  occurring.7  Indeed,  the 
enlarging  prison  system  was  beginning  to  develop  a  reputation  as  a 
criminogenic,  rather  than  a  crime-curing,  environment. *  Nonetheless, 
with  the  vested  interest  in  incarceration,  rather  than  re-examining  the 
basic  premises  or  abandoning  the  institutions,  people  sought  other  ra- 


*  See  generally  H.  Barnes,  The  Repression  of  Crime  84-85  (1926):  D.  Rothman, 
The  Discovery  of  the  Asylum  52-56  (1971)  [hereinafter  cited  as  D.  Rothman]. 

5  For  example,  during  the  middle  of  the  19th  century,  England's  theory  of  punish- 
ment shifted  more  and  more  to  penal  servitude,  as  opposed  to  their  expiring  system 
of  exile.  This  included  requiring  a  minimum  term  of  seven  years  penal  servitude  upon 
conviction  of  a  second  felony.  See  J.  Farrer,  Crimes  and  Punishment  (1880);  H. 
Barnes,  supra  note  4,  at  83-118;  B.  McKelvey,  American  Prisons  1-21  (1936); 
D.  Rothman,  supra  note  4,  at  79-108. 

6  For  contemporary  detailed  accounts  of  early  American  prison  systems,  see  J. 
Cargy,  Thoughts  on  Penitentiaries  and  Prison  Discipline  (1831);  W.  Crawford, 
Report  on  the  Penitentiaries  of  the  United  States  (Patterson  Smith  ed.  1969). 
Japan's  system  emphasized  moral  education  by  requiring  weekly  moral  instruction, 
combined  with  hard  industrial  labor.  India  constructed  work  settlements  for  their  most 
dangerous  prisoners,  where  they  would  work  on  public  works  projects,  subject  to  very 
strict  discipline  and  supervision.  See  J.  Gillin,  Taming  the  Criminal  (1969). 

1  An  Historical  Overview,  supra  note  3,  at  18. 

8  See,  e.g.,  E.  Winfs  &  T.  Dwight,  Report  on  Prisons  and  Reformatories  of  the 
United  States  and  Canada  (Ames  Press  ed.  1973). 
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tionales  to  legitimate  their  continued  existence.  The  -assumption  was 
that  the  founding  ideal  was  sound  and  therefore  it  was  merely  the  func- 
tioning of  the  institution  which  was  inadequate.'1 

During  this  period  rehabilitation  was  abandoned  as  a  goal  and  cus- 
tody was  substituted.  The  argument  was  that  incarceration  served  to 
protect  society  and  represented  a  form  of  punishment  that  was  certainly 
less  barbaric  than  the  more  physical  methods.'" 

Despite  this,  the  moralist  and  reformist  tendencies  were  never  com- 
pletely abandoned.  The  American  mythology  looks  for  reasons  to  be 
optimistic  about  human  nature.  The  infusion  of  psychiatric  and  psycho- 
logical models  in  the  twentieth  century  gave  a  new  impetus  and  a  new 
rationale  to  the  old  ideas  of  reform  and  rehabilitation.  Added  to  the 
cruder  concepts  of  a  corrupting  environment  was  the  more  complex 
idea  of  dynamic  determinism,  of  behavior  that  was  "inevitable.'.'  While 
not^an  exculpation,  this  determinism  was  an  explanation  for  anti-social 
behavior.  While  psychic  determinism  was  not  originally  offered  to  ex- 
cuse the  offender  from  punishment  for  his  actions,  it  made  punishment 
seem  irrational  and  therefore  less  acceptable.11 

It  would  seem  that  one  solution  to  this  problem  would  have  been  to 
abandon  the  principle  of  punishment.  However,  too  many  pressures 
existed,  and  still  exist,  to  permit  this:  the  concern  of  the  populace, 
which  demands  the  isolation  of  certain  types  of  violent  prisoners  for 
society's  protection;  a  sense  that,  somehow  or  other,  punishment  is 
essential  to  deter  a  prisoner  from  repetition  of  his  anti-social  action; 
and  a  feeling  that  punishment  serves  as  a  general  deterrent  to  others.12 
The  problem  was  what  to  do  with  the  deviant  who  was  considered 
maladjusted,  or  even  mentally  ill,  since  one  does  not  presumably  punish 
the  ill.  The  solution  was  ingenious — clothe  the  punishment  in  a  thera- 
peutic rationalization.13 


9  That  punishment  itself  was  beneficial  and  necessary  was  still  accepted.  Philosopher 
Jeremy  Bentham  extolled  the  deterrent  effect  of  incarceration.  See,  <._'.,  Bentham,  An 
Introduction  to  the  Principles  of  Morals  and  Legislation,  in  Bentham  and  Mill,  the 
Utilitarians  (1961)  [hereinafter  cited  as  Bentham];  J.  Bentham,  Principles  of  Penal 
Law,  in  Bentham's  Works  396,  402  (Bowring  ed.  1843).  It  was  being  recognized, 
however,  that  inquiries  into  the  origins  of  crime  were  necessary  and  that  all  offenders 
could  not  be  treated  together;  thus  the  separation  of  adults  and  juveniles.  Radzinowicz 
&  Turner,  A  Study  of  Punishment  1:  Introductory  Essay,  21   Can.  B.  Rj  v.  91    (1943). 

10  D.  Rothman,  supra  note  4,  at  240-57;  E.  Wines  &  T.  Dwight,  supra  note  8. 

o  Cohen,  Moral  Aspects  of  the  Criminal  Law,  49  Yale  L.J.  987,  1012-14  (1940); 
Radzinowicz  &  Turner,  supra  note  9. 

12  Bentham,  supra  note  9,  ch.   16  at  9. 

13  This  therapeutic  view  toward  incarceration  was  expressed  in  the  19th  century  by 
the  Utopian  philosopher,  Robert  Owen.  See  R.  Owen,  Essays  on  the  Formation  of 
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Nevertheless,  more  and  more  debate  centered  on  the  nature  of  the 
deviant  rather  than  the  deviation.  Since  the  idea  was  to  individualize 
justice  so  that  each  criimnal  would  be  treated  in  the  most  therapeutic 
manner,  more  and  more  penologists  turned  to  psychological  jargon  and 
psychological  diagnosis.  The  input  of  psychotherapy  in  the  criminal 
justice  system  led  to  a  rising  discretionary  authority  and  a  rapid  in- 
crease in  the  number  of  prisoners. 

The  operating  style  of  the  institution  was  modified,  but  it  is  doubtful 
that  this  had  much  impact.  Instead  of  ideal  environments,  they  were 
viewed  as  testing  grounds  to  see  if  an  inmate  could  function  in  society. 
Instead  of  rules  of  silence  and  obedience,  there  were  recreation  and 
vocational  training.  Certainly,  some  progress  was  made.  Prisons,  at 
least  on  the  federal  level,  became  more  relaxed  places  with  less  physical 
brutality.  But  the  price  was  enormous  and  the  trade-off  was  probably 
not  to  the  prisoner's  advantage.  The  possibility  of  treatment  and  the 
talk  about  rehabilitation  enabled  many  to  make  peace  with  long-term 
incarceration. 

Prisons,  with  all  of  the  infusion  of  the  new  concepts,  remain  humiliat- 
ing places  which  reduce  men  rather  than  enhance  them.  With  no  evi- 
dence that  prisons  decrease  the  crime  rate,  we  have  nonetheless  become 
a  prison-happy  society,  sending  progressively  more  and  more  of  our 
people  to  prison  for  longer  and  longer  periods  of  time.  Over  the  past 
ten  years  we  have  doubled  the  average  months  of  sentence  in  the  federal 
prisons,  from  what  was  at  its  origin  vastly  in  excess  of  the  rest  of  the 
free  world.14 

The  desire  to  introduce  new  behavior  modification  technology  into 
prison  undoubtedly  arises  from  a  number  of  sources.  It  is  inimical  to 
our  conscience  to  feel  that  we  are  merely  storing  individuals.  "Treat- 
ment" programs  soothe  our  collective  conscience  with  the  assumptions 


the  Human  Charactfr  (1840);  R.  Owen,  The  Book  of  the  New  Moral  World 
(1845);  Allen,  Criminal  Justice,  Legal  Values  and  the  Rehabilitative  Ideal,  50  J.  CRIM. 
L.C.  &  P.S.  226   (1959). 

14  In  Norway,  in  1968,  2055  persons  were  given  unsuspended  prison  sentences  for 
felonies.  Of  these  sentences,  157  were  for  more  than  one  year,  only  eight  for  more  than 
three  years.  Three  thousand  prison  sentences  were  handed  down  for  misdemeanors, 
usually  less  than  three  months  in  length.  J.  Andlnafs,  Punishment  &  Deterrence 
171  (1974)  [hereinafter  cited  as  Andf.nafs].  A  Scottish  study  found  that  sentences  of 
six  to  12  months  were  generally  more  effective  than  shorter  sentences.  Scottish 
Advisory  Council  Rfpori  on  Use  of  Short  Sentences  of  Imprisonment  (1960). 
The  Swedes,  led  by  Karl  Schlyter,  Chairman  of  the  committee  whose  work  led  to  the 
Criminal  Code  of  1962,  take  a  determinist  view  of  criminal  behavior  and  have  at- 
tempted to  remove  any  aspects  of  moral  sanctions  from  their  penal  system.  Andenaes, 
supra,  at  166. 
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that  we  are  doing  something  and,  further,  that  what  we  are  doing  is  for 
the  prisoner's  own  good.  Of  course  this  is  precisely  the  problem  with 
the  rehabilitative  modej.1"'  In  the  punitive  model  there  is  a  limit  to  a 
reasonable  and  fitting  punishment  dictated  by  the  nature  of  the  crime. 
When  what  is  done  to  the  prisoner  is  called  therapy  or  treatment,  then, 
like  treatment  of  cancer  or  a  heart  condition,  there  are  no  arbitrary 
limits  since  the  good  of  the  individual  is  being  served. 

III.  What  are  the  Procedures  Available? 

Obviously  it  would  require  an  entire  textbook  to  do  justice  to  the 
various  techniques.  At  this  point,  it  is  essential  that  the  reader  at  least 
be  familiar  w  ith  some  of  the  most  common  and  basic  technologies. 

*  A.  Individual  Psychotherapy16 

Individual  psychotherapy  is  done  on  a  one-to-one  basis  following 
closely  both  an  educative  and  a  treatment  model.  It  attempts  to  change 
the  individual  by  utilizing  the  normal  sensory  inputs — through  speech, 
word,  observation,  etc.  There  are  multiple,  complex,  and  often  conflict- 
ing theories  on  which  psychotherapy  is  based.  It  may  be  Freudian,  neo- 
Freudian,  Kleinian,  Jungian,  Rodgerian.  Adlerian,  etc.,  and  it  may  focus 
on  Oedipal  complex,  castration  anxiety,  inferiority  complex,  sibling 
rivalry,  identification  crisis,  primal  scenes,  or  primal  screams. 

Common  to  all  of  psychotherapy,  however,  are  certain  basic  assump- 
tions. Each  assumes  that  behavior  is  psycho-dynamic — that  no  piece  of 
behavior  is  an  isolated  thing  in  itself,  but,  like  a  vector,  represents  the 
result  of  numerous,  complicated  forces  and  counter-forces.  Like  a  thou- 
sand people  pushing  on  a  giant  balloon  from  man)  different  directions, 
the  motion  may  be  nil,  slowly  in  one  direction,  or  rapidly  in  another, 
but  it  is  not  singly  determined. 

Secondly,  these  therapies  are  based  on  theories  which  tend  to  be 
developmental.  They  see  behavior  as  being  in  a  continuum  causally  re- 


15  Cf.  Allen,  Criminal  Justice,  Legal  Values  and  the  Rehabilitative  Ideal,  50  J.  Crim. 
L.C.  &  P.S.  226,  229  (1959).  See  also  Wilkins,  Putting  Treatment  on  Trial,  5  Hastings 
Center  Rep.  35  (No.  1,   1975)   [hereinafter  cited  as  Wilkins]. 

10  For  a  general  background  on  individual  therapy  see  S.  Freud,  Collfcted  Papers 
(1953)  and  C.  G.  Jung,  Psychology  of  the  Unconscious  (Moffat,  Yard  &  Co.  ed. 
1916).  See  also  S.  Halleck,  Psychiatry  and  the  Dilemmas  of  Crime  319-34  (1967); 
Note,  Conditioning  and  Other  Technologies  Used  to  "Treat?"  "Rehabilitate?"  "De- 
molish?" Prisoners  and  Mental  Patients,  45  S.  Cal.  L.  Rev.  616,  622   (1972). 
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lated  to  the  past  and  Ideologically  related  to  the  future.  Anything  we 
do  today  is  a  product  of  all  of  our  preceding  life.17 

These  theories  therefore  tend  to  view  the  changing  behavior  in  the 
same  dimensions.  It  is  necessary  to  alter  the  dynamics  to  change  the 
vector.  This  is  accomplished  by  intervening  by  one  means  or  another 
into  the  perceptual,  emotional,  and  psychological  life  of  the  individual 
and  exerting  corrective  forces. lb  The  nature  of  the  corrective  forces  will, 
of  course,  vary  with  the  theory.  Some  approaches  emphasize  the  learn- 
ing process  itself;  some  the  "transference7'  (the  experience  between  the 
therapist  and  the  individual);  while  others  emphasize  "insight,"  "uncon- 
scious," and  "support." 

Obviously  such  procedures  are  time-consuming,  expensive,  highly 
personal,  and  difficult  to  evaluate.  Even  when  individuals  use  the  same 
technique,  the  variables  are  so  numerous  that  comparative  evaluation 
is  difficult,  both  as  to  the  skill  of  the  therapist  and  the  nature  of  the 
results.19 

Ft.  Group  Psychotherapy20 

Group  psychotherapy  has  as  many  diverse,  respectable,  and  disrepu- 
table meanings  as  individual  psychotherapy.  It  is  an  outgrowth  of  indi- 
vidual therapy  resulting  from  two  major  forces.  The  first  was  an  attempt 
to  increase  the  efficiency  of  psychotherapy.  The  second  arose  from  the 
belief  that  since  an  individual  is  so  much  a  part  of  his  environment,  he 


17  This  is  one  of  the  basic  premises  underlying  what  has  come  to  be  known  as 
"Millieu  Therapy,"  the  scientific  manipulation  of  the  environment  aimed  at  producing 
changes  in  the  personality  of  the  patient.  J.  Cummings  &  E.  Cummings,  Ego  and 
Milieu  5  (1962). 

1S  See  generally  Psychoanalysis,  Ps'iCHiatry  and  Law  (J.  Katz,  J.  Goldstein  &  A. 
Deshowitz  eds.   1967). 

10  Ideally  the  subjects  of  such  therapy  are  carefully  diagnosed  in  order  to  determine 
their  psychological  needs,  with  a  resulting  alteration  of  the  environment  to  suit  those 
needs.  J.  Cummings  <%  E.  Cummings.  supra  note  17.  at  3. 

20  For  a  survey  on  the  use  of  group  therapy  in  American  penal  institutions  see 
Arnold  &  Stiles,  A  Summary  of  Increasing  Use  of  ''Group"  Methods  in  Correctional 
Institutions,  22  Int'l  J.  Group  Psychotherapy  77  (1;>72).  There  are  numerous  articles 
dealing  with  gioup  therapy  programs  at  specific  institutions.  Sec,  e.g.,  Cabeen  &  Cole- 
man, Group  Therapy  with  Sex  Offenders:  Description  and  Evaluation  of  Group  Ther- 
apy Program  in  Institutional  Setting,  17  J.  Clinical  Psychology  122  (1961);  Elliot, 
A  Group  Treatment  Program  for  Mentally  111  Offenders,  12  Crimi^  &  Delin.  29 
(1966);  Ernst  &  Keating,  Psychiatric  Treatment  for  the  California  Felon,  120  Am.  J. 
Psychiatry  974  (  1 964 )  ;•  Feder,  Limited  Goals  in  Short-Term  Group  Psychotherapy 
with  Institutionalized  Adolescent  Boys,  12  Int'i  J.  Group  PSYCHOTHERAPY  503  (1962). 
See  also  Carney,  Some  Recurring  Therapeutic  Issues  in  Group  Psychotherapy  with 
Criminal  Patients,  26  Am.  J.  FsvciioTiirRArv  34   (1972). 
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could  not  adequately  be  treated  except  as  a  part  of  that  social  environ- 
ment. Working  with  the  individual  in  the  context  of  that  group  is  con- 
sidered essential.21       „ 

It  is  not  necessary  to  illuminate  the  distinctions  among  transactional, 
interactional,  and  confrontation  groups.  The  same  criticisms,  the  same 
complexities,  and  the  same  evaluation  difficulties  exist  as  with  individual 
psychotherapy.  The  variables,  if  anything,  are  more  complex,  and  the 
judgment  more  difficult.  It  is,  however,  cheaper  and  therefore  its  appeal 
to  budget-conscious  administrators  will  always  be  greater — particularly 
when  the  client/patient  population  presents  problems  that  are  seen  as 
essentially  anti-social.22 

C.  Behavior  Therapy"3 

Again,  there  are  a  wide  variety  of  applications  of  the  basic  concept 
oi  behavior  therapy  and  only  the  central  position  can  be  described. 
Crudely,  the  therapy  can  be  seen  as  differing  from  psychotherapy  in 
that  its  concern  and  focus  is  the  behavior  itself— either  by  denying  the 
existence  of  an  unconscious,  or  by  feeling  that  "mind"  considerations 
are  not  essential.  It  attempts  to  modify  directly  the  undesired  behavior. 
As  such,  its  roots  lie  deep  in  the  basic  research  of  Pavlov  and  the  condi- 
tion reflex.24  It  generally  eschewsjhe  consideration  of  motivation,  pur- 
pose, and  dynamism. 

Two  major  areas  should  be  separated.  One  is  aversion  therapy,  which 
attempts  to  control  unwanted  behavior  by  linking  it  directly  with  aver- 
sive  stimuli.2"'  An  example  would  be  the  much-publicized  electric- 
shocking  of  homosexuals  when  viewing  pictures  of  nude  persons  of 
the  same  sex.20  The  other  major  subdivision  is  operant  conditioning: 
the  most  articulate  and  brilliant  spokesman  for  this  being  B.  F.  Skinner. 


21  Arnold  &  Stiles,  supra  note  20. 

22  See  generally  Carney,  supra  note  20. 

23  See  generally  Behavior  Therapy  with  Delinquents  (J.  Stumphauser  ed.  1973); 
S.  Rachman,  Aversion  Therapy  and  Behavior  Disorders  (1969);  Feldman,  Aversion 
Therapy  for  Sexual  Deviations:  A  Critical  Review,  65  Psychological  Bull.  65  (1966); 
Rachman,  Aversion  Therapy,  in  Bthavior  Therapifs  (Franks  ed.  1973);  Singer,  Psy- 
chological Studies  in  Punishment,  58  Calif.  L.  Rev.  425  (1970);  Note,  45  S.  Cal.  L. 
Rev.  616,  supra  note  16,  at  629-31,  633-40. 

24  Feldman,  supra  note  23. 

25  For  a  description  of  aversion  therapy  see  Note,  45  S.  Cal.  I.  Rev.  616,  supra 
note  16,  at  629.  The  author  notes  the  importance  of  post-treatment  environment  on 
the  long-term  effectiveness  of  aversion  therapy. 

20  See  S.  Rachman,  Aversion  Therapy  and  Behavior  Disorders  56  71  (1969); 
Feldman,  supra  note  23.  See  also  Wolfe  &  Marino,  A  Program  of  Behavior  Treatment 
for  Incarcerated  Pedophiles,  infra  at  69,  in  this  Symposium. 
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Operant  conditioning  emphasizes  the  reward  rather  than  the  punishment 
aspect  and  attempts  to  reinforce  approved  behavior  via  a  system  of 
associative  rewards.27         » 

Behavior  therapy  is  a  halfway  point  between  psychotherapy  and  some 
of  the  somatic  therapies  that  are  described  below.  By  circumventing 
the  educative  model,  indeed  by  avoiding  the  concept  of  reasoning  in 
general,  it  seems  farther  from  persuasion  (and  therefore  closer  to  ma- 
nipulation) than  psychotherapy.  It  bypasses  reason  and  can  be  viewed 
as  approximating  the  direct  intervention  that  we  tend  to  associate  with 
more  somatic  therapies,  like  drugs.  This  may  be  one  reason  why  it  is 
often  seen  as  more  threatening,  perhaps  justifiably  so. 

D.  Drug  Therapy28 

This  seems  self-explanatory,  although  it  is  important  to  recognize  that 
drugs,  too,  are  becoming  more  sophisticated.  At  one  time  all  we  could 
really  do  was  to  depress  or  stimulate — that  is,  we  simply  had  crude  ups 
or  downs.  Now  we  are  beginning  to  develop  drugs  which  act  on  anxiety 
but  not  on  depression,  and  vice-versa.20  There  are  drugs  which  control 
only  agitation.30  There  are  even  those  which  may  be  particular  to  ag- 
gression.31 Certainly  there  are  drugs  which  can  control,  at  least  indi- 
rectly, sexual  appetite.32  It  should  be  apparent  that  drugs  in  particular 
will  raise  serious  questions  as  to  whether  they  are  used  for  "therapy" 
or  for  hidden  purposes  of  social  control. 


27  See  generally  B.  F.  Skinner,  Beyond  Freedom  and  Dignity  (1971);  Schwitzgabel, 
Short  Term  Operant  Conditioning  of  Adolescent  Offenders  on  Socially  Relevant  Vari- 
ables, 72  J.  Abnormal  Psychology  134  (1967);  Note,  45  S.  Cal.  L.  Rev.  616,  supra 
note  16,  at  628-29.  An  example  of  operant  conditioning  is  the  token  economy.  See 
T.  Aylion  &  N.  Azrin,  The  Token  Economy:  A  Motivational  System  for  Ther- 
apy and  Rehabilitation  (1968);  Wexler,  Token  and  Taboo:  Behavior  Modification, 
Token  Economies,  and  the  Law,  61  Calif.  L.  Rev.  81   (1973). 

28  See  generally  P.  London,  Behavior  Control  117-36  (1969);  G.  Sturup,  Treat- 
ing the  Untreatablt  98-101  (used  in  a  Danish  prison);  G.  Klerman.  Psychotropic 
Drugs  as  Therapeutic  Agents,  2  Hastings  Center  Studies  81  (No.  1,  1974);  A.  Noyes 
&  L.  Kolb,  Pharmacological  Therapy,  in  Modern  Clinical  Psychiatry  (6th  ed.  1963); 
Note,  45  S.  Cal.  L.  Rev.  616,  supra  note   16,  at  623-26. 

29  Sec  Comprehensive  Textbook  of  Psychiatry  1270  (A.  Freedman.  H.  S.  Kap- 
lan, H.  I.  Kaplan  eds.   1967). 

si  Note,  45  S.  Cal.  L.  Rev.  616,  supra  note  16.  at  623. 

31  Sc^  generally  R.  Mussert  &  J.  Bird.  Modern  Pharmacology  and  Therapeutics 
362  (1961). 

32  See  Cabeen  &  Coleman,  supra  note  20. 
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E.  Electro-convulsive  Therapy™ 

This  is  a  therapy  which  has  developed  pragmatically  in  mental  hospi- 
tals. By  accident  it  Mas  demonstrated  that  patients  who  had  convulsive 
seizures  seemed  to  be  arousable  from  certain  catatonic  depressive  and 
psychotic  states.  Seizures  were  then  intentionally  induced,  first,  by  the 
injection  of  insulin,  and  later,  by  the  passage  of  electric  current  through 
the  brain.  These  controlled  seizures  did  indeed  have  a  significant  effect 
on  reversing  certain  conditions,  and  to  this  day  have  a  respectability  in 
psychiatric  practice  in  a  limited  way.  Their  chief  application  is  to  indi- 
viduals in  certain  depressive  states. 

F.  Electronic  Stimulation  of  the  Brain3* 

This  should  not  be  confused  with  electro-convulsive  therapy.  Elec- 
tronic stimulation  of  the  brain  is  a  development  that  arose  with  our 
•increasing  knowledge  of  specific  brain  areas  and  brain  functions.  By 
inserting  electrodes  into  very  special  locations  in  the  brain,  specific 
pieces  of  behavior  can  be  extinguished  or  elicited.  One  of  the  most 
distinguished  pioneers  and  most  evangelical  exponents  of  this  procedure 
is  Dr.  Jose  Delgado,  whose  work  on  animals  has  demonstrated  how 
small  electrodes  inserted  in  the  brain,  tuned  to  remote  radio  control 
devices,  can  "stop  a  bull"  in  his  charge  of  rage.  Dr.  Delgado  sees  the 
extension  of  electronic  devices,  particularly  with  the  increase  in  avail- 
able miniature  circuitry,  to  an  inevitable  point  where  computerized 
total  systems  may  be  implanted  into  the  cranium  to  monitor  destructive 
impulses.  Such  impulses,  when  received,  will  automatically  trigger  pre- 
programmed repressive  devices  also  built  into  the  system.  Circuits  such 
as  this  may  have  value,  according  to  Dr.  Delgado,  in  controlling  con- 
vulsive seizures,  rages  or  even  sexual  acting  out.  Even  mundane  acts, 
such  as  cigarette  smoking  or  overeating,  could  be  controlled. 

G.   Psychosurgery^ 

Pychosurgery  extends  traditional  models  of  surgery  by  exploiting  our 
increased  knowledge  of  specific  localities  in  the  brain  and  the  behavior 


33  See  generally  Beresford,  Lentil  Issues  Relating  to  Electroconvulsive  Therapy,  25 
Archivfs  Gen.  Psychiatry  100  (1971);  Note,  45  S.  C.\l.  L.  Rev.  616,  supra  note  16, 
at  631. 

3iSee  generally  J.  Delgado,  Physical  Control  of  the  Mind  (1969);  Delgado, 
Psychocivilized  Direction  of  Behavior,  32  Humanist  10  (Mar. -Apr.  1972);  Delgado, 
Brain  Technology  and  Psychocivilizalion,  in  Human  Values  and  Advancing  Tech- 
nology: A  New  Agenda  for  thf  Church  in  Mission  68  (1967);  Note,  45  S.  Cal. 
L.  Rev.  616,  supra  note   16. 

35  See  generally  V.  Mark  &  F.  Ervin,  Violence  and  the  Drain  (1970);  Breggin, 
The  Return  of  Lobotomy  and  Psychosurgery,  in  118  Cong.  Ric.  5567  (1972);  Note, 
45  S.  Cal.  L.  Rev.  616,  supra  note  16,  at  623-33. 
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they  subserve.  Originally  psychosurgery  referred  only  to  a  primitive 
operation  called  pre-frontal  lobotomy.  Modern  procedures  are  more 
elaborate,  diverse,  specific,^  and  localized.3'1  In  that  sense  they  can  be 
more  predictable  and  less  destructive.37  They  interrupt  neuro-pathways 
at  the  various  levels  of  the  limbic  system,  a  poorly  understood  extensive 
system  of  nuclear  centers  and  connecting  tracts  that  is  known  to  mediate 
much  of  man's  emotional  life.  This  is  now  done  through  opening  the 
skull  and  direct  observation,  or  more  commonly  with  complicated 
stereo-tactic  devices  that  permit  a  three-dimensional  X-ray  view  of  the 
inserted  instruments. 

H.  Milieu  Therapy™ 

Milieu  therapy  involves  the  manipulation  of  the  environment  to  pro- 
duce changes  in  the  personality  of  the  patient.  Here  we  move  to  the 
opposite  end  of  the  spectrum.  We  accept  the  psychodynamic  principle, 
but  we  affect  the  change  indirectly  by  manipulating  the  environment 
rather  than  the  person.  This  is  considered  one  of  the  least  coercive 
behavior  modification  techniques.  It  may  include  the  physical  character- 
istics of  the  prison  (no  grilled  windows,  smaller  dining  halls),  the  rela- 
tionship between  the  staff  and  the  inmates,  opportunities  for  decision- 
making, and  the  acceptance  of  responsibility.  It  is  thought  that  by 
manipulating  the  environment  good  behavior  will  be  facilitated  and 
the  inmates'  condition  will  improve. 

/.  Institutionalization39 

Institutionalization,  of  course,  is  the  ultimate  in  milieu  therapy.  It  is 
one  of  the  peculiarities  of  a  prison  that  it  is  not  merely  a  vehicle  for 
detaining  a  person,  it  is  also  one  of  the  processes  for  changing  behavior. 
Recently,  under  the  pioneering  work  of  Erving  Goffman,  we  have  be- 
come aware  of  the  effects  of  total  confinement  independent  of  the  spe- 
cific differences  among  institutions.  We  have  'been  forced  to  examine 
the  meaning  of  incarceration  in  general. 


36  But  see  Here  Come  the  Lobotomists  Again,  Medical  World  News,  Jan.  15,  1971. 

37  On  the  other  hand,  a  Canadian  study  involving  300  persons  who  were  observed 
over  a  period  of  several  years  concluded  that  lobotomy  had  no  effect  whatever  in 
enabling  patients  to  meet  hospital  discharge  criteria.  McKenzie  &  Kaczanowski,  Pre- 
frontal Leukotomy:  A  i'i\i  Year  Controlled  Study,  91  Can.  Med.  Ass'n.  J.  1193 
(1964). 

38  See  generally  J.  Cummings  &  E.  Cummings,  Ego  and  Milieu  (1962):  J.  Mac- 
Donald,  Psychiatry  and  thi  Criminal  (1958);  G.  Sturup,  supra  note  28;  Wilson  & 
Snodgrass,  The  Prison  Code  in  a  Therapeutic  Community,  60  J.  Crim.  1..C.  &  P.S.  472 
(1969);  Note,  45  S.  Cal.  L.  Rev.  616,  supra  note  16. 

39  See  E.  Goffman,  Asylums  (1961). 
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IV.  What  is  Being  Done?    . 

In  attempting  to  describe  what  is  being  done,  we  are  faced  with  a 
groaning  board  of  speculation,  fantasy,  and  accusation,  and  an  absolute 
famine  of  fact.  Consider  a  recent  meeting  of  the  Fortune  Society.4"  To 
raise  public  consciousness  of  the  plight  of  prisoners  and  ex-prisoners,  a 
weekly  meeting  is  held  to  which  students,  lawyers,  and  other  interested 
parties  are  invited.  At  a  recent  meeting,  one  parolee  talked  of  attempts 
to  force  behavior  modification  techniques  on  prisoners.  The  young 
woman  gave  accounts  of  operations  on  the  brain,  of  drugs  secretly  put 
into  prisoners'  food  and  water,  and  of  injections  that  caused  a  zombie- 
like state.  Other  ex-convicts  joined  in,  detailing  lurid  instances  of  com- 
plex behavior  control  schemes  devised  by  "crazy"  prison  doctors.41 
When  asked  who  had  personally  experienced  any  of  these  technologies, 
the  answers  became  muted  and  vague.  Out  of  all  the  accusations,  it  was 
impossible  to  find  one  person  who  himself  had  experienced  such  treat- 
ment or  could  cite  a  specific  case.  Indeed,  follow-up  research  on  those 
cases  that  were  suggested  produced  not  one  single  instance  of  a  docu- 
mentable  case  of  such  advanced  technical  behavior  modification  as  they 
had  described.  Nevertheless,  the  feeling  persists  among  prisoners  that 
prisons  are  using  all  sorts  of  behavior  control  .techniques  to  "mess  up 
their  brains." 

Anyone  at  all  familiar  with  prison  life  and  prisoners,  including  the 
most  sympathetic,  is  aware  of  the  extravagant  rhetoric'  that  is  an  almost 
essential  part  of  prisonership.  On  the  other  hand,  anyone  familiar  with 
prisons  also  knows  that  in  these  hidden  harbors  of  the  dispossessed— - 
unattended  by  an  indifferent  bureaucracy  and  unsupervised  by  a  disin- 
terested and  apathetic  public — almost  anything  can  go  on.42 

If  less  is  being  done  than  the  prisoners  fear,  more  is  probably  done 
than  is  warranted.  And  if  less  is  done,  it  is  more  likely  due  to  apathy 
and  indifference,  than  moral,  legal,  or  political  compunction.  Prisons 
are  not  dedicated  to  their  espoused  goal  of  rehabilitation,  but  to  security 
and  economy.  The  essential  concern  of  most  prisons  is  warehousing, 
not  reform. 

Perhaps  nowhere  else  has  the  behavior  modification  model  of  a  cor- 
rectional institution  been  so  well  publicized  as  at  the  Patuxent  Institu- 


40  The  Fortune  Society  is  an  organization  founded  and  staffed  by  former  prisoners 
to  aid  other  prisoners  in  returning  to  society. 

41  See,  e.g.,  Hirschkop  &  Millemann.  The  Unconstitutionality  or  Prison  life,  55  Va. 
L.  Rev.  795,  795-810  (1969);  Singer,  Prison  Conditions:  An  Unconstitutional  Road- 
block to  Rehabilitation,  20  Catii.  U.L.  Rf\     365   (1971). 

42  Singer,  supra  note  41,  at  375-76. 
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tion  in  Maryland.41  During  the  1947  session,  the  Maryland  State  Legis- 
lature set  up  a  commission  of  doctors  and  lawyers  to  study  medico-legal 
psychiatry.  The  study  culminated  in  the  passage  of  the  Defective  Delin- 
quent Statute  in  1951.44  To  implement  the  statute,  the  legislature  created 
the  Patuxent  Institution  which  opened  four  years  later. 

The  Patuxent  Institution  operates  on  the  premise  that  crime  is  a 
symptom  of  mental  illness.  According  to  the  statute,  the  delinquents 
are  committed  to  an  institution  which  is  neither  a  prison  nor  a  mental 
hospital,  but  which  retains  features  of  both.4'  Once  a  prisoner  is  found 
to  be  a  defective  delinquent,  he  is  committed  to  Patuxent  for  an  inde- 
terminate period.40 

The  major  program  at  the  Institution  is  the  Graded  Tier  System,  a 
step  movement  based  on  the  behaviorist  theory  that  rewarding  socially 
desirable  behavior  increases  its  frequency.  The  system  provides  a  learn- 
ing Experience  in  a  non-punitive  atmosphere  and  helps  to  teach  the 
patient  that  delaying  gratification  of  impulses  can  lead  to  rewards  con- 
sonant with  his  aims.  There  are  four  levels  to  the  system,  distinguished 
primarily  by  the  number  of  privileges  permitted  the  inmates  of  each 
level:  increased  physical  comfort  in  cells  and  recreation  areas,  freedom 
of  movement  within  the  institution,  decreased  custodial  supervision,  and 
types  of  jobs  available.47 

Despite  Patuxent's  operant  conditioning  reputation,  psychotherapy  is 
the  major  means  of  rehabilitation  offered  to  the  inmates.  "Group  psycho- 


43  The  Maryland  House  of  Delegates  voted  to  abolish  Patuxent  on  March  31,  1975, 
because  of  the  high  cost  of  running  the  institution  and  opposition  to  indeterminate 
sentencing.  Barker.  Bill  on  Patuxent  Gains,  The  Washington  Post,  April  1,  1975, 
§  C,  at  1,  col.  4. 

«Md.  Ann.  Codf  art.  31B,  §§  1-19  (1971).  Under  the  statute,  a  defective  delin- 
quent is  an  "individual  who,  by  the  demonstration  of  persistent,  aggravated  anti-social 
or  criminal  behavior,  evidences  a  propensity  toward  criminal  activity,  and  who  is  found 
to  have  either  such  intellectual  deficiency  or  emotionaUinbalance,  or  both,  as  to  clearly 
demonstrate  an  actual  danger  to  society  so  as  to  require  such  confinement  and  treat- 
ment, when  appropriate,  as  may  make  it  reasonably  safe  for  society  to  terminate  the 
confinement  and  treatment."  Md.  Ann.  Code  art.  31  B,  §  5  (1971). 

45  Maryland's  Defective  Delinquent  Statute:  A  Progress  Report  (1973)  [here- 
inafter cited  as  Progress  Report]. 

46  "An  indeterminate  sentence  ...  is  one  without  maximum  or  minimum  limits  in 
order  to  confine  defective  delinquents  until,  as  a  result  of  the  special  treatment  which 
they  need,  it  is  safe  to  return  them  to  the  community.  If  they  cannot  be  cured,  such 
indeterminate  sentence  accomplishes  their  confinement  for  life."  Id.  at  11.  The  purpose 
of  Patuxent,  however,  is  not  only  to  insure  rehabilitation  but  also  "to  protect  society 
from  this  segment  of  the  criminal  population  who  will  again  commit  crimes  if  released 
on  the  expiration  of  a  fixed  sentence."  Id.  at   1. 

*'  Boslow,  Rosenthal,  Kandel  &  Manne.  Methods-  and  Experiences  in  Group  Treat- 
ment of  Defective  Delinquents  in  Maryland,  J.  Social  Therapy  (2d  quarter  1961),  at 
65,  68. 
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therapy  is  the  treatment  of  choice  since  there  is  a  need  to  have  as  many 
inmates  in  therapy  at  the  same  time  as  possible.  Groups  meet  from  one 
to  two  hours  a  week.  A  ..therapist  is  encouraged  to  select  the  kind  of 
patients  he  would  like  to  treat  and  conduct  the  kind  of  therapy  with 
which  he  feels  most  comfortable.48 

The  Patient  Handbook  states  that  "participation  is  voluntary  .  .  .  you 
hold  the  key  to  your  own  future  by  participating  in  the  institutional 
program."49  Although  therapy  is  voluntary,  inmates  are  aware  of  the 
fact  that  the  only  way  to  get  out  of  Patuxent  is  to  participate  in  therapy. 
The  danger  is  that  this  practice  may  lead  to  shamming.  The  patient  soon 
learns  from  other  inmates  to  tell  his  therapist  what  the  therapist  wants 
to  hear,  in  hopes  of  convincing  him  of  the  patient's  rehabilitation.  Dr. 
Harold  Boslow,  Director  of  Patuxent,  admits  that  inmates  are  aware 
that  those  who  get  out  were  the  ones  who  had  been  in  therapy  and  who 
had  managed  to  convince  the  professional  staff  they  had  benefited  from 
it.  But  he  feels,  "the  important  thing  was  that  being  in  therapy  came  to 
be  highly  valued.  Once  the  inmate  was  in  therapy,  and  felt  that  he  had 
to  make  a  show  of  accepting  it,  the  therapeutic  process  was  ready  to 
proceed."50 

The  research  report  recommending  the  creation  of  Patuxent  was  clear 
in  its  intent.  "The  primary  purpose  -of  such  legislation  is  to  protect 
society  from  this  segment  of  the  criminal  population  who  will  again 
commit  crimes  (italics  added)  if  released  on  the  expiration  of  a  fixed 
sentence.  .  .  ."51  Implicit  in  this  statement  is  a  belief  in  the  ability  of  a 
psychiatrist  or  social  scientist  to  predict  the  likely  dangerousness  of  a 
prisoner's  future  behavior.  The  difficulty  in  making  such  a  prediction 
is  illustrated  in  a  study  by  Ernst  Wenk  and  Robert  Emrich  assessing  the 
violence  potential  among  a  youthful,  institutionalized  group  of  offend- 
ers.52 The  study  sample  consisted  of  slightly  over  4,000  men.  Of  these, 
250  were  committed  for  violent  offenses  and  104  were  returned  to 
custody  after  being  convicted  of  a  violent  crime  while  on  parole.51  Of 
those  individuals  with  a  history  of  violence,  only  28  individuals  were 
correctly  classified  as  being  violent-prone  (true  positives)."''  These  cor- 


*sid.  at  70. 
«W.  at  74. 

50  Id.  See  also  Meister,  Participation  is  Voluntary,  5  Hastings  Cfnter  Rkp.  37  (No. 
1,  1975). 

51  Progress  Report,  supra  note  45. 

52  Wenk  &  Emrich,  Assaultive  Youth:  An  Exploratory  Study  of  the  Assaultive  Ex- 
perience and  Potential  of  California  Youth  Authority  Wards,  9  J.  Research  in  Crime 
and  Delin.  171   (1972),  at  178. 

58  Id.  at  192. 
''<  Id. 
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rect  predictions  stand  in  contrast  to  the  256  individuals  who  were  mis- 
classified. r'5  "According  to  the  prediction  index,  24  persons  were  classi- 
fied as  nonviolent  but  turned  out  to  be  violent;  and  232  persons  were 
classified  by  the  index  as  violent-prone  and  turned  out  to  be  non- 
violent."' 3  We  can  identify  and  detain  one  dangerous  man  at  the  price 
of  including  nine  who  are  not.  The  moral  problem  is  the  tradeoff. 

In  the  federal  system,  the  focus  of  behavior  modification  is  concen- 
trated in  two  areas:  the  START  Program07  and  the  proposed  Burner 
facility.58  These  programs  represent  potential  prototypes  for  behavior 
modification  techniques  in  state  prisons.  START,  for  example,  has  af- 
fected only  a  small  number  of  prisoners,  yet  it  is  already  being  used  as 
a  model  for  other  programs.  Recently  a  proposal  was  made  for  the 
development  of  a  facility  for  the  handling  of  "special  offenders"  in  New 
England  state  prisons/'"  The  "special  offenders"  are  similar  to  the 
START  population,  "a  relatively  small  group  of  adult,  male  inmates 
who  exhibit  dangerous,  assaultive,  violative  behavior  of  a  chronic  or 
intermittent  nature  .  .  .  which  has  not  been  corrected  by  methods  and 
programs  currently  in  use.",;0  The  number  of  special  offenders  found 
in  the  New  England  state  prisons  was  365,  or  11.1  percent  of  the  seven 
institutions  included  in  the  study.01  The  treatment  seen  as  having  the 
greatest  promise  is  "behavior  modification-style  programs  of  step-move- 
ment type  where  emphasis  is  upon  encouraging  or  reinforcing  improve- 
ments in  attitude  and  behavior  combined  with  high-quality  professional 
treatment  and  counseling. "r'2  Drug  therapy  is  also  recommended  to 
control  disruptive  behavior.  Drug  therapy  "can  be  effective  with  a  wide 
range  of  'special  offenders'  where  other  educational  and  behavior  modi- 


■•■'  id. 

56  Id. 

r,T  The  START  program,  a  target  of  recent  litigation,  has  been  abolished.  Clance  v. 
Richardson,  379  F.  Supp,  338  (W.D.  Mo.  1973).  Sri  generally  Rangel.  Introduction: 
Behavior  Modification,  supra  at  3,  in  this  Symposium. 

r,h  Butner  is  scheduled  to  open  in  1975  and  will  accommodate  340  inmates.  Its  pur- 
pose is  to  provide  care  and  treatment  for  prisoners  having  acute  mental  illness  problems 
and  to  test  different  rehabilitation  programs  Dr.  Martin  Groder.  the  director  of  Rutner, 
has  told  Congress  that  the  programs  that  will  be  tested  at  Burner  do  not  involve  aver- 
sive  conditioning.  Testimony  of  Dr.  Martin  Groder  before  the  Subcomm.  on  Courts, 
Civil  Liberties,  and  Administration  of  Justice  of  the  House  Comm.  on  the  Judiciary, 
93d  Cong.,  2d  Sess.  (  1974). 

50 Socio-Technical  Systems,  Feasibility  Study  for  the  Development  of  Nmv 
England  Regional  Programs  for  the  Management  and  Treatment  ol  Dangerous 
Special  Offenders  (1973). 

™  Id.  at  1. 

BI  Id.  at  3. 

62  id.  at  8. 
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fication  programs  may  require  intelligence,  educational,  cultural,  and 
even  physical  characteristics  of  a  more  selective  nature."03 

There  are  a  few  anngunced  programs  that  rely  heavily  on  more  coer- 
cive forms  of  behavior  control  techniques  to  treat  offenders.  While  their 
use  at  this  time  seems  to  affect  only  a  small  minority  of  prisoners,  the 
potential  for  the  proliferation  of  these  treatments  is  real  enough  to 
warrant  comment. 

The  Iowa  Security  Medical  Facility  (ISMF)  is  an  institution  for  per- 
sons displaying  evidence  of  mental  illness  or  psychological  disorders 
who  require  diagnostic  services  and  treatment  in  a  security  setting.04 
In  addition  to  mentally  ill  prisoners  from  county  and  city  jails,  patients 
admitted  to  the  facility  include  residents  of  any  institution  under  the 
jurisdiction  of  the  Department  of  Social  Services,  people  mentally  in- 
competent to  stand  trial,  and  persons  referred  by  the  courts  for  psy- 
chological diagnosis  and  recommendations  as  a  part  of  the  pretrial 
procedure.  Although  these  latter  groups  suffer  a  compromise  of  their 
procedural  rights  in  the  process  of  the  transfer  to  ISMF,  it  is  justified 
in  that  the  purpose  of  commitment  is  treatment,  not  punishment. 

One  of  the  modes  of  treatment  at  ISMF  was  the  use  of  apomorphine 
as  "aversive  stimuli"  in  the  treatment  of  patients  with  behavioral  prob- 
lems. The  drug  was  administered  after  an  inmate  had  violated  the 
behavior  protocol  established  for  him  by  the  staff.  The  drug  could  be 
injected  for  such  acts  as  not  getting  up,  talking,  swearing,  and  lying.0"' 
Members  of  the  staff  or  other  inmates  would  report  these  violations  of 
the  rules  and  the  injection  would  be  administered  by  a  nurse  without 
the  specific  authorization  of  a  doctor.  When  it  was  decided  that  an 
inmate  was  to  be  given  apomorphine,  he  was  taken  to  a  room  contain- 
ing only  a  sink  and  toilet.  He  was  then  exercised  and  within  about  15 
minutes  he  began  vomiting.  The  vomiting  lasted  from  15  minutes  to  an 
hour.  There  was  also  a  temporary  cardiovascular  effect.1'6 

It  is  not  clear  whether  consent  was  obtained  from  the  inmate  for  the 
use  of  the  drug.  What  is  apparent  is  that,  once  the  inmate  signed  an 
initial  consent,  withdrawal  of  that  consent  was  not  permitted.*" 

Testimony  as  to  the  efficacy  and  medical  acceptability  of  behavior 
modification  by  averse  stimuli  is  inconclusive.  A  member  of  the  staff  of 
the  medical  facility  testified  that  there  had  been  a  50  to  60  percent  effect 


«4  Iowa  Codv  Ann.  §  223.1    (1973). 

C5Knecht  v.  Gillman,  488  F.2d   1136,   1137  (8th  Cir.  1973). 

66  Id.  at  1137. 

67  Id.  at  1138. 
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in  modifying  behavior  by  the  use  of  apomorphine  at  ISMF.'1*  On  the 
other  hand,  Dr.  Stephen  Fox  of  the  University  of  Iowa  testified  that 
modifying  behavior  by  aversive  stimuli  is  "a  highly  questionable  tech- 
nique" with  only  a  20  to  5Cf percent  claimed  success  rate.  He  stated  that 
its  use  may  be  worse  punishment  than  a  beating,  since,  unlike  a  beating, 
once  administered,  the  drug  can  no  longer  be  controlled.09 

The  inmates  who  brought  suit  against  officials  of  the  State  of  Iowa 
alleged  that  they  had  been  subjected  to  injections  of  apomorphine  with- 
out their  consent  and  that  the  use  of  the  drug  constituted  cruel  and 
unusual  punishment  in  violation  of  the  eighth  amendment.  Based  upon 
the  testimony  at  the  hearing,  the  United  States  Court  of  Appeals  for 
the  Eighth  Circuit  felt  that  it  was  not  possible  to  say  that  the  use  of 
apomorphine  is  a  recognized  and  acceptable  medical  practice  in  institu- 
tions such  as  ISMF.  But  it  refused  to  prohibit  use  of  the  drug  on  inmates 
who  knowingly  and  intelligently  consent  to  the  treatment.70 

The  court  then  detailed  how  to  prevent  abuse  in  the  treatment  proce- 
dures of  consenting  participants  and  how  to  make  certain  that  consent 
is  knowingly  and  intelligently  given.  Written  consent  must  be  obtained 
from  the  inmate  specifying  the  nature  of  the  treatment  and  its  purpose, 
detailing  the  effects  and  the  inherent  risks,  and  advising  the  inmate  of 
his  right  to  terminate  the  consent  at  any  time.  Consent  may  be  revoked 
by  oral  expression  to  any  member  of  "the  staff.  Finally,  each  apomor- 
phine injection  shall  be  authorized  by  a  doctor  and  administered  by  a 
doctor  or  nurse  only  upon  the  personal  observation  of  a  member  of  the 
prison  staff  of  the  prisoner's  misbehavior.71  It  becomes  clear  that  cruel 
and  unusual  punishment  becomes  "treatment"  if  the  patient  consents 
and  it  has  the  blessing  of  the  medical  staff. 

V.  Whethers  and  Whens 

The  questions  that  are  the  hardest  to  answer  are,  of  course,  whether 
behavior  modifying  techniques  should  be  utilized  as  they  develop;  if  so, 
when,  and  under  what  conditions.  Here  the  arguments  are  more  diffuse, 
and  greatly  dependent  upon  purposes  and  philosophy.  Unfortunately, 
we  are  going  through  a  phase  of  real  debate  about  the  value  of  impris- 


*»ld. 

69  id. 

™ld.  at  1140. 

71  Id.  "Whether  it  is  called  'aversive  stimuli'  or  punishment,  the  act  of  forcing 
someone  to  vomit  for  a  fifteen  minute  period  for  committing  some  minor  breach  of 
the  rules  can  only  be  regarded  as  cruel  and  unusual  punishment  unless  the  treatment 
is  being  administered  to  a  patient  who  knowingly  and  intelligently  has  consented  to  it." 
Id.  at  1139-40. 
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onment  itself.72  Manifestly,  it  seems  senseless  to  continue  with  what  has 
been  the  prevailing  philosophy:  increase  incarceration  under  the  mis- 
guided concept  that  when  a  great  deal  of  something  doesn't  work,  more 
of  the  same  must  be  needed.  What  is  needed  is  a  reevaluation  of  our 
incarceration  practices;  and  this  task  focuses  again  on  the  purposes  of 
imprisonment. 

The  traditional  purposes  have  been  fivefold.  1)  Prevention.73  This  is 
the  simplest  concept.  As  long  as  a  man  is  locked  up.  he  is  prevented 
from  repeating  that  crime.  To  the  extent  that  he  at  least  no  longer  com- 
mits the  crime,  we  are  reducing  the  amount  of  crime  committed.  2) 
Specific  deterrence.7"1  If  a  man  is  punished  severely  enough  for  an  action, 
he  is  unlikely  to  repeat  that  action.  This  is  a  concept  that  has  few 
supporters  at  present.  3)  General  deterrence.7"'  This  principle  assumes 
that  publicized  punishment  of  one  criminal  will  deter  another  who  might 
he  inclined  to  pursue  the  same  anti-social  behavior.  The  principle  of 
general  deterrence,  almost  impossible  to  statistically  verify,  is  accepted 
without  the  availability  of  rigorous  proof  because  "common  sense" 
seems  to  indicate  that  people  behave  in  this  way.  Further,  general  de- 
terrence is  an  essential  element  of  a  correctional  system  that  does  not 
want  to  accept  a  punitive  model  and  cannot  believe  in  a  therapeutic 
one.  This  leads  to  the  last  two  principles  under  which  incarceration  may 
be  justified.  These  final  justifications  historically  had  an  inverse  rela- 
tionship to  each  other;  that  is,  the  rise  of  one  has  lecf  to  the  decline  of 
the  other.  4)  Punishment.711  The  punitive  model  sees  incarceration  as 
punishment,  more  humane  than  some  that  have  preceded  it,  but  none- 
theless as  a  price  extracted.  Both  specific  and  general  deterrence  would 
seem  to  make  sense  only  if  one  acknowledges  the  punitive  aspect  of 
imprisonment.  5)  Rehabilitation.77  The  therapeutic  model,  drawing 
heavily  on  sociological  and  psychological  data  of  the  last  30  years,  views 
the  criminal  as  a  victim  of  the  crime  in  the  same  way  as  the  individual 


72  Andenaes,  supra  note  14,  at  175-85;  Robinson  &  Smith,  the  Effectiveness  of 
Correctional  Programs,  17  Crime  and  Delin.  67,  72-76  (1971). 

73  See,  e.g.,  Andfnaes,  supra  note  14,  at  3-31;  H.  Packer,  The  Limits  of  the  Crim- 
inal Sanction  48^*9  (1968). 

74  See,  e.g.,  Andenaes,  supra  note  14.  at  175;  H.  Hart,  Punishment  and  Respon- 
sibility: Essays  on  the  Philosophy  of  Law  128-29,  208  (1968);  H.  Packer,  supra 
note  73,  at  39-45. 

75 Sec,  e.g.,  Andenaes,  supra  note  14,  at  34-37;  H.  Hart,  supra  note  74,  at  128-29; 
H.  Packer,  supra  note  73.  at  45-48. 

76  See,  e.g.,  A.  Ewing,  The  Morality  of  Punishment  107-12  (1970);  H.  Hart, 
supra  note  74,  at  130-32:  H.  Packer,  supra  note  73,  at  37-39. 

17  See,  e.g.,  A.  Ewing,  supra  note  76,  at  73:  H.  Hart,  supra  note  74,  at  25-27; 
H.  Packer,  supra  note  73.  at  53-58. 
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he  victimized.  It  defines  him  in  terms  of  a  developmental  past  driving 
him  to  this  behavior  beyond  volition  or  choice.  That  makes  the  behavior 
not  immoral  but  inevitable,  subject  not  to  punishment  but  to  treatment. 
The  arguments  for  treating  the  crime  and  not  the  criminal  are  argued 
extensively  in  other  places  and,  since  it  has  been  the  dominant  influence 
in  modern  times,  need  not  be  reiterated  here." 

The  therapeutic  model,  with  its  humanistic  approach  and  its  attempt 
to  individualize  justice,  is  inextricably  bound  to  the  indeterminate  sen- 
tence. If  incarceration,  like  hospitalization,  is  for  purposes  of  treatment, 
then  obviously  the  only  sentence  that  makes  sense  is  an  indeterminate 
one.  The  decision  on  duration  of  sentence  cannot  be  made  in  advance 
but  will  be  decided  by  measuring  the  progress  of  the  patient  in  response 
to  the  therapeutic,  corrective,  and  educational  procedures  administered 
during  the  incarceration. 

An  argument  offered  in  favor  of  the  indeterminate  sentence  is  that 
incarceration  without  rehabilitation  is  not  only  useless,  but  destructive 
and  self-defeating.  If  an  inmate  knows  he  will  be  released  after  a  stipu- 
lated period  regardless  of  his  condition  or  behavior,  his  incentive  for 
rehabilitation  is  minimal.  However,  if  the  inmate  knows  he  will  be  re- 
leased only  when  rehabilitated,  he  will  take  part  in  all  of  the  programs 
designed  to  correct  his  criminal  behavior  so  that  he  may  reenter  society 
as  a  "well"  person.711 

Critics  of  the  indeterminate  sentence  contend  that  treatment  is  a 
myth  because  of  inadequacy  of  staff  and  the  difficulty  of  therapy  in  a 
maximum  security  atmosphere. s0  Certainly  this  has  been  the  accepted 
view  of  psychiatry,  which  has  always  questioned  the  possibility  of  doing 
effective  psychotherapy  (as  distinguished  from  drug,  supportive,  or 
protective  therapy)  in  an  institution,  even  an  institution  whose  design  is 
purely  patient-oriented  and  whose  purpose  is  not  contaminated  by  puni- 
tive or  social  responsibility. 

In  another  context,  one  of  the  commentators  described  this  paradox 
of  the  prison  in  terms  of  its  conflicting  aims. 

[T]he  prisons  [are]  a  sociological  community  ir      Mch  a 
large  number  of  men  must  be  controlled  by  a  small 

78  Sec.    e.g.,   A.    Fwinc;,   supra    note    76,    at    73-86;    Haylis,    In 
Treatment,    in    PHILOSOPHICAL    PrRSPCCTivt:    of    Punishnunt 
Handy,  M.  Farber  eds.    1968):   Koehl,  Professor  Baytis  and  th 
in   Philosophical  Perspective  of  Punishment  49-52   (E. 
Farber  eds.   1968). 

7U  Carney,    The    Indeterminate    Sentence    at    Patnxent,    ? 
(1974). 

80  Cf.  Carney,  supra  note  79,  at   141. 
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the  larger  number  having  only  the  potential  power  of  their 
number.  II  ever  unified,  they  could  threaten  the  authority  of 
the  minority.  For  purposes  of  security  it  is  essential  that  the 
population  remain  divided.  To  that  end  it  is  necessary  that  a 
sense  of  community  be  discouraged,  that  communication 
among  prisoners  be  made  difficult;  that  leaders,  natural  or  po- 
tential, be  isolated;  that  passivity  be  encouraged  and  asser- 
tiveness,  which  is  too  close  to  aggressiveness,  be  restricted 
even  if  it  might  be  applied  to  positive  ends;  that  self-confi- 
dence be  eroded  and  self-doubts  be  engendered:  that  prej- 
udices and  biases  which  divide  the  community  be  encouraged 
or  at  least  tolerated;  that  sources  that  feed  pride  be  restricted, 
because  pride  is  potential  power:  that  lethargy  be  rewarded; 
that  individuality  be  obliterated;  that  the  spirit  of  man  be 
broken  in  the  service  of  obedience. 
*  All  of  these  make  sense,  are  psychologically  sound,  if  the 

purpose  is  to  keep  a  large  group  of  men  under  the  control  of 
a  small  group  of  men.  The  fact  thai  most  of  this  is  antithetical 
to  the  concept  of  building  strength  o\'  character  or  rehabilita- 
tion, which  is  the  purported  goal  of  imprisonment,  is  aside 
from  the  point,  because  the  purported  goal  is  not  the  real 
goal.  A  warden's  job  is  not  the  rehabilitation  of  prisoners;  it 
is  the  maintenance  of  order.4-1 

Perhaps  the  most  damning  criticism  of  the  indeterminate  sentence  is 
that  it  gives  the  staff  an  increasing  authority  and  power  over  the  prison 
population.  Most  critics  now  feel  that  this  arbitrary  and  absolute 
authority  has  been  the  chief  invitation  to  abuse.82 

In  addition,  as  has  previously  been  stated,  there  is  some  protection  in 
the  honest  acceptance  of  punishment  as  a  model.  If  the  stated  purpose 
is  punishment,  there  are  traditional  legal  restraints  available.  When  the 
model  is  a  therapeutic  or  treatment  one,  the  limits  or  extent  of  "treat- 
ment" are  far  less  clear  since  what  is  being  done  is  exclusively  for  the 
individual  patient-prisoner's  good.  One  may  treat  a  man  for  the  rest  of 
his  life  for  a  mental  condition  (e.g.,  kleptomania),  but  one  is  unlikely 
to  do  so  for  a  nonviolent,  though  serious,  crime  (e.g.,  petty  theft). 

One  demonstrated  effect  of  the  indeterminate  sentence  has  been  to 
prolong  the  average  prison  sentence.*1  The  longer  prison  term  might  be 


81  W.  Gaylin.  In  thf  Sfrvicf  of  TuriR  Country  329-30  (1970). 

82  Cf.  Greenberg  &  Stender,  The  Prison  as  a  lawless  Society.  21  Bi  FF.  L.  Rev.  799 
(1972). 

8;!  During  the  period  from  1955  to  1965,  135  of  976  piisoners  committed  to  Patuxent 
were  released  unconditionally.  Of  those  releases,  46'T  hud  served  beyond  the  original 
sentence.  J.  Mitiord.  Kind  and  Usual  Punishment    112  (1973). 
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justifiable  if  it  affected  salutory  change  in  behavior  and  if  those  re- 
leased were  released  "cured."  However,  experience  has  demonstrated 
that  efforts  to  rehabilitate  prisoners  have  not  significantly  reduced  the 
recidivist  rate.84 

The  failure  of  the  rehabilitative  ideal,  however,  has  not  led  to  an 
abandonment  of  this  philosophy,  but  rather  to  more  experimental  tech- 
niques. Society  is  not  prepared  to  abandon  the  promise  of  rehabilitation 
since  the  alternative  punitive  model  is  too  bleak,  too  defeatist  for  a 
"can-do"  society  as  ours  has  traditionally  been.  Thus,  given  the  in- 
evitability of  some  rehabilitative  attempts,  appropriate  criteria  must  be 
developed  for  determining  the  acceptability  of  the  various  types  of  be- 
havior modification  programs. 

The  impact  of  various  behavior  control  technologies  and  the  prob- 
lems they  present  obviously  vary  according  to  the  devices  used.  It  is 
useful  to  construct  a  continuum  of  behavior  techniques  being  used  on 
the  basis  of  their  relative  impact.  Several  factors  must  be  determined 
in  this  assessment.  They  include:  "(1)  the  extent  and  duration  of 
changes  in  behavior  patterns  and  mental  activity  affected  by  the  therapy 
— the  degree  of  change  in  personality;  (2)  the  side  effects  associated 
with  the  therapy;  (3)  the  extent  to  which  the  therapy  requires  physical 
intrusion  into  the  inmate's  body;  (4)  the  degree  of  pain,  if  any,  asso- 
ciated with  the  therapy;  and  (5)  the  extent  to  which  an  uncooperative 
inmate  can  avoid  the  effects  of  therapy."8"1 

The  fact  that  prisons  exist  illustrates  that  we  have  decided  that  we 
have  the  right  and  responsibility  to  coerce  certain  behavior.  The  limits 
of  that  coercive  power  must  be  clearly  defined.  In  evaluating  briefly 
some  of  the  therapies  considered,  certain  answers  immediately  seem 
clear,  others  borderline,  and  others  open-ended. 

Coerciveness  is  only  one  factor  that  must  be  considered  in  evalu- 
ating the  acceptability  of  treatments.  Also  relevant  are  the  incidental 
costs  to  the  individual,  the  permanency  of  effects,  the  motivation  of  the 
treaters,  and  the  question  of  cruelty.  Moreover,  use  of  behavior  modifi- 
cation programs  raises  questions  concerning  the  nature  of  autonomy, 
integrity,  and  the  relationship  between  the  individual  and  society.  So- 
ciety obviously  has  the  right  to  demand  and  coerce  certain  behavior. 
The  individual  who  defies  the  law  may  be  punished  and  prevented  by 
isolation  from  continuing  this  proscribed  action.  This  does  not  neces- 


*4  Morris  &  Hawkins,  Rehabilitation:  Rhetoric  and  Reality,  34  Fro.  Probation  9 
(1970);  Robinson  &  Smith.  The  Effectiveness  of  Correctional  Programs,  17  Crime  and 
Delin.  67,  72-76  (1971);  Wilkins,  supra  note  15. 

85  Note,  45  S.  Cal.  L.  Rev.  616,  supra  note   16,  at  658. 
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sarily  mean  that  we  have  the  right  to  change  the  nature  of  the  indi- 
vidual. If  a  man  has  aggressive  tendencies  which  lead  to  criminal  ac- 
tions, we  may  punish  him  for  each  act  or  isolate  him  if  the  acts  are 
continuing.  It  is  not  at  all  clear  that  we  have  a  right  to  forcibly  re- 
move his  aggressiveness.  We  can  demand  that  he  conform  his  behavior 
to  the  rules  governing  society,  but  it  may  not  necessarily  follow  that  we 
have  the  right  to  alter  his  nature  or  beliefs. 

These  general  considerations  must  be  the  foundation  on  which  future 
decisions  will  be  made  as  new  technologies  become  perfected  and  as  we 
deliberate  about  the  right  to  use  them.  In  the  meantime,  something 
ought  to  be  said  about  the  technologies  that  are  now  available  and 
being  used.  There-  is  little  opposition  to  individual  and  group  psycho- 
therapy. There  is  minimal  hope  for  success,  given  the  social  setting  of 
the  prison,  the  nature  of  the  prisoners,  and  the  quality  of  therapists 
likely  to  be  attracted.  Also  there  is  the  consensus  that  psychotherapy  is 
the  least  susceptible  to  abuse  and  the  most  amenable  to  the  voluntary 
control  of  the  subject. 

Behavior  therapy  is  more  questionable  although  still  not  necessarily 
unacceptable.  Certainly  operant  conditioning  with  its  reward  systems 
seems  reasonable  when  done  on  a  voluntary  basis.  \n  any  case,  it  is 
almost  inevitable  (whether  so  labelled  or  not)  by  the  nature  of  prison 
life,  with  its  allowance  for  such  things  as  "good  days,"  expanded  privi- 
leges, and  removal  from  a  maximum  to  minimum  security  wing. 

Aversion  therapy  is  another  matter.  Suppose  that,  for  example,  aver- 
sion therapy  using  electric  shock  can  be  validated  as  an  effective  treat- 
ment for  certain  admittedly  undesirable  kinds  of  behavior  or  states  of 
mind.  We  have  three  alternatives:  (1)  participation  in  the  program 
should  be  involuntary;  (2)  participation  should  be  voluntary;  or  (3) 
administration  of  the  program  should  not  be  allowed. 

Several  arguments  are  given  in  favor  of  involuntary  participation. 
Rebellious,  hostile  inmates  are  not  in  a  position  to  give  informed  con- 
sent to  a  procedure  that  will  socialize  them.  Since  life  would  be  better 
for  them  if  they  were  treated,  and  we  have  already  coerced  them  into 
incarceration,  we  should  be  able  to  coerce  them  into  something  we  feel 
is  better  for  them.80 

Others  feel  that  our  values  of  autonomy  are  seriously  undermined  by 
these  treatments.  We  need  the  ritual  process  of  consent  to  make  us  com- 


86Wyatt  v.  Stickney,  344  F.  Supp.  373   (M.D.  Ala.  I972V,  T.  Szasz,  The  Manufac- 
ture of  Madnfss  150-51   (1970). 
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fortable.  Since  saying  "no"  is  one  of  the  few  autonomous  acts  prisoners 
can  make,  they  should  have  a  right  to  say  it.87 

The  majority  of  participants  at  the  Institute  of  Society,  Ethics,  and 
the  Life  Sciences  Conference  believed  that  such  programs  should  not  be 
allowed  even  if  the  inmate  requests  them.  The  personal  risks  involved 
in  the  application  of  aversion  therapy  are  such  that  a  high  level  of  ex- 
pertise is  required.  This  level  of  expertise  cannot  be  assured  in  prisons. 
Physicians  untrained  in  its  use  would  be  tempted  to  try  it  anyway  on 
the  "inferior"  kind  of  patients  on  which  it  is  to  be  used.  The  promiscuous 
use  of  shock  therapy  and  tranquilizing  drugs  on  mental  hospital  in- 
mates during  recent  years  tends  to  confirm  this  apprehension. ss 

Many  of  the  other  therapies  considered  can  be  effectively  eliminated. 
Electro-convulsive  therapy  has  no  place  in  any  rehabilitative  model  in 
a  prison.  Someone  possessing  conditions  which  justify  electro-convulsive 
therapy  does  not  belong  in  a  prison.  In  other  words,  whatever  justifica- 
tion for  the  therapy  that  might  occur  in  the  prison  (for  example,  the 
development  of  acute,  unremitting  depression)  should  be  incidental  to, 
and  independent  of,  the  reasons  for  imprisonment. 

Almost  the  same  can  be  said  about  drug  therapy.  There  are  no  ade- 
quate drugs  to  "treat"  the  kinds  of  conditions  for  which  we  send  people 
to  prison.  There  is,  therefore,  no  justification  for  drug  therapy.  This 
does  not  mean  that  drugs  may  not  be  used  for  purposes  of  social  con- 
trol, but  that  represents  a  different  order  of  questions  in  a  different  argu- 
ment. What  is  clear  is  that  we  must  not  allow  drugs  to  be  used  for  social 
control  while  pretending  that  their  use  is  therapeutic. 

Electronic  control  of  the  brain  via  the  implantation  of  electrodes  is 
a  dubious  therapeutic  procedure.  It  is  questionable  whether  it  should 
even  be  permitted  on  volunteers  in  a  non-prison  setting.  At  any  rate,  it 
should  certainly  not  be  allowed  within  the  prison. 

The  issue  that  has  caused  the  most  public  discussion  and  has  become 
the  most  politicized  within  the  last  few  years  is  psychosurgery.80  It  too 
presents  a  confusion  in  terminology,  because  lumped  in  the  term  "psy- 
chosurgery" there  are  a  number  of  different  operations  for  behavior  and 


87  Cf.  Shapiro.  Legislating  the  Control  of  Behavior  Control,  47  S.  Cai  .  I.  Rev.  237, 
251.  316-19  (1974);  Note,  Kaimowitz  v.  Department  of  Mental  Health:  A  Right  to  Be 
Free  From  Experimental  Psychosurgery?,  54  Boston  U.L.  Rev.  301    (1974). 

88  See  I.  Belknap.  Hlman  Problems  of  a  State  Mental  Hospital  191-95  (1956); 

F.    I.INDMAN    &    D.    MClNTYRE,    TlIE    MENTALLY    DISABLED    AND    THE    LAW    163     ( reV.    ed. 

1971). 

89 See,  e.g.,  W.  Gaymn,  Neville  &  Meisier,  Operating  on  the  Mind:  The  Psycho- 
surgery Conflict  (1975);  Symposium:  Psychosurgery.  54  Boston  U.L.  Rev.  1   (1974). 


423 


34  The  American  Criminal  Law  Review  [Vol.  13:11 

a  number  of  operations  on  the  brain  for  other  diverse  therapeutic  ends. 
It  is  impossible  within  the  scope  of  this  article  to  discuss  this  broad 
issue.  It  is  important  to  recognize  a  few  facts.  The  effects  on  individual 
personality  and  behavior  have  been  grossly  exaggerated  by  some  of  the 
lay  critics.*'  But  their  exaggeration  is  in  a  good  cause.  This  surgery  is 
still  experimental,  its  therapeutic  effectiveness  most  questionable. 

There  is  questionable  justification  for  psychosurgery  for  deviant  be- 
havior even  when  it  is  not  anti-social,  where  no  responsibility  to  society 
is  being  served  by  changing  the  behavior.  There  is  no  justification,  at 
this  point,  for  psychosurgery  in  prisons.  The  difficult  issues  will  arise 
when  and  if  it  can  be  demonstrated  that  psychosurgery  can  be  effective 
in  changing  the  behavior  which  led  to  imprisonment.  That  time  is  not 
here. 

Finally,  we  come  to  the  concept  of  institutionalization  itself.  Of  all 
tlje  techniques  described,  including  psychosurgery  and  electrode  im- 
plantation, the  method  proved  most  effective  for  profoundly  altering  the 
personality  and  behavior  of  an  individual  is  prolonged  incarceration. 
The  man  who  leaves  prison  after  30  or  40  years  is  a  profoundly  different 
man  than  the  one  who  entered.  Since  incarceration  of  even  five  to  ten 
years  may  also  result  in  debilitating  personality  changes,  the  question 
arises  whether  incarceration  is  truly  a  benevolent  alternative  to  other 
forms  of  punishment.91 

VI.  Conclusion 

Throughout  this  article,  behavior  modification  has  been  broadly 
defined  to  include  the  wide  range  of  activities  from  voluntary  group 
psychotherapy  to  more  debatable  coercive  techniques  such  as  aversivc 
conditioning.  The  controversy  over  behavior  modification  programs 
centers  around  use  of  the  newer  coercive  technologies  to  manipulate 
the  inmates.  While  the  use  of  these  new  techniques  in  prison  is  not  yet 
widespread,02  their  potential  proliferation- is  a  matter  for  real  concern. 
Given  the  prisons  with  their  second-rate  technicians  and  a  highly  vul- 
nerable population,  conservatism  must  be  the  fashion  and  caution  an 


90  See  Neville,  Pots  and  Black  Kettles:  A  Philosopher's  Perspective  on  Psychosurgery, 
54  Boston  U.L.  Rev.  340  (1974). 

01  "It  is  difficult  to  escape  the  conclusion  that  the  act  of  incarcerating  a  person  at  all 
will  impair  whatever  potential  he  has  for  crime-free  future  adjustment  and  that,  regard- 
less of  which  'treatments'  are  administered  while  he  is  in  prison,  the  longer  he  is  kept 
there  the-more  he  will  deteriorate  and  the  more  likely  it  is  that  he  will  recidivate." 
Robinson  &  Smith,  The  Effectiveness  of  Correctional  Programs,  17  Crime  and  Dei  in. 
67,  72-76  (1971). 

"MSee  Note,  Behavior  Modification  and  Other  Legal  Imbroglios  of  Human  Experi- 
mentation, 52  J.  Urban  L.  155  (1974). 
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important  principle.  Certainly  this  does  not  seem  a  prudent  time  for  the 
expansion  of  therapeutic  experimentation.  In  order  to  halt  the  new  ver- 
sions of  old  failures,  a  moratorium  on  the  use  of  the  new  techniques  is 
desirable. 
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PRISONERS  AS  LABORATORY  ANIMALS 

(By  Michael  Mills  and  Norval  Morris) 

Stateville  Prison  in  Illinois  might  have  been  created  by  a  Hollywood  set  de- 
signer, George  Raft  and  his  fellows  in  the  romantic  prison  movies  of  the  1940s 
would  recognize  its  massive  walls  looming  over  the  empty  countryside,  the  armed 
guard  towers  that  prickle  the  horizon  and  the  regimented  flower  beds  at  the  front 
gate.  Inside,  the  cells,  exercise  yards  and  vast  steel-tabled  dining  halls  would 
look  familiar,  too,  although  the  occupants  now  are  very  much  of  the  1970s : 
young,  mostly  black,  urban,  violent  and  prone  to  riot. 

Not  a  part  of  anyone's  casual  picture  of  prison  life,  then  or  now,  is  the  Malaria 
Project  located  in  a  small  research  hospital  in  which  Stateville  prisoners  serve 
as  test  subjects  for  new  antimalarial  drugs.  Although  Americans  have  largely 
forgotten  the  disease,  save  for  a  brief  fever  of  interest  in  Vietnam,  malaria  re- 
mains the  largest  public  health  problem  in  the  world :  200  million  persons  suffer 
each  year  and  2  million  die.  At  Stateville,  no  one  has  died  of  malaria  since  the 
project  began  during  World  War  II  in  a  search  for  drugs  to  protect  allied  sol- 
diers, but  hundreds  of  prisoners  have  endured  the  fevers,  chills  and  aches  of  the 
disease  and  many  more  have  been  dosed,  measured,  probed,  punctured,  wired  and 
watched  in  other  phases  of  the  work. 

Stateville  is  not  alone  in  nuturing  medical  and  other  research.  Prisoners  make 
splendid  laboratory  animals.  Healthy,  relatively  free  of  alcohol  and  drugs,  with 
regulated  diets,  they  are  captives,  unlikely  to  wander  off  and  be  lost  to  both 
treatment  and  control  groups,  and  they  are  under  sufficient  pressure  of  adversity 
to  "volunteer."  No  one  knows  precisely  how  many  prisoners  are  sampling  drugs, 
ingesting  food  additives  or  swabbing  themselves  with  cosmetics.  Reflecting  a 
widespread  lack  of  any  but  punitive  interest  in  our  prison  systems,  we  do  not 
know  who  or  how  many  or  where  our  guinea  pigs  are,  the  risks  to  which  they 
are  exposed,  the  rewards  they  receive  or  the  conditions  of  their  consent. 

Nevertheless,  our  investigations — and  those  of  Walter  Rugaber  and  Jessica 
Mitford  before  us — have  marked  out  the  range  and  character  of  research  in 
prisons.  Somewhat  unfashionably  in  disagreement  with  Mitford  and  other 
liberal  reformers  of  the  prisons,  we  are  persuaded  that  research  in  prisons 
can  with  appropriate  safeguards  make  a  useful  contribution  to  the  prisoner's 
welfare,  to  reform  of  the  correctional  system  and,  not  least,  to  medical  progress. 
We  found  research  of  four  kinds  : 

testing  methods  of  treating  prisoners  to  "cure"  their  criminality, 
testing  new  drugs  for  pharmaceutical  manufacturers, 
engaging  in  medical  research  not  related  to  drugs, 
testing  cosmetics,  hand  lotions,  band-aids  and  the  like. 

We  do  not  in  this  study  mark  out  the  moral  limits  on  coercively  curing  crimi- 
nals. B.F.  Skinner  and  A  Clockwork  Orange,  aversive  conditioning  and  The 
Terminal  Man  demand  a  complex  inquiry  into  the  foundations  of  criminal  pun- 
ishment, a  task  beyond  our  ambitions  here.  We  do  believe,  however,  that  examin- 
ing the  use  of  prisoners  in  medical  and  quasi-medical  research,  for  public  health 
as  distinct  from  crime-control  purposes,  will  provide  first  approximations  of 
the  answers  to  the  broader  inquiry.  First,  therefore,  we  address  the  prisoner's 
role  in  drug  testing. 

Human  Guinea  Pigs 

Drugs  for  humans  are  tested  in  three  stages  after  animal  studies  are  complete. 
In  Phase  I,  the  new  compound  is  given  to  fewer  than  100  normal,  healthy  persons 
in  order  to  measure  absorption,  bioavailability,  toxicity  and  side  effects.  Any- 
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one  can  be  a  Phase  I  test  subject ;  he  need  not  have  or  risk  the  condition  to  be 
treated.  As  one  researcher  put  it  to  us,  "I've  never  tested  in  prisons,  but  I'm 
always  looking  for  good  subjects.  Hell,  I  tested  a  contraceptive  on  a  flock  of 
nuns."  He  meant  Phase  I  testing,  to  be  sure,  since  in  Phase  II  the  drug's  eff- 
tiveness  is  tested  for  the  first  time  on  a  small  group  of  patients.  Prisoners  excel 
in  Phase  I  tests  and,  according  to  Dr.  Marion  Finkel,  deputy  director  of  the 
FDA's  Bureau  of  Drugs,  do  "virtually  all"  such  work  for  the  drug  industry. 

Prisoners  may  also  be  Phase  II  subjects.  At  Stateville,  for  example,  testing 
antimalarial  drugs  requires  that  disease-carrying  mosquitoes  be  given  an  oc- 
casional free  lunch  upon  a  dozen  or  so  healthy  prisoners.  That  feeding  ensures 
a  supply  of  "patients"  in  a  nation  to  which  malaria  is  now  virtually  unknown. 

If  the  drug  appears  safe  and  effective,  testing  moves  into  Phase  III  or  con- 
trolled field  trials  involving  as  many  as  5,000  patients.  Antimalarial  compounds 
are  shipped  to  doctors  in  Southeast  Asia,  Latin  America  and  other  areas  of  the 
world  where  malaria  is  endemic.  There,  the  new  drugs  are  given  to  patients  in 
the  course  of  regular — but  carefully  observed — medical  treatment.  These  stages 
are  suggested  by  their  apparent  scientific  logic  and  mandated  by  the  Food 
and  Drug  Administration  since  1962  when  the  European  thalidomide  tragedies 
moved  Congress  to  require  more  extensive  proof  of  new  drug  safety  as  well  as 
efficacy. 

Darvon,  a  product  of  Eli  Lilly  and  Company,  is  one  of  the  most  common  drugs, 
for  as  the  package  insert  states,  "the  relief  of  mild  to  moderate  pain."  One  of 
its  forms,  Darvon-N,  was  extensively  tested  in  Phase  I  by  prisoners  of  the 
Indiana  State  Reformatory,  a  part  of  the  Indiana  prison  system  with  which 
Lilly  has  a  close  and  symbiotic  relationship.  At  the  Lilly  Laboratory  for  Clinical 
Research  in  the  Marion  County  General  Hospital  in  Indianapolis,  a  special 
ward  has  been  established  for  Phase  I  testing.  As  many  as  16  inmates  at  a  time, 
selected  from  a  long  waiting  list  that  has  been  screened  by  the  prison  staff,  will 
be  transferred  from  the  reformatory  to  the  hospital  for  three  to  six  weeks  of 
research  participation. 

Last  year  77  men  came  from  the  refomatory  to  the  Lilly  laboratory  as  research 
subjects.  What  did  they  get?  They  got  a  ward  without  guards  as  well  as  cigarettes, 
books,  barbering,  craft  and  hobby  materials,  color  television,  exercise  rooms, 
daily  rather  than  biweekly  visiting  privileges  and  $2  per  day.  (In  the  prison 
regular  wages  are  20  cents  per  day,  and  there  are  no  color  televisions.)  They 
also  got  the  chance  to  make  a  least  a  small  choice  about  their  own  lives  in  an 
otherwise  wholly  regimented  setting.  In  turn  the  prison  got  a  dishwater,  a  re- 
modeled hospital,  high  school  supplies,  an  improved  library  and  athletic  equip- 
ment. And,  of  course,  Lilly  got  its  Phase  I  tests  results. 

Lilly  also  conducts  research  with  prisoners  in  the  reformatory  hospital  and 
at  the  Marion  County  Jail,  using  nearly  1,000  men  at  the  reformatory  and  42 
at  the  jail  last  year.  In  another  mutually  beneficial  arrangement  the  Upjohn 
and  Parke-Davis  companies  do  their  testing  at  the  Southern  Michigan  State 
Prison  at  Jackson.  Well  over  $1  million  has  been  invested  in  sophisticated  re- 
search clinics  through  which  nearly  half  of  the  prison's  5,000  population  pass 
each  year.  In  addition  to  paying  the  prisoners  on  an  elaborate  schedule  that 
ranges  from  25  cents  for  a  fingertip  blood  sample  to  $12  for  a  spinal  tap,  Up- 
john provides  pharmacy  services  and  some  emergency  equipment  to  the  prison's 
hospital.  Moreover,  the  process  of  screening  the  volunteers  often  reveals  medical 
problems  that  are  referred  to  prison  physicians  for  treatment. 

Not  all  prison  testing  of  new  drugs  is  done  with  the  scientific  rigor  and  medical 
sophistication  that  Lilly.  Upjohn,  and  Parke-Davis  plainly  apply  to  their  work  in 
Indiana  and  Michigan.  Many  drug  companies  contract  for  research  with  in- 
dividual physicians,  university  hospitals,  clinics  and  profit-making  firms.  The 
nature  and  extent  of  this  farmed-out  work  is  known  only  to  the  FDA,  and  only 
dimly  to  that  agency.  Dr.  Alan  Lisook,  of  the  FDA's  Office  of  Scientific  Evaluation 
told  us  that  records  of  test  sites  are  not  routinely  kept  and  could  be  obtained 
only  by  laboriously  searching  through  each  of  the  approximately  1,000  new 
drug  applications  filed  every  year. 

DR.  AUSTIN  STOUOH,  AN  OKLAHOMA  PHYSICIAN  LEFT  A  TRAIL  OF  HEPATITIS  AND 
CORRUPTION  THROUGH  THE  PRISON  SYSTEMS  OF  SEVERAL  STATES 

One  man  whose  work  for  drug  manufacturers  became  well  known  is  Dr. 
Austin  Stough,  an  Oklahoma  physician  who  left  a  trail  of  hepatitis  and  corruption 
through  the  prison  systems  of  several  states.  His  firm,  Southern  Food  and  Drug 
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Research,  virtually  bought  control  of  the  Alabama  prisons,  reaping  profits  by 
testing  drugs  and  selling  blood  plasma.  Walter  Rugaber's  1969  stories  in  the 
New  York  Times  revealed  that  many  of  Stough's  tests  were  scientifically  worth- 
less and  medically  irresponsible,  but  evidently  not  enough  so  to  trouble  either 
the  sponsoring  manufacturers  (among  them  Wyeth  Laboratories  and  Merck, 
Sharp  &  Dohme)  cr  the  FDA.  A  committee  of  the  Alabama  Medical  Association 
reported  that  the  manufacturers  had  "demonstrated  some  lack  of  discretion" 
in  failing  to  supervise  adequately  the  work  upon  which  their  claims  of  safety 
and  efficacy  for  new  drugs  were  to  be  based.  Prisoners  were  not  given  proper 
examinations,  many  failed  to  take  prescribed  doses  of  the  drugs  and  at  Kilby 
Prison  near  Montgomery  the  hospital  director  was  "a  man  with  very  little  pre- 
vious medical  training  whose  experience  .  .  .  had  been  that  of  a  veneral  disease 
inspector." 

Although  the  drug-testing  programs  were  unsound  and  dangerous  to  potential 
consumers  of  new  drugs,  the  prisoners  suffered  most  from  Stough's  plasmaphersis 
project.  In  a  variation  of  usual  blood  donation,  a  unit  of  blood  is  extracted,  the 
plasma  separated  and  the  rest  is  reinjected  into  the  donor — as  often  as  16  times 
a  month.  This  procedure  is  not  experimental,  but  was  conducted  with  such  gross 
indifference  to  infection  of  the  donors  from  contaminated  apparatus  and  un- 
sterile  procedures  as  only  possible  in  the  protective  confines  of  prison.  There, 
an  epidemic  of  more  than  500  cases  of  serum  hepatitis,  three  of  them  fatal,  went 
unnoticed. 

In  his  busiest  years,  the  mid-1960's,  Dr.  Stough  was  responsible  for  between 
25  and  50  percent  of  all  Phase  I  testing  in  the  country  and  supplied  25  percent 
of  the  blood  plasma.  Now  that  he  is  dead,  the  FDA  has  issued  regulations  requir- 
ing that  all  drug  testing  be  reviewed  by  independent  committees  of  scientists, 
but  in  the  absence  of  effective  FDA  supervision  we  have  little  assurance  that 
another  such  grotesquerie  will  not  soon  be  uncovered  in  another  prison. 

We  also  found  medical  research  in  prisons  not  related  either  to  curing  crimi- 
nals or  to  testing  drugs.  Infectious  hepatitis  is  a  mild  disease  (unlike  the  dan- 
gerous serum  hepatitis  associated  with  addicts'  needles  and  commercial  blood 
banks)  but  so  common  that  9  out  of  10  children  will  have  it  by  the  time  they  are 
10  years  old.  The  nature  of  the  transmitting  agent  and  the  pattern  of  infec- 
tiousness are  not  understood.  Awkwardly  for  researchers,  rats  and  cats  and  other 
usual  laboratory  animals  refuse  to  become  infected.  Even  marmosets  have  been 
tried  but  only  humans  will  do — and  they  must  be  in  isolation  to  avoid  uncon- 
trolled exposure  to  infection. 

Dr.  Joseph  Boogs  of  Northwestern  University  Medical  School  told  us  that  he 
would  be  more  afraid  of  measles  than  infectious  hepatitis,  but  has  suspended 
his  studies  on  prisoners  because  recent  political  attention  has  made  the  research 
climate  tense.  The  New  York  Times  report  of  the  abuses  of  Tuskegee,  where 
hundreds  of  syphillis  victims  were  left  untreated  in  the  name  of  science,  and 
the  revelations  by  Jessica  Mitford  in  an  Atlantic  article  bave  led  all  researchers 
to  rethink  questions  of  human  rights.  In  the  words  of  Gerald  Houlihan  of  the 
New  York  State  Department  of  Corrections,  "Tuskegee  scared  the  hell  out  of 
prison  people."  But,  Dr.  Boggs  said,  a  ban  on  work  in  prisons  "will  absolutely 
stop  research  on  hepatitis." 

At  the  Oregon  State  Penitentiary,  eight  men  some  years  ago  subjected  them- 
selves to  bilateral  testicular  biopsies  as  part  of  an  investigation  in  reproductive 
health.  The  doctors  wanted  to  know  whether  certain  drugs  would  affect  the 
rate  of  sperm  production.  Under  local  anesthesia,  small  incisions  were  made 
through  which  tissue  was  removed  for  examination,  both  before  and  after  ad- 
ministration of  steroids  and  sex  hormones.  To  what  result?  As  the  doctors  put 
it,  "the  rate  of  spermatogenesis  in  man  therefore  appears  to  be  a  biological 
constant  in  confirmation  of  Ortavant's  conclusion  derived  from  .  .  .  studies  on 
the  ram." 

THE  SHAMPOO  THAT  WON'T  MAKE  BABT  CRY  WAS  TESTED  ON  A  GROUP  OF  HEALTHY 
AND    NOT    PARTICULARLY    LACHRYMOSE    ADULT    PRISONERS 

The  fourth  kind  of  research  in  which  prisoners  are  involved  flows  from  Amer- 
ica's insistent  demand  for  shiny  hair,  processed  food  and  sure  cosmetic  happiness. 
The  shampoo  that  won't  make  baby  cry  was  tested  on  a  group  of  healthy  and  not 
particularly  lachrymose  adult  prisoners.  Sweeteners,  expanders,  smoothers, 
fresheners,  brighteners,  preservatives  and  other  chemicals  of  the  food  industry 
must  also  be  checked  for  safety  :  prisoners  gulp  them  in  massive  doses.  Miracle 
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ingredients  for  face  creams  and  wrinkle  removers  must  pass  a  mundane  test 
to  be  sure  they  are  harmless  (their  efficacy  being  left  for  consumers  to  judge), 
and  that  too  occurs  in  prison. 

Hill  Top  Research,  a  private  laboratory,  uses  prisoners  from  the  Indiana 
State  Prison  in  a  variety  01  tests,  some  are  ir^a^e  ±  itbts  uoik  unuer  contract 
to  drug  manufacturers,  but  most  are  less  exotic.  For  example,  210  men  last  year 
used  new  deodorant  soaps  for  10  days,  allowing  the  investigators  to  make  ol- 
factory tests  of  the  soaps'  effectiveness.  Another  200  men  spent  15  days  butter- 
ing themselves  with  a  palette  of  cosmetics,  soaps,  perfumes  and  antiperspirants — 
to  test  for  irritation  and  sensitivity.  Similarly,  a  surgical  scrub  soap  was  checked 
for  its  ability  to  remove  skin  bacteria. 

Jack  Wild,  Hill  Top's  vice-president,  enthusiastically  informed  us  that  his 
firm  does  more  testing  outside  prisons  than  in,  often  working  with  church  and 
other  volunteer  groups  that  want  to  raise  money.  For  nondrug  tests,  in  which 
precise  control  and  minute  observation  are  less  critical,  free  subjects  are  as 
good  as  prisoners. 

A  Question  of  Freedom 

Prisoners  are,  it  is  clear,  extensively  used  as  the  objects  of  drug  and  medical 
research,  ranging  from  the  vital  to  the  frivolous.  Should  they  be?  Are  they 
appropriate  laboratory  animals?  Can  a  prisoner  volunteer?  Can  he  consent? 
Is  not  free  consent  by  a  prisoner  a  contradiction  in  terms? 

The  Declaration  of  Helsinki  was  the  postwar  medical  world's  formal  reaction 
to  the  revelations  at  Nuremberg  of  Nazi  abuse  of  prisoners  in  monstrous  medical 
experiments.  The  declaration,  when  first  drafted,  contained  a  ban  on  the  use 
of  all  prisoners  in  medical  research.  In  its  present  form  it  forbids  the  use  only 
of  "administrative  and  political  prisoners."  The  ethical  basis  of  this  distinction 
is  at  least  elusive. 

English,  European  and  some  American  correctional  administrators  adhere 
to  the  earlier  Helsinki  position  that  prison  life  is  inherently  coercive  and  for  this 
reason  prohibit  research  using  prisoners.  The  Oregon  State  Penitentiary,  site 
of  the  testicular  biopsy  study  described  earlier,  no  longer  permits  medical  re- 
search on  its  inmates.  Administrator  Hoyt  Cupp  told  us  that  he  had  made  the 
decision  to  ban  research  because  "We're  not  running  a  Greek  democracy  here; 
no  man  is  a  free  agent  in  prison." 

Such  a  ban  no  doubt  impedes  medical  progress  important  to  the  patient  and  the 
professional.  More  Asians  and  Africans  would  die  from  malaria  without  con- 
tinued research,  and  England's  strict  control  of  animal  vivisection  and  human 
subject  research  has,  in  the  words  of  one  medical  commentator,  made  her  "a 
second-rate  biomedical  power."  America  demands  premarket  testing,  but  that 
requires  healthy,  willing  subjects,  usually  prisoners.  Other  nations  are  less 
demanding,  but  patients  who  get  new  drugs  bear  greater  risks.  The  balance 
between  medical  progress  and  respect  for  human  integrity  is  uneasy. 

Asked  about  the  consequences  of  a  ban  on  research  in  prisons,  Alan  Lisook 
of  the  FDA  said  to  us,  "It  would  probably  be  disastrous.  Our  criteria  for  the 
approval  of  drugs,  the  amount  of  testing  we  require,  are  very  strict.  The  British 
get  along  without  prisoners,  but  they  do  not  have  such  tough  standards."  He 
cautioned,  however,  that  "it  is  obvious  they're  not  dropping  like  flies  in  Britain." 

PRISONERS  THEMSELVES  WOULD  DEEPLY  RESENT  A  BAN  ON,  AS  THEY  SEE  IT,  THEIR 

FREEDOM    TO    VOLUNTEER 

Carrying  our  search  for  alternative  test  subjects  to  doctors  running  these 
experiments  in  prison,  our  inquiry  "How  many  prison  staff  have  volunteered?" 
was  not  well  received.  We  hesitated  to  mention  Jessica  Mitford's  trenchant 
suggestion  that  stockholders  of  drug  companies  would  be  the  ideal  voluntary 
subjects.  Before  being  swept  along  by  radical  enthusiasm,  however,  it  is  well  to 
recognize  that  prisoners  themselves  would  deeply  resent  a  ban  on,  as  they  see  it, 
their  freedom  to  volunteer.  They  need  the  money  and  they  want  to  be  of  use 
to  the  community.  Indeed,  in  April  of  last  year  96  of  the  175  inmates  of  the 
Lancaster  County  Pennsylvania  Prison  wrote  to  the  local  newspaper  protesting 
the  state's  decision  to  stop  all  medical  experiments  on  state  prisoners,  including 
the  antibiotic  research  at  Lancaster.  The  disgruntled  prisoners  made  the  points 
that  they  were  unharmed  and  that  the  project  allowed  them  to  pay  off  their 
fines  and  court  costs. 

Absolutist  posistions  are  seductive  but  have  at  least  two  defects :  they  are  un- 
likely to  be  accepted  and,  granting  the  need  for  human  experimental  subjects, 
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it  would  seem  a  pity  to  exclude  prisoners  from  participation  if  their  involve- 
ment can  be  made  advantageous  both  to  them  and  to  the  community.  So  the 
contour  lines  of  an  unfree,  informed,  ethically  justified  consent  must  be  sketched. 
The  problem  is  one  of  coercion,  the  relationship  between  the  effects  of  captivity 
and  the  ethics  of  consent. 

Coercion  diffuses  along  a  troublesome  continuum.  Ivan  Denisovitch  would 
eagerly  volunteer  for  a  drug  test  merely  to  escape  the  Siberian  cold  for  a  day ; 
add  a  crust  of  bread  and  the  inducement  would  be  overpowering.  By  contrast, 
in  a  small,  open  prison,  decently  run  and  containing  short-term  prisoners,  there 
will  be  no  stainpede.to  participate. 

At  the  Texas  State  Pentitentiary  in  Huntsville,  researchers  from  the  Baylor 
College  of  Medicine  and  from  the  University  of  Texas  carry  on  studies  of  res- 
piratory diseases  and  cholera  vaccines  involving  several  hundred  men  per  year. 
The  inmates  are  paid  $5  for  each  day's  research  participation,  but  nothing  at  all 
for  work  in  the  prison.  The  studies  get  many  more  volunteers  than  they  can 
use ;  nonetheless,  Carl  Jeffries,  director  of  support  services  for  the  Texas  De- 
partment of  Corrections,  did  not  appear  disturbed.  He  told  us  that.  "We  do  not 
coerce  these  men  in  any  way,  shape,  or  form." 

In  Vermont,  the  state  prison  is  now  called  the  State  Correctional  Facility 
and  holds  only  140  men,  half  its  1969  population.  The  others  have  been  trans- 
ferred to  small  community  correctional  centers  and  have  so  reduced  the  volunteer 
pool  that  a  long-term  study  of  the  relationship  between  obesity  and  diabetes  had 
to  be  terminated  for  lack  of  subjects.  Warden  J.  V.  Moeykens,  whose  voice 
carries  little  of  the  tension  heard  in  the  voices  of  America's  megaprison  wardens, 
said  when  we  asked  about  future  research  possibilities,  "I  wouldi  discourage 
them.  Our  first  job  here  is  corrections,  and  I  just  don't  have  the  space  to  give 
up  to  outside  projects."  Warden  Moeykens  may  be  right,  but  there  are  clear 
advantages  to  the  prison  system  in  the  presence  of  the  medical  researcher.  He 
tends  to  inhibit  otherwise  hidden  brutalities  and  to  reduce  the  social  isolation 
of  the  prison.  In  the  sense  that  the  prison  institution  tries  to  keep  responsible 
community  influences  out,  the  medical  research  team  breaks  down  the  walls. 

Rewards  of  Research 

Why  do  prisoners  volunteer?  Freud  is  right,  human  behavior  is  overdeter- 
mined ;  here  as  elsewhere  is  a  multiplicity  of  motives.  Machismo,  which  leads 
prisoners  to  exaggerate  the  risks  they  take,  in  one.  The  altruism  of  community 
service  is  another,  carrying  with  it  for  the  prisoner  the  assurance  that  he  is  as 
virtuous  as  those  outside  who  have  banished  and  rejected  him.  And  if  he  sees 
himself  as  having  wronged  others  by  his  crimes,  here  is  a  chance  for  expiation, 
of  making  restitution.  Psychopathology  apart,  prisoners  seem  to  be  persistent 
risk  takers — as  their  presence  in  prison  suggests. 

PARTICIPATION  IN  EXPERIMENTS  PROVIDES  AN  IMMEDIATE  TEMPORARY  ESCAPE  FROM 
THE  PERVASIVE  FEAR,  ENDEMIC  BUTALITY  AND  TOTAL  ANONYMITY  OF  THE  TYPICAL 
AMERICAN    MEGAPRISON 

Other  motives  are  obvious  and  less  noble :  the  hope  of  earlier  release,  the 
reward  of  payment.  These  two  merit  closer  consideration.  But  there  is  also  one 
strong  complex  of  pressures  on  the  prisoner  that  is  less  well  known.  Participation 
in  experiments  provides  an  immediate  temporary  escape  from  the  pervasive 
fear,  endemic  brutality  and  total  anonymity  of  the  typical  American  mega- 
prison. When  we  visited  Stateville,  nearly  40  men  were  in  solitary  because  they 
had  asked  to  be — for  their  own  safety. 

These  pressures  are,  if  anything,  even  stronger  in  overcrowded  city  jails, 
many  of  which  are  also  involved  in  drug  tests.  Jail  life  is  unstable,  no  other 
jobs  are  available  and  the  need  for  money  in  the  jail  and  as  a  stake  upon  release 
is  even  more  compelling.  Most  prisoners  are  locked  up  in  jail,  after  all,  solely 
because  they  lack  money  for  a  bail  bond. 

Inmates  of  state  and  federal  prisons  know  that  the  fact  of  their  volunteering 
for  medical  experiments  is  noted  on  the  records  seen  by  the  parole  board.  But 
they  do  not  deceive  themselves  that  volunteering  has  more  than  marginal  in- 
fluences on  their  chances  for  parole.  Prisoners  tend  to  see  parole  decisions  as  so 
capricious  and  unprincipled  that  participation  in  medical  experiments  cannot 
be  a  reliable  key  to  unlock  the  prison  gates.  A  temporary  escape  to  a  less  brutal 
imprisonment,  yes — but  a  sure  path  to  an  early  freedom,  certainly  not. 
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Nathan  Leopold,  of  the  Loeb  and  Leopold  case,  an  early  volunteer  for  the 
Stateville  Malaria  Project,  put  it  well :  "There  was  no  assurance  whatever  that 
volunteers  would  be  rewarded  by  having  their  time  cut.  Of  that  fact  each  group 
was  solemnly  and  emphatically  reminded  before  they  were  allowed  to  sign 
their  contracts.  But  the  possibility  did  exist  that  there  would  be  time  cuts. 
And  that  was  a  chance  I  could  not  afford  to  miss." 

What  of  the  economic  incentive?  The  usual  payment  is  toward  the  top  of  the 
prison  wage  scale,  say  $1  or  $1.50  a  day.  Those  of  us  on  the  outside  may  not 
find  $1.50  either  sufficient  reward  or  compeling  incentive,  but  our  economic 
choices  are  not  so  restricted,  nor  are  our  markets  so  deflated.  One  prisoner 
reminded  us  that  the  state's  grant  to  him  upon  discharge  will  be  $50,  "enough 
to  buy  a  gun  and  a  few  bullets."  A  longtime  participant  in  the  Stateville  Ma- 
laria Project,  he  will  instead  take  with  him  about  $300  in  accumulated  research 
pay,  enough,  he  says,  "to  make  a  fair  stake  for  a  new  start." 

There  is  a  dilemma  here.  If  we  offer  the  prisoner  what  would  be  necesary 
to  attract  the  next  less  vulnerable  group,  say  the  free  unemployed,  then  the 
effect  of  this  payment  in  the  prison  marketplace  will  be  unacceptably  coercive. 
But  if  we  do  not,  it  is  plain  that  the  prisoner  is  being  used  to  subsidize  the  drug 
company  and  the  medical  researcher.  Although  for  some  researchers  subject 
costs  may  be  important,  the  large  pharmaceutical  companies  are  not  troubled 
by  paying  substantially  more  than  they  now  do.  We  should  perhaps  note,  as  did 
Dr.  James  Goddard,  former  chief  of  the  FDA,  that  the  pharmaceutical  industry 
has  a  higher  rate  of  return  on  its  capital  investment  than  any  other  industry 
in  America.  Dr.  Alan  Varley,  medical  director  of  Upjohn,  informed  us  that, 
"The  development  cost  of  a  new  drug  may  be  $7  million ;  what  we  pay  prisoner 
subjects  is  an  insignificant  part  of  that  total.  We  would  like  to  pay  more,  but 
prison  administrators  won't  let  us." 

In  searching  for  alternatives  it  may  help  to  consider  the  practice  of  using 
prisoners  in  a  less  emotionally  charged  but  analogous  setting.  Occasionally  in 
country  districts  near  a  prison  there  will  be  a  shortage  of  labor  to  harvest  a 
crop.  Prisoners  will  volunteer  to  help ;  promises  not  to  try  to  escape  will  be 
extracted  and  cautiously  evaluated;  and  teams  of  prisoners  will  bring  in  the 
crop.  The  proper  economic  arrangements  have  evolved  in  many  parts  of  the 
world  to  meet  this  common  contingency.  The  farmer  pays  the  cost  of  an  industry 
farm  laborer  and  the  prisoners  receive  the  top  of  the  prison  wage  scale.  The 
substantial  difference  is  held  in  trust  by  the  prison  administrator  for  prisoner 
welfare.  Larger  stakes  on  release  for  all  prisoners  might  be  one  socially  sensible 
use  for  these  funds. 

But  prison  is  a  potently  corruptive  institution  and  even  this  arrangement 
has  resonances  of  corruption.  Stories  of  brutal  jailers  selling  prison  labor  and 
pocketing  the  proceeds,  of  the  economic  serfdom  achieved  in  the  early  English 
jails  under  private  franchise,  of  southern  chain  gangs  at  work  on  private  farms 
come  to  mind.  Most  state  prison  systems  are  rife  with  rumor,  and  perhaps  fact, 
about  misappropriation  of  prisoner  funds  by  staff.  Any  unsupervised  system 
can  be  abused. 

THE  SURPLUS  OF  THE  PRISONER'S  LABOR  AS  A  VOLUNTEER  FOR  MEDICAL  RESEARCH, 
THE  PRODUCT  OF  THE  APPARENT  ARBITRAGE  BETWEEN  THE  CAPTIVE  AND  FREE  LABOR 
MARKETS,    SHOULD    BE    HELD   TO   THE   BENEFIT   OF   PRISONERS   GENERALLY 

At  the  present  stage  of  penal  development  in  this  country,  the  surplus  value 
of  the  prisoner's  labor  as  a  volunteer  for  medical  research,  the  product  of  the 
apparent  arbitrage  between  the  captive  and  free  labor  markets  should  be  held 
to  the  benefit  of  prisoners  generally.  The  prisoner  subsidization  of  drug  com- 
panies and  medical  research  is  inequitable  and  unprincipled,  encouraging  thy 
manipulation  of  economically  vulnerable  people. 

If,  as  seems  desirable,  we  dramatically  change  the  character  of  our  prisons, 
arrangements  different  and  better  than  the  welfare  fund  we  have  proposed  could 
be  made.  A  presidential  task  force  recommended  the  establishment  of  a  full  wages 
prison  on  an  experimental  basis.  The  prisoner  would  be  compensated  at  the 
ordinary  market  rates  for  his  labor  and  would  meet  the  costs  of  his  board  and 
keep  (not  of  his  imprisonment — that  is  what  we  and  he  pay  taxes  for).  Similarly, 
the  National  Council  on  Crime  and  Delinquency  is  urging  that  private  enter- 
prise take  over  prison  production,  establishing  rates  of  remuneration  and  stand- 
ards of  safety  applicable  to  free  industry  and  manufacture.  Under  such  prac- 
tices, the  prisoner's  involvement  in  medical  research  would  present  no  economic 
problem — he  would  receive  the  free  market  rate. 
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THE  PRISONER  MAY  PROPERLY  VOLUNTEER  TO  BEAR  THE  PHYSICAL  RISK  BUT  HE  SHOULD 
NOT    BE    EXPECTED    TO    VOLUNTEER    TO    BEAR    THE    ECONOMIC    RISK 

It  is  clearly  improper  to  require,  as  some  projects  do,  that  volunteers  sign  waiv- 
ers of  their  rights  to  sue  for  damages  for  injuries  or  illness  flowing  from  neg- 
ligence in  the  conduct  of  the  experiment.  It  is  doubtful  that  such  waivers  are 
binding ;  in  any  event  they  are  unethical.  But  that  is  not  enough.  The  prison 
volunteer  must  be  compensated  for  any  medical  expenses  or  loss  of  earning 
capacity  by  the  experiment.  We  need,  in  effect,  "no  fault"  liability  here,  too.  The 
prisoner  may  properly  volunteer  to  bear  the  physical  risk,  but  he  should  not 
be  expected  to  volunteer  to  bear  the  economic  risk. 

There  is  no  great  cost  in  this.  Such  lasting  illnesses  are  rare  indeed — in  the 
25  years  of  the  malaria  project  at  Stateville  Prison,  Illinois,  not  one  has  occurred. 
The  dangers  are  much  less  than  those  in  other  prison  trades  and  industries.  The 
entrepreneurs  of  research  should  ensure  against  such  costs  or  perhaps  special 
funds  like  workmen's  compensation  might  be  established.  The  Illinois  General 
Assembly  is  now  considering  legislation  drafted  by  one  of  the  authors  that 
would  assure  compensation  for  all  human  subjects,  captive  and  free  alike. 

We  are,  of  course,  assuming  that  any  research  done  in  prisons  has  been  subject 
to  the  professional. peer  review  required  of  virtually  all  research.  Senator  Edward 
M.  Kennedy  has  proposed  a  National  Commission  for  the  Protection  of  Human 
Subjects,  with  wide  authority  to  regulate  research.  One  part  of  that  proposal 
replaces  existing  peer  review  committees  with  an  institutional  human  investiga- 
tion committee  (IHIC).  IHIC  would  serve  as  liaison  between  the  research 
institution  and  the  National  Commission  and  would  have  two  subcommittees : 
a  protocol  review  group  (PRG)  made  up  of  research  professionals  and  a  subject 
advisory  group  (SAG)  to  control  and  review  procedures  for  obtaining  informed 
consent. 

THE  BALANCE  BETWEEN  MEDICAL  PROGRESS  AND  RESPECT  FOR  HUMAN  INTEGRITY 

IS    UNEASY 

Whether  or  not  SAGs  would  be  useful  generally  is  problematic.  It  is  hard 
to  see  any  commonality  among,  for  example,  patients  in  a  general  hospital  that 
would  make  them  effective  and  critical  members  of  a  subject  advisory  group. 
But  the  idea  is  excellent  for  prisons  and  prisoners.  In  each  prison  or  jail  the 
SAG  should  include  prisoners  as  a  majority  of  its  members,  preferably  other 
than  those  who  are  participating,  have  participated  or  hope  to  participate  as 
subjects  of  medical  research.  Professional  peer  group  review  can  assure  an 
appropriate  benefit/risk  ratio,  examine  research  protocols  and  certain  aspects 
of  informing  potential  volunteers.  Prisoner  advisory  group  review  will  help 
to  achieve  decency  in  the  difficult  issues  of  informed  and  free  consent  in  captivity 
and  the  economic  aspects  of  volunteering  when  destitute. 

The  Department  of  Health,  Education  and  Welfare,  which  funds  much  re- 
search and  regulates  all  drug  testing,  early  in  1974  proposed  new  regulations 
governing  the  use  of  prisoners  in  activities  within  the  agency's  jurisdiction. 
If  they  are  adopted,  they  will  have  nearly  universal  application,  because  most 
institutions  and  firms  conducting  non-HEW  activities  are  also  engaged  in  HEW 
work  and  have  a  single  set  of  procedures  for  both. 

The  regulations  provide  that  no  federally  funded  research  or  testing  of  drugs 
for  FDA  approval  be  conducted  unless  the  prison  meets  federal  standards  for 
medical  care,  living  conditions,  alternative  work  opportunities  and  wage  levels. 
A  review  committee,  one  of  whose  members  shall  be  a  prisoner  or  "a  representa- 
tive of  an  organization  having  as  a  primary  concern  protection  of  the  interests  of 
prisoners,"  will  review  procedures  for  selection  of  participants  and  monitor  the 
conduct  of  research. 

HEW  intends  to  accredit  prisons  for  research  if  they  comply  with  the  regula- 
tions and  have  adequate  facilities.  We  are  not  certain  what  the  effect  of  these 
new  regulations  will  be,  though  the  intention  and  the  policy  statement  are  laud- 
able. If  prisons  shut  out  researchers  because  of  unwillingness  to  improve  their 
facilities,  then  inmates  will  have  lost  the  benefits  we  think  come  from  this  work. 
If  HEW  accredits  institutions  without  serious  investigation  because  man- 
power is  as  insufficient  for  this  task  as  it  already  is  for  inspection  of  drug- 
testing  programs  generaHv,  then  unacceptable  programs  will  have  acquired 
a  protective  imprimatur.  Finally,  we  do  not  think  the  proposals  go  far  enough : 
the  pay  differential  problem  is  not  addressed. 
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Discussion  about  the  use  of  prisoners  in  research  usually  turns  into  a  con- 
flict between  the  dignity  and  integrity  of  the  individual  on  one  hand  and  the 
freedom  of  scientific  inquiry  on  the  other.  That  argument  is  too  easily  lost  in 
rhetorical  foliage.  What  we  must  face  is  that  prisoners  want  to  participate,  that 
flat  bans  may  drive  more  testing  overseas  to  countries  less  scrupulous  (presum- 
ably because  less  wealthy)  about  the  use  of  human  subjects  and  that  the  free 
consent  of  the  unfree  can  be  protected.  We  do  not  say  that  existing  protections 
are  adequate;  obviously,  they  are  not.  Rather,  we  have  asserted  that  no  in- 
surmountable barrier  to  participation  lies  either  in  the  ethics  of  consent  or  in 
the  quality  of  prison  life. 

In  our  view,  three  things  must  be  done  if  prisoners  are  to  continue  to  be  used 
as  laboratory  animals : 

1.  Prisoners  must  be  paid  what  would  be  required  to  attract  a  free 
volunteer  to  the  same  research  project.  So  long  as  internal  prison  wages 
are  low,  the  difference  between  the  low  prison  wage  and  a  free  volunteer's 
reward  must  be  paid  into  a  fund  for  the  general  welfare  of  prisoners. 

2.  Any  prison  permitting  research  must  establish,  in  addition  to  a 
scientific  review  group,  a  subject  advisory  group,  a  majority  of  whose 
members  are  prisoners. 

3.  Prisoners  must  be  compensated  for  all  lasting  injury  or  loss  of  earn- 
ings suffered  as  a  result  of  participation  in  a  research  project. 

With  these  minimum  safeguards  as  a  precondition  to  the  ethical  participa- 
tion of  this  vulnerable  group,  we  believe  that  medical  research  in  prisons  can  be 
beneficial  to  society,  to  the  prison  system  and  to  the  prisoner  himself.  Without 
them,  we  must  agree  with  philosopher  Hans  Jonas  that  "society  would  indeed 
be  threatened  by  the  erosion  of  those  moral  values  whose  loss,  possibly  caused 
by  too  ruthless  a  pursuit  of  scientific  progress,  would  make  it  most  dazzling 
triumphs  not  worth  having." 
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DRUG  HISTORIES  OF  PRISONERS 
Survey  of  Inmates  of  State  Correctional  Facilities 

by  William  I.  Barton,  M.A. 
5509  Yorktown  Blvd. 
Arlington,  Virginia  22207 
(703)-KE  6-8140 

Major  Findings: 

-Six. out  of  ten  inmates  have  used  drugs  such  as  heroin, 

methadone,  cocaine,  marijuana,  amphetamines,  and  barbiturates 
without  a  doctor's  prescription,  and  outside  of  a  treatment 
program. 

-Around  one  out  of  every  three  inmates  has  a  history  of  daily, 
or  almost  daily,  drug  abuse. 

-Three  out  of  ten  inmates  have  tried  heroin,  and  two  out  of  ten 
inmates  have  used  heroin  daily,  or  almost  daily,  prior  to 
present  imprisonment. 

-One  out  of  every  two  inmates  has  tried  marijuana,  and  one  out 
of  every  four  inmates  has  used  marijuana  daily,  or  almost 
daily,  prior  to  present  imprisonment. 

-Around  one  out  of  every  four  inmates  stated  they  were  under  the 
influence  of  drugs  at  the  time  of  any  of  the  offense (s)  causing 
their  present  imprisonment. 

-Four  out  of  ten  inmates  stated  they  had  been  drinking  at  the  time 
of  any  of  the  offense (s)  resulting  in  present  imprisonment. 


(This  paper  is  a  summary  of  a  paper  presented  at  the  National  Drug  Abuse 
Conference,  1976,  as  held  in  New  York  City,  March  25-29,  1976.   This  summary 
paper  contains  only  part  of  the  findings  contained  in  the  basic  paper  on  drug 
histories  of  prisoners.   The  paper  on  drug  histories  of  prisoners  is  the  first 
of  a  series  of  three  planned  papers.   The  second  paper  will  analyze  these  and 
other- data  according  to  demographic,  and  socioeconomic  characteristics.   The 
third  paper  will  present  data  on  the  relationship  between  drug  abuse  and 
criminality.   Please  direct  questions  on  these  analyses  to  the  author  at  the 
address  above) . 


448 


DRUG  HISTORIES  OF  PRISONERS 
Survey  of  Inmates  of  State  Correctional  Facilities 

by  William  I.  Barton,  M.A. 

Methodology. 

The  purpose  of  this  survey  was  to  gather  detailed  information  on 
the  characteristics  of  inmates  of  State  Correctional  Facilities.   The 
survey  was  restricted  to  State  Correctional  Facilities  retaining  adult 
and  youthful  offenders;  State  operated  juvenile  facilities  were  excluded. 
Out  of  710  facilities  defined  to  be  within  scope  of  the  survey,  190  facilities 
were  selected  using  scientific  sampling  methods.   Some  10,359  inmates  of  these 
facilities  were  selected  for  interview,  again  using  scientific  sampling  methods. 
This  represents  approximately  1  of  every  18  inmates  under  jurisdiction  of  State 
Correctional  Facilities. 

There  were  two  pretests  for  the  questionnaire.   One  involved  the  basic  ques- 
tionnaire minus  the  drug  items.   The  second  pretest  -  which  took,  place  at 
Lorton  Complex  in  Virginia,  which  is  the  main  prison  facility  for  inmates 
from  the  District  of  Columbia,  involved  a  test  of  the  drug  items  along  with 
the  basic  questionnaire.   The  drug  items  were  not  involved  in  the  first  pretest 
since  they  had  been  added  at  a  later  date.   The  questionnaire  gathered 
information  on:  (1)  demographic  characteristics,  (2)  incarceration  history, 
(3)  present  conviction,  and  circumstances  surrounding  it,  (4)  labor  force 
participation,  and  income  (related  to  post-present  offense),  and  (5)  drug 
and  alcohol  use. 

Data  were  gathered  using  female  Bureau  of  the  Census  interviewers.   The 
interviews  were  conducted  in  the  institutions  in  a  one-to-one  situation,  in 
sight  of  guards  but  not  within  hearing. 

Data  from  this  survey  are  intended  to  represent  an  estimated  191,400  inmates 
of  State  Correctional  Facilities  -  or  the  entire  population  which  falls  within 
scope  of  the  survey. 

Survey  Population. 

Of  an  estimated  191,400  inmates  of  State  Correctional  Facilities,  98% 
(or  187,500)  were  sentenced  inmates;  approximately,  3,900  inmates  had  not 
received  sentences.   These  were  persons,  for  example,  who  were  awaiting  trial 
or  release  on  bail,  persons  held  for  other  authorities,  persons  committed  for 
study  and  observation  prior  to  sentencing.  Males  constituted  97%  of  the 
population.   Around  one-half  of  the  inmates  were  white,  with  close  to  one-half 
being  black.  (47%).   Median  age  for  all  inmates  was  around  27,  with  around 
three-fourths  of  all  inmates  being  between  18-34  years  of  age.   The  educational 
attainment  of  the  inmate  population  was  lower  (median  of  10  years  of  schooling 
completed)  than  that  for  the  noninstitutional' population  of  males  in  the  U.S. 
in  1972  (median  of  12  years  of  schooling  completed).   Some  68%  of  the  inmates 
stated  they  were  employed  most  of  the  month  prior  to  the  arrest  for  their 
present  offense(s).   Close  to  one-half  of  the  inmates  who  stated  they  were 
unemployed  were  not  only  not  looking  for  work,  but  did  not  want  work  (this  is 
14%  of  the  total  inmate  population  of  all  State  Correctional  Facilities). 
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About  two-thirds  (69%)  of  the  inmates  who  had  held  jobs  at  any  time  after 
December  1968  had  worked  most  recently  as  nonfarm  laborers,  operatives,  or 
craftsmen.   In  contrast,  such  occupational  categories  accounted  in  1972  for 
47%  of  employed  males  age  16  and  over  in  the  general  civilian  population. 
Compared  with  males  in  the  civilian  population,  inmate  representation  was 
relatively  high. in  the  service  occupations.   Inmate  representation  was  relatively 
lower  in  the  following  classes  of  occupations:  professional  and  technical, 
managerial  and  administrative,  sales  workers,  clerical  workers,  farm  laborers 
and  supervisors. 

Among  sentenced  inmates,  three  criminal  offenses  predominated:  homicide, 
burglary,  and  robbery.   These  offenses  accounted  for  about  three-fifths 
of  the  convictions  that  led  to  imprisonment.   Inmates  sentenced  for  robbery 
were  the  most  numerous  -  making  up  some  23%  of  all  sentenced  inmates. 

In  terms  of  correctional  background,  an  estimated  seven  out  of  every  10  prison 
inmates  had  incurred  one  or  more  sentences  in  addition  to  that  for  which  they 
were  serving  time  at  the  survey.   Around  one-half  of  all  inmates  of  State 
Correctional  Facilities  had  been  sentenced  at  least  twice  to  serve  time  for 
the  same  offense.   At  "the  time  of  the  survey,  the  median  length  of  time  that 
sentenced  inmates  had  served  on  their  "present"  sentence  was  about  19  months. 
Approximately  three  out  of  every  five  had  served  2  years  or  less.   Only  about 
12%  had  been  incarcerated  for  more  than  5  years. 

Survey  Results. 

Findings  are  that  61%  of  the  191,400  inmates  stated  they  had  used  drugs 
such  as  heroin,  methadone,  cocaine,  marijuana,  amphetamines,  or  barbiturates 
at  some  point  in  their  lives,  without  a  doctor's  prescription  and  outside  of 
a  treatment  program.   The  percentages  of  inmates  who  had  ever  used  these  drugs 
were:  heroin  (30%),  methadone  (9%),  cocaine  (28%),  marijuana  (56%),  amphetamines 
(29%),  barbiturates  (2830,  and  other  drugs/illicitly  used  (16%).*  Table  1 
shows  that  heroin  had  been  used  on  a  daily,  or  almost  daily,  basis  by  one-fifth 
of  the  inmates,  while  marijuana  had  been  used  with  the  same  frequency  by 
one-quarter  of  the  inmates.   A  sub-population  of  all  inmates  is  the  population 
of  inmates  who  have  ever  used  any  of  these  drugs.   Among  inmates  who  have 
ever  used  any  of  these  drugs,  marijuana  had  been  used  by  nine  out  of  10  inmates 
(Table  2) .   One-half  of  inmates  who  had  ever  used  any  of  these  drugs  had  at 
least  tried  heroin,  with  one-third  having  used  it  daily,  or  almost  daily.   Among 
inmates  who  have  ever  used  heroin,  seven  of  10  inmates  have  used  it  daily,  or 
almost  daily,  during  some  portion  of  their  lives.   This  is  in  contrast  to  marijuana 
for  which  roughly  the  same  proportion  had  used  it  infrequently  as  had  used  it 
daily,  or  almost  daily. 

Around  one-third  of  all  inmates  of  State  Correctional  facilities  have  used  drugs 
daily,  or  almost  daily.   More  than  one-half  of  inmates  who  had  used  drugs  with 
this  frequency,  had  used  more  than  one  drug  daily,  or  almost  daily,  during  their 
lives. 

Table  3  shows  the  median  ages  at  which  inmates  stated  they  first  used  a  specific 

drug  at  least  on  a  regular,  if  not  daily,  basis.   Regular  use  is  once  a  week  or 

more,  but  not  daily,  or  almost  daily.   The  median  age  at  which  marijuana  was  first 

used  at  least  regularly  is  lower  (17  years  of  age)  while  regular,  if  not  daily, 


*A  review  of  cases  shows  these  drugs  to  be  primarily  hallucinogens,  as,  for 
example,  LSD,  Acid,  glue,  and  drugs  such  as  cough  syrup,  etc. 
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use  of  methadone  did  not  occur  for  one-half  of  the  inmates  until  age  22  - 

some  three  years  after  the  median  age  at  which  heroin  was  first  used  regularly, 

if  not  daily. 

The  data  showed  that  close  to  three  out  of  four  inmates  (73%)  who  stated  they 
had  ever  used  drugs  daily,  or  almost  daily,  were  using  drugs  with  this  frequency 
at  the  time  of  any  of  the  present  offense (s)  resulting  in  imprisonment.   This 
means  that  around  one  in  four  of  all  inmates  of  State  Correctional  Facilities 
were  using  drugs  daily,  or  almost  daily,  at  the  time  of  any  of  the  present 
offense (s)  resulting  in  imprisonment.   Heroin  was  being  used  by  14%,  and 
marijuana  by  15%,  of  all  inmates  of  State  Correctional  Facilities  on  a  daily, 
or  almost  daily,  basis  at  the  time  of  any  of  the  present  offense(s)  resulting 
in  imprisonment.   There  was  substantially  less  use  of  other  drugs  than  these 
on  a  daily  basis  at  this  time. 

Around  one  in  four  of  all  inmates  of  State  Correctional  Facilities  responded 
that  they  were  under  the  influence  of  drugs  at  the  time  of  any  of  the  offense (s) 
causing  their  present  imprisonment.   By  drug,  13%  of  all  inmates  stated  they 
were  under  the  influence  of  heroin,  and  8%,  under  the  influence  of  marijuana 
(Table  4). 

Four  out  of  ten  inmates  stated  they  had  been  drinking  at  the  time  of  any  of 
the  offense (s)  which  resulted  in  present  imprisonment  (Table  5).   Regardless 
of  type  of  alcohol,  one-fifth  of  all  inmates  stated  they  had  been  drinking 
heavily.   The  relationship  between  the  population  of  inmates  who  had  been  drinking 
at  the  time  of  the  offense (s)  which  resulted  in  present  imprisonment,  and  the 
population  of  inmates  who  were  under  the  influence  of  other  drugs  such  as  heroin 
or  marijuana  has  not  been  explored  in  this  paper,  but  is  the  subject  matter  for 
later  work. 

Only  4%  of  all  inmates  of  State  Correctional  Facilities  stated  they  were  in 
drug  abuse  treatment  programs  at  the  time  of  present  offense(s).   Thus,  only 
about  7%  of  inmates  who  had  ever  used  drugs  were  enrolled  in  drug  treatment 
programs  at  the  time  of  present  offense(s).*  Two-thirds  of  the  inmates  who 
stated  they  were  enrolled  in  a  drug  treatment  program  stated  that  the  program 
was  drug  maintenance. 

Around  9%  of  all  inmates  of  State  Correctional  Facilities  stated  they  had  been 
enrolled  in  a  drug  treatment  program  prior  to  the  time  of  their  present  offense(s). 
Thus,  this  would  mean  that  no  more  than  14%  of  all  inmates  who  had  ever  used 
drugs,  and  certainly  no  more  than  23%  of  all  inmates  who  had  ever  used  drugs 
daily,  or  almost  daily,  had  been  enrolled  in  a  drug  treatment  program  prior 
to  the  time  of  their  present  offense (s). 


*While  a  precise  estimate  is  not  available  at  this  time,  certainly  no  more 
than  11%  of  inmates  who  had  ever  used  drugs  daily,  or  almost  daily,  were 
enrolled  in  drug  treatment  at  the  time  of  present  offense (s)  resulting  in 
imprisonment . 
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Table  1  .   Extent  of  use,  by  drug:  all  inmates  of  State 
Correctional  Facilities. 


Total 
Percent 

Never 
Used 

Ever 
Used 

Extent 

of  use 

Drug  use 

Infrequently 

Regula 

rly 

Daily 

100'  % 

70 

30 

7 

3 

21 

Methadone  . .  . 

100  % 

91 

9 

5 

* 

3 

100  % 

72 

28 

17 

5 

6 

Mari j  uana  .  .  . 

100  % 

44 

56 

22 

11 

24 

Amphetamines. 

100  % 

71 

29 

14 

4 

11 

Barbiturates. 

100  % 

72 

28 

16 

4 

8 

Other  drugs/ 

illicit  use. 


100  % 


84 


16 


10 


*  means  number  is  too  small  to  be  statistically  significant. 


Table  2  •   Extent  of  use,  by  drug:  only  inmates  of  State 

Correctional  Facilities  who  had  ever  used  drugs. 


Total 
Percent 

Never 
Used 

Ever 
Used 

Extent 

of  use 

Drug  use 

Inf 

requently 

Regula 

rly 

Daily 

100 

% 

50 

50 

11 

4 

35 

Methadone  .  .  . 

100 

% 

85 

15 

9 

2 

5 

100 

% 

55 

45 

27 

8 

10 

Marijuana  .  .  . 

100 

% 

8 

92 

35 

18 

39 

Amphetamines. 

100 

% 

52 

48 

23 

7 

18 

Barbiturates. 

100 

% 

54 

46 

26 

6 

13 

Other  drugs/ 

illicit  use 

100 

% 

73 

27 

16 

5 

7 

Notes : 

(1)  Drug  categories  are  not  mutually  exclusive. 

(2)  Percentages  may  not  puecisely  total  due  to  rounding. 
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Table  3j  Extent  of  use,  by  drug:   Inmates  of  State  Correctional 
Facilities  who  had  ever  used  a  particular  drug. 


Extent  of  use 


Total 

Ever 

Sub-total 

Drug  use 

Percent 

Used 

Percent 

100  % 

30 

100  % 

Methadone  .  . 

100  % 

9 

100  % 

100  % 

28 

100  % 

Marijuana  .  . 

100  % 

56 

100  z 

Amphetamines 

100  % 

29 

100  X 

Barbiturates 

100  % 

28 

100  % 

Other  drugs/ 

illicit  us< 

i            100  % 

16 

100  % 

Infrequently  Regularly, 

Only         not  daily   Daily 


22 

58 
60 
38 
A8 
57 

58 


12 
18 
20 
15 
14 

18 


70 
31 
22 
hi 
37 
29 

24 


Notes : 

(1)  Drug  categories  are  not  mutually  exclusive.   Thus, inmates 

who  have  ever  used  more  than  one  drug  appear  in  more  than  one  category. 

(2)  Percentages  may  not  precisely  total  due  to  rounding. 
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Table  4.  Median  age  of  first  drug  usage  on.  a  regular  basis 
(once  a  week,  or  more),  by  drug. 


Drug  used  Number  Median  age 


Heroin  45,500  19 

Methadone  7 , 500  22 

Cocaine  20,900  20 

Marijuana  66,300  17 

Amphetamines 29,200  19 

Barbiturates  22,600  18 

Other  drugs/ 

Illicit  use  ...  13,000 _18 

Notes : 

(1)  Included  in  this  table  are  inmates  who  had  only  used  a  drug 
regularly,  or  daily. 
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Table  5 .  Number  and  percentage  of  inmates  stating  they  were  under  the 

influence  of  a  particular  drug  at  the  time  of  any  of  the  offense (s) 
resulting  in  present  imprisonment:  all  inmates  of  State 
Correctional  Facilities. 


Drug  use 


Number 


Percent 


Heroin  25,300 

Methadone  2,200 

Cocaine  4,900 

Marijuana  15,000 

Amphetamines  7,600 

Barbiturates  8,100 

Other  drugs/ 

illicit  use  ....  5,500 


13 

* 

3 

8 
4 
4 


*  means  that  number  is  too  small  to  be  statistically  significant. 


Table  6.   Number  and  percentage  of  inmates  who  stated  they  had  been 

drinking  at  the  time  of  any  of  the  offense (s)  which  resulted 
in  present  imprisonment:  all  inmates  of  State  Correctional 
Facilities. 


Number 


Percent 


Total  191,400 

Not  drinking  ...  107,600 

Drinking  81,700 

Not  reported  ...  2,100 


100  % 

56 

43 

* 


Degree  of  use 


Light    Moderately    Heavy 


Beer  

Wirie  

Liquor  

Combination. 


19,400 

7,900 

32,400 

22,000 


10% 

4 
17 
12 


Total 


12 


22 


*  means  that  number  is  too  small  to  be  statistically  significant. 
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Indiana  Boys'  School — Maximum  Security  Unit,  1&75 
Purpose 

The  development  of  an  extended  treatment  program  for  juvenile  delinquents 
who  need  a  maximum  security  environment  at  the  Indiana  Boys'  School. 

Problem 

A  majority  of  students  at  Indiana  Boys'  School  are  able  to  increasingly  accept 
responsibility  for  their  behavior  and  provide  their  own  inner  controls.  They 
are  able  to  take  advantage  of  the  opportunities  provided  within  the  existing 
treatment  program  of  the  institution.  However,  a  minority  (approximately 
15%)  do  not  respond  to  the  depth  of  treatment  provided.  Many  of  these  youth 
appear  to  require  an  extended  program  of  treatment  beyond  that  required  for 
most  individuals  at  the  institution.  These  youths  present  themselves  at  the  in- 
stitution with  more  adult  and  severe  crimes  such  as  sexual  assaults,  physical 
assaults  with  weapons,  and  repeated  criminal  offenses.  They  display  pathological 
behaviors  including  a  total  lack  of  guile,  obsessions  with  violent  or  sexual 
deviancy,  radical  and  severe  aggression  toward  authority  in  generalized  ways. 
Upon  incarceration  they  express  anger  and  hostility,  withdrawl,  and/or  the 
inability  to  communicate  or  discuss  their  condition.  Some  demonstrate  no  capacity 
or  willingness  to  engage  in  educational  or  vocational  training  as  their  orientation 
and  interest  remains  criminalistic.  Some  cannot  understand  their  role  in  the 
criminal  acts  they  have  performed  for  their  basic  intellectual  orientation  is  their 
belief  that  their  behavior  is  the  responsibility  of  society  or  specific  individuals, 
other  than  themselves.  Others  demonstrate  an  inability  to  relate  present  behavior 
to  future  consequences. 

A  brief  survey  of  problem  students  who  would  benefit  by  the  availability  of 
a  security  unit  at  Boys'  School  was  not  conclusive  in  the  development  of  a  specific 
criteria  toward  an  "ideal-type"  student  for  the  unit.  In  each  individual  case,  con- 
sideration would  be  given  to  present  and  past  offenses,  functioning  range  of 
intelligence,  school  adjustment,  psychological-psychiatric  information,  adjust- 
ments to  placements  before  admission  to  Boys'  School,  and  adjustment  to  the 
Boys'  School  program  (especially  chronic  runaway  and  assaultive  behaviors). 
Relative  to  the  above  considerations,  the  survey  points  out  some  commonalities 
of  these  students.  They  are,  on  the  average,  of  dull  normal  intellectual  ability, 
have  poor  records  of  achievement  and  behavior  in  school,  and  have  adjusted 
poorly  to  placements  prior  to  incarceration.  The  most  common  behavioral  char- 
acteristics of  these  students  are  they  are  impulsive,  have  low  frustration  toler- 
ance, have  poor  judgment  and  insight,  are  immature,  lack  goals  or  direction,  are 
manipulative  of  people,  and  have  firmly  established  defenses  against  behavioral 
or  attitudinal  change.  Within  the  institution,  they  manifest  their  behavioral 
problems  in  the  form  of  assaults  on  students  and  staff,  sexual  assaults,  escapes, 
destruction  of  property,  and  intimidation  of  their  peers. 

Thus,  to  extend  the  depth  and  nature  of  the  present  treatment  program  without 
altering  the  successful  general  program  presently  instituted,  the  maximum  se- 
curity unit  is  proposed  to  provide  assistance  to  those  youths  who,  due  to  the 
severity  and  degree  of  social  dysfunction,  are  unreceptive  to  usual  programs  of 
treatment  available.  The  need  for  this  unit  is  recognized  and  supported  by  the 
Indiana  Council  of  Juvenile  Court  Judges. 

Case  Histories 

This  is  by  no  means  an  all-inclusive  summarization  of  the  youths  at  Boys' 
School  who  would  benefit  by  a  secure  environment.  These  are  the  most  obvious 
examples  of  those  we  presently  feel  need  an  extended/secure  program  and  unit. 

Jeff  is  the  product  of  a  broken  home  and  inconsistent  and  abusive  discipline 
from  his  father  and  mother.  He  was  committed  to  Boys'  School  for  sodomy  and 
had  seven  previous  court  appearances  for  assault  and  battery.  His  adjustment 
to  school  at  home  and  at  Boys'  School  has  consistently  been  poor.  He  is  psycho- 
logically diagnosed  as  psychopathic.  He  is  extremely  manipulative,  lacking  judge- 
ment and  insight  into  most  of  his  behavior.  He  resorts  to  both  verbal  and  physi- 
cal aggression.  There  is  evidence  of  paranoia,  prejudice,  mild  delusions  and 
hallucinations.  He  is  extremely  immature.  Jeff  presents  himself  as  essentially 
an  adjustment  and  management  problem  youth. 

Terry  is  the  product  of  a  broken  home  where  discipline  has  been  inconsistent 
and  the  parents  are  inadequate  role  models.  He  was  committed  to  Boys'  School 
for  a  lengthly  number  of  burglaries  and  thefts.  He  performed  very  poorly  in 
school,  when  he  attended.  He  is  psychologically  dia.anosed  as  a  psychopathic 
personality  disorder.  He  is  impulsive,  lacks  judgement,  has  a  low  frustration 
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tolerance,  a  short  attention  span,  is  moody,  insecure,  and  inadequate.  He  is  also 
personable  and  manipulative.  At  the  age  of  13,  Terry  has  already  had  poor 
adjustments  at  two  juvenile  detention  facilities,  runaway  from  a  private  institu- 
tion, and  from  the  New  Jersey  Youth  Center.  He  has  runaway  from  Boys'  School 
six  times,  three  of  those  from  the  most  secure  area  available  here.  He  has  been 
placed  in'  detention  numerous  times,  including  one  observation  period  at  RDC, 
for  a  variety  of  offenses  indicative  of  his  poor  adjustment.  Terry  is  a  management 

and  holding  problem.  ..-,,,  x> 

Jeffrey  comes  from  an  abusive,  yet  overprotective  home.  He  was  sent  to  Boys 
School  for  making  threats  of  bodily  harm  and  endangering  the  safety  of  others. 
Jeffrey  is  described  as  having  always  been  an  aggressive  individual,  having  been 
expelled  from  public  school  as  a  danger  to  others.  He  is  psychologically  described 
as  being  rational  and  coherent,  having  good  verbal  abilities,  and  being  manipula- 
tive. He  is  also  described  as  having  aggressive  impulses,  an  explosive  temper, 
hostile,  negativistic,  easily  frustrated,  unable  to  accept  control  aad  direction, 
and  unpredictable.  He  was  placed  in  Starr  Commonwealth  in  Ohio  but  was 
released  as  unsuitable  for  their  program  because  he  was  too  aggressive  and 
damaged  their  facilities.  His  primary  problem  at  Boys'  School  has  been  run- 
aways. Though  he  has  not  assaulted  staff  or  students,  the  potential  remains 
close  to  the  surface. 

Richard  was  a  dependent  and  neglected  child.  He  came  to  Boys'  School  as  a 
result  of  his  participation  in  numerous  property  offenses.  He  had  a  poor  adjust- 
ment in  public  school  and  was  a  "behavior  problem".  He  is  psychologically 
diagnosed  as  a  sociopathlc  personality  disorder.  He  has  a  borderline  IQ,  is  self 
mutilatory,  manipulative,  extremely  impulsive,  has  a  low  frustration  tolerance, 
is  anti-social,  does  not  respond  to  efforts  to  help  him,  relates  poorly  to  authority, 
provokes  abuse,  and  is  uncontrollable.  Richard  was  transferred  to  Beatty  Hos- 
pital and  returned  to  Boys'  School  after  a  poor  adjustment.  Richard  was  placed 
on  parole  and  subsequently  returned  as  a  parole  violator.  He  was  again  referred 
to  Beatty  Hospital  but  was  refused  as  not  being  psychotic  and  being  beyond 
their  ability  to  control.  Richard  has  been  in  trouble  in  a  variety  of  ways  in  the 
institution  including  escaping  approximately  five  times.  He  has  been  at  RDC 
for  observation  twice.  As  a  result  of  his  last  escape  and  a  suspected  burglary 
while  escaping,  Richard  is  awaiting  a  waiver  hearing  in  Hendricks  County 
Circuit  Court. 

Brian  is  the  product  of  a  home  which  failed  to  provide  adequate  support  and 
guidance  in  his  developmental  years.  He  came  to  Boys'  School  on  charges  of 
rape  and  assault  and  battery.  He  is  bright  and  performed  well  academically  but 
was  expelled  from  school  for  fighting.  Brian  is  psychologically  diagnosed  as  a 
character  disorder.  He  is  verbal,  articulate,  and  perceptive.  He  also  has  a  serious 
lack  of  control,  is  superficial,  potentially  dangerous,  sexually  assaultive;  has 
firmly  established  defenses  built  on  a  manipulative,  passive-aggressive,  and 
egocentric  personality.  He  is  chronically  resistive,  rebellious,  and  unresponsive. 
Though  his  attitude  is  problematical,  the  primary  concern  in  dealing  with  Brian 
is  his  intimidation  and  sexual  assault  of  his  peers.  He  has  been  at  RDC  for 
observation  twice  without  negligible  improvement.  He  is  presently  under  his 
third  period  of  observation  at  RDC. 

Paul  comes  from  a  supervisionless  home.  He  came  to  Boys'  School  with  an 
extensive  record  of  offenses  against  property  and  persons.  He  also  came  with  a 
warning  from  the  committing  judge  that  he  would  be  hard  to  hold.  He  had  a 
negative  attitude  toward  school  and  quit  when  he  was  old  enough.  He  is 
psychologically  diagnosed  as  psychopathic  and  as  being  aimless,  impulsive,  and 
having  poor  superego  development.  He  consistently  escaped  from  juvenile  deten- 
tion facilities  and  from  law  enforcement  officials  attempting  to  transport  him  to 
Boys'  School.  He  continued  this  mode  of  behavior  upon  entering  Boys'  School.  He 
assaulted  a  staff  member  and  escaped  from  our  detention  unit.  He  was  later 
shot  by  police  while  in  a  stolen  car  on  the  Circle  in  Indianapolis.  He  is  presently 
in  custody  at  Marion  County  General  Hospital  and  awaiting  a  waiver  hearing 
in  Marion  County. 

Roger  is  the  product  of  a  broken  home  and  unstable  parents  who  did  not 
provide  adequate  structure  or  consistency  to  his  childhood.  He  performed  on 
an  average  level  in  school  but  had  a  negative  attitude  toward  it.  He  was  com- 
mitted to  Boys'  School  for  his  participation  in  property  offenses.  He  is  psycho- 
logically diagnosed  as  psychopathic  and  is  described  as  having  a  low  frustration 
tolerance,  being  aggressive,  immature,  emotionally  fiat,  having  poor  interpersonal 
relationships,  being  extremely  impulsive,  and  aimless.  Roger  assaulted  a  staff 
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member  in  an  escape  attempt,  was  waived  to  adult  court,  and  is  presently  at 
the  Reformatory. 

Anthony's  father  deserted  his  family  and  left  Anthony  without  an  adequate 
role  model.  Though  he  attended  school  regularly,  he  performed  on  a  below 
average  level  and  had  a  poor  attitude  toward  school.  He  is  psychologically 
diagnosed  as  having  an  unsocialized  aggressive  reaction  of  adolescence.  He  is 
impulsive,  immature,  easily  manipulated,  hostile,  has  poor  judgement,  and  lacks 
goal  orientation.  Though  he  was  making  an  adequate  adjustment  at  Boys'  School, 
he  was  manipulated  by  his  peers  into  assaulting  a  staff  member  in  an  escape 
attempt.  He  is  awaiting  a  waiver  hearing  in  Hendricks  County  Circuit  Court. 

Thomas  comes  from  a  broken  home  but  his  father  remarried,  took  custody  of 
the  children,  and  provided  a  "normal"  home  environment  for  them.  Thomas 
performed  well  in  school  until  he  reached  junior-high  level.  He  started  using 
drugs  heavily,  which  led  to  a  decline  in  his  school  performance.  His  sale  of  drugs 
resulted  in  his  commitment  to  Boys'  School.  Psychologically,  Thomas  is  diagnosed 
as  a  personality  disorder  and  not  psychotic.  He  is  ambivalent,  indecisive,  lacks 
goals,  and  is  impulsive.  Tom's  adjustment  to  Boys'  School  has  been  poor  and 
expressed  in  his  attempts  to  escape  to  secure  drugs.  His  latest  attempt  along  this 
line  culminated  in  him  assaulting  a  staff  member  in  the  detention  unit  with  a 
club.  He  is  awaiting  a  waiver  hearing  at  Hendricks  County  Circuit  Court. 

Physical  Facility 

A  request  has  been  submitted  through  the  Department  of  Correction  to  the 
Budget  Agency  to  utilize  $915,000  of  Capital  Project  funds  for  the  maximum 
security  unit. 

The  proposed  one-story  structure  would  be  constructed  immediately  west  of 
the  Social  Service  Building  on  the  Boys'  School  grounds. 

The  unit  would  have  a  recreational  area,  including  a  softball  field,  basketball 
court,  and  handball  court,  enclosed  by  a  twelve  feet  high  chain  link  fence. 
This  recreational  area  could  also,  because  of  the  structure's  location,  be  used 
by  the  existing  detention  unit.  The  location  of  the  unit  would  also  allow  the 
use  of  existing  dispensary  facilities. 

The  unit  would  be  hooked  onto  utility  facilities  at  Boys'  School  for  water, 
sewage,  lights,  and  heat.  Food  for  the  unit  would  be  prepared  at  the  Youth  Center 
as  it  is  for  Boys'  School  proper. 

The  interior  of  the  building  would  be  as  secure  as  possible  utilizing  con- 
struction of  poured  concrete  or  comparable  material  with  recessed  lighting, 
two-way  intercoms,  plexiglass  throughout,  and  electronic/key  controlled  doors. 
Attached  are  two  suggestions  for  the  structure's  design.  Both  include  a  large, 
bright  multi-purpose  room  for  use  as  a  recreation  area,  dining  area,  and  lounge. 
Both  include  several  small  offices  for  staff  with  two  classrooms  and  two  con- 
ference rooms  which  are  also  multi-purpose  in  terms  of  being  used  for  groups, 
crafts,  visits,  etc.  One  group  room  should  be  equipped  with  a  two-way  mirror. 
There  should  be  storage  rooms  and  staff/visitor  restrooms  for  males  and  females. 

Fifty  rooms  are  requested  with  a  mixture  of  solid  door  detention  type  rooms 
and  open  faced  barred  cells.  The  rooms  should  contain  concrete  base  beds,  non- 
flammable mattresses  and  single  unit  stainless  steel  security  commode/sink 
units.  Four  additional  rooms  are  proposed,  one  as  a  strip  cell  and  the  other  three 
as  padded  cells. 

Though  the  unit  is  to  be  secure  facility,  it  need  not  be  psychologically  de- 
pressing. It  should  be  bright,  well  lighted,  and  conducive  to  the  program  to  be 
used  there. 

Program  and  Stiffing 

A  self  contained  program  for  the  provision  of  treatment  services  will  be  devel- 
oped for  the  unit.  In  general,  the  progrin  will  be  individualized,  utilizing 
appropriate  educational,  recreational,  ard  counseling  techniques  for  deaMng  with 
the  needs  of  the  population  to  promote  behavior  change.  The  individualized  pro- 
grams will  be  structured  along  the  lines  of  the  use  of  some  basic  behavior  modi- 
fication techniques  and  treatment  techniques  consistent  with  the  needs  of 
maladjusted  and  emotionally  disturbed  youths.  The  unit's  staff  will  work  with- 
in a  team  framework  emphasizing  close  communication  and  overlapping 
responsibilities. 

The  unit,  under  the  direction  of  the  Superintendent  of  Indiana  Boys'  School, 
will  be  headed  by  an  administrative  officer.  The  dministrative  officer  will  have 
overall  responsibility  for  the  operation  of  the  unit.  When  construction  is  com- 
pleted the  Boys'  School  staffing  will  be  analyzed.  The  present  trend  (December 
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1974)  is  an  increase  in  commitments.  It  may  be  possible  that  extra  staff  will  be 
needed  to  operate  this  facility.  Present  Boys'  School  staff  will  be  used,  when 
possible. 

Primary  responsibility  for  custody  and  control  will  rest  with  correctional  offi- 
cers. These  officers  will  also  carry  some  responsibility  for  the  planning  and 
application  of  treatment  programs. 

Primary  responsibility  for  testing,  diagnosis,  and  development  and  application 
of  individualized  programs  will  rest  with  a  Psychiatric  Social  Worker  I,  a 
Correctional  Institution  Counselor  II,  and  a  Behavioral  Clinician  II. 

A  Recreation  Leader  will  develop  activities  for  the  population  consistent  with 
their  needs  and  in  conjunction  with  other  staff  efforts. 

Education  services  would  focus  on  basic  skill  development  and  guided  independ- 
ent study  utilizing  highly  motivational  materials  and  instructional  practices. 
Institutional  Teachers  and  Teacher  Aides  with  specialized  training  or  experience 
in  reading  or  teaching  the  emotionally  disturbed  and  mentally  retarded  would 
have  primary  responsibility  for  tbese  services. 

A  consulting  Psychiatrist,  Staff  Nurse,  Clerk  Typist  II,  and  Clerk  Typist  II 
would  provide  supportive  medical  and  clerical  services. 

Since  the  unit  is  to  deal  with  the  difficult  inmate,  it  is  expected  that  the  length 
of  stay  of  the  students  in  this  unit  will  be,  on  the  average,  considerably  longer 
than  the  present  average  stay  at  Boys'  School.  Consistent  with  the  theoretical 
justification  of  work  release  for  adult  institutions  as  an  adjustment  period, 
students  from  the  maximum  security  unit  would  be  temporarily  released  into  the 
institutional  population  for  a  period  of  time,  brought  back  to  the  unit  for  a 
period  of  evaluation,  released  into  the  institution  again  for  a  longer  period  of 
time,  and  possibly  released  to  the  streets  on  an  extended  temporary  absence  with 
return  for  evaluation  before  recommendation  for  parole  is  ever  made.  This 
extended  temporary  absence  possibility  would  of  course  require  the  support 
and  cooperation  of  the  staff  of  the  Youth  Authority  Division  of  Community  Serv- 
ices for  supervision  and  close  communication. 

Budget 

The  present  construction  figure  for  the  maximum  security  unit  proposal  is 
$915,000.  including  design  and  equipment  monies.  The  proposed  staff  salary  budget 
is  nlightly  in  excess  of  $22^,000.  annually.  The«e  figures  do  not  reflect  the  likeli- 
hood that  these  staff  should  be  eligible  for  maximum  security  pay.  The  unit  would 
function  with  the  Boys'  School  Business  Office  providing  administrative  services. 


[From  the  Bremerton  (Wash.)   Sun,  Aug.  7,  1969] 
DRUG    TESTS    IN   PRISONS    DEPLORED 

Washington  (AP)— A  high  official  of  the  Food  and  Drug  Administration  says 
the  government  should  be  concerned  that  its  regulations  allow  the  much-criticized 
type  of  drug  testing  carried  out  by  an  Alabama  physician  in  Southern  prisons. 

Dr.  John  Jennings,  acting  chief  of  the  FDA's  Bureau  of  Medicine,  also  said 
in  a  memorandum  that  there  is  reason  to  question  the  validity  of  studies  on  175 
drugs  carried  out  by  the  evaluator,  Dr.  Austin  R.  Stough  of  Montgomery,  Ala. 
Many  of  the  drugs  were  licensed  by  the  government,  partly  on  the  basis  of 
Stough's  evaluation. 

Jennings  emphasized  in  the  memo  last  week  to  Dr.  Herbert  L.  Ley,  FDA  com- 
missioner, that  two  investigations  by  the  FDA  physician  of  Stough's  operations 
in  the  Arkansas,  Oklahoma,  and  Alabama  prison  systems  "disclosed  no  violations 
of  our  regulations." 

"Obviously,"'  he  added,  "we  should  be  concerned  that  such  an  operation  can 
exist  under  current  regulations  of  FDA  and  DBS  (Division  of  Biolosies  Stand- 
ards). Aside  from  the  welfare  of  the  subjects,  the  question  of  validity  of  the 
studies  may  still  lie  raised — especially  the  possibility  of  concurrent  testing  of 
drugs." 

Concurrent  testing  occurs  when  a  subject  takes  two  or  more  test  drugs  at  once. 

Meantime,  a  Senate  subcommittee  announced  Ley  is  scheduled  to  testify 
Aug.  12  on  current  drug  testing  practices. 

Stough  and  his  firm.  Southern  Food  and  Drug  Reseireh.  have  suspended  pro- 
duction of  gamma  globulin  vaccine  derived  from  the  blood  of  prisoners.  But 
Stough  reportedly  is  still  conducting  drug  tests  in  Alabama  prisons. 
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Jennings  said  a  1964  hepatitis  epidemic  in  the  Alabama  prisons  was  "subse- 
quently proven  to  be  caused  by  his  (Stougn's)  poor  technique"  in  the  gamma 
globulin  production.  ... 

Gamma  globulin  is  a  protein  portion  of  the  blood  that  helps  fight  infection.  It 
is  often  given  to  patients  with  lowertd  immunity. 

Recent  newspaper  articles  have  raised  questions  concerning  Stoagh's  prison 
activities. 

[From  the  Los  Angeles  Times,  Feb.  9,  1970] 
WHY  NOT  USE  PRISONERS  TO  FIND  OUT  ABOUT  MARIJUANA? 

(By  William  F.  Buckley,  Jr.) 

Now  the  son  of  the  governor  of  New  Jersey  has  been  arrested  for  smoking  pot, 
and  the  son  of  the  man  who  aspires  to  be  governor  of  New  York.  In  the  latter 
case,  it  transpires  that  five  of  the  eight  children  have  "experimented"  with 
marijuana. 

A  congressman  informs  me  that  there  is  sudden  interest  by  the  legislature  in 
the  Koch  bill  (which  would  set  up  a  presidential  crmmission  to  inquire  scien- 
tifically into  the  effects  of  the  use  of  pot),  resulting  from  many  congressmen 
having  come  to  know  that  their  own  sons  and  daughters  are  taking  pot.  And, 
of  course,  the  new  crime  bill,  which  awaits  action  by  the  House  of  Representa- 
tives, calls  for  reducing  the  penalty  for  smoking  pot — though  by  no  means 
eliminating  it. 

Hort-  tempting  it  is  to  say  merely  that  pot  should  be  legalized.  That,  for  in- 
stance, is  the  recommendation  of  Joseph  Als<"p,  who  comes  back  from  a  visit  to 
Cambridge,  Mass.,  and  reports  that  it  is  easier  for  a  minor  to  obtain  marijuana 
than  to  obtain  a  bottle  of  beer. 

One  has  merely  to  say  (a)  that  the  problem  of  enforcement  is  insuperable, 
and  (b)  that  anyway,  the  doctors  haven't  come  up  with  any  truly  convincing 
arguments  that  have  to  do  with  the  physical  harm  done  by  the  smoking  of  mari- 
juana— therefore  why  not  yield  to  force  majeure,  and  maybe  even  enjoy  it? 
These  arguments  are  cogent,  but  they  pay  insufficient  attention  to  the  psychic 
dimension  of  the  problem.  Here  are  three  examples. 

A  senior  in  college  advises  me  that  a  classmate  in  an  adjacent  room,  who  in 
the  first  two  years  of  college  life  participated  actively  in  sports  and  journalism, 
now  smokes  pot  instead. 

I  say  instead  because  the  boy  in  question  smokes  four  or  five  a  week,  beginning 
shortly  after  dinner.  The  pot-smoker  (or  certainly  this  particular  one)  becomes 
thoroughly  absorbed  in  his  euphoria.  After  a  while,  he  does  not  readily  compre- 
hend the  book  he  is  reading,  which  is  in  any  case  a  distraction  ;  better  just  the  pot, 
and  the  music. 

Now,  four  or  five  days  in  which  you  give  over  to  pot  four  or  five  hours  per  day 
of  your  time,  means  about  20  hours  per  week  in  which  you  are  withdrawn  from 
active  intellectual,  social,  athletic,  or  extracurricular  activity.  It  is  the  opinion 
of  my  friend  that  his  friend  has,  in  fact,  changed. 

Case  number  two  is  another  student  who  began  his  career  as  a  well  integrated 
freshman,  with  orderly  and  rewarding  ties  to  the  principal  institutions  of  the 
West — his  family,  his  friends,  his  country,  his  church.  These  are  now  in  shambles. 
He  smokes  pot  regularly.  Post  pot  proper  pot? 

Case  number  three  is  two  young  Californians  who  were  active  over  several 
years  in  political  activity.  After  a  while  they  began  acting  rather  strangely — the 
compulsive  obscenity,  the  weirdoing  of  their  politics,  a  sort  of  hippyization  of 
life  in  general.  Their  friends  and  their  political  followers  began  quietly  to  express 
their  concern  over  the  lackadaisical  and  occasionally  fanatical  nature  of  their 
disposition.  Yes,  you  guessed  it,  they  both  smoke  pot. 

Now  these  could  be  coincidental,  let  us  hastily  agree.  But  our  experience  with 
pot  isn't  sufficient  to  permit  us  to  know  whether  it  is  or  isn't.  We  are  living  in  an 
age  when  the  secretary  of  health,  education  and  welfare  decrees  that  it  is  dan- 
gerous to  drink  Tab.  Surely  in  such  an  age  that  secretary  owes  us  more  than  we 
are  getting  about  the  psychic  consequences  of  using  pot? 

There  are  a  lot  of  people  in  jail  these  days  sentenced  there  for  life,  or  for  10 
or  20  years.  Prisoners  have  cooperated  before  in  medical  experiments.  Why  not 
get  them  to  cooperate  in  pot-smoking  under  observation? 
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That  would  be  a  standing-room-only  volunteer  project,  needless  to  say.  But 
surely  trained  psychiatrists  and  clinicians,  as  also  trained  observers  of  the 
prisoners  on  whom  the  experiments  were  conducted,  would  give  us  a  great  deal 
of  information  without  which  we  cannot  speak  intelligently  ? 

The  consumption  of  LSD,  one  hears,  is  down :  because  the  kids,  themselves, 
came  to  know  something  about  the  danger  of  using  LSD.  But  they  simply  do  not 
know  the  danger  of  the  other,  if  there  is  a  danger :  which  danger,  it  appears,  is 
psychic  rather  than  biological.  Couldn't  the  Koch  bill  go  further  to  urge  the  use 
of  prisoners  for  such  experiments  ? 


[From  the  Chicago  Tribune,  Mar.  15,  1970] 

DRUGS,  PRISON  CHANGE  EX-STUDENTS'  LIVES 

Frank  P.  Lavarre  and  Barbara  Ann  Dobranic  may  not  Have  heard 
of  one  another,  but  they  have  some  things  in  common.  Both  were 
college  students  and  both  are  ex-convicts.  They  were  sentenced  to  long 
prison  terms  for  the  same  crimes — possession  of  marijuana. 

Nashville.  March  14  (UPD—  Frank  P.  Lavarre.  a  youn-r  college  dropout  was 
sentenced  to  25  years  in  a  Virginia  prison — five  years  more  than  the  minimum 
penality  imposed  for  murder.  His  crime  was  possession  of  marijuana. 

Today,  Lavarre,  free  after  11  months  in  jail  thru  intervention  of  the  Ten- 
nessee and  Virginia  governors,  does  not  like  to  talk  about  marijuana  or  marijuana 

laws.  .      .•-.... 

Lavarre,  20,  understandably  cannot  talk  with  the  glib  authority  he  had  before 
Feb.  24, 1969,  about  what  a  "free  man  can  do  with  his  body." 

In  February  of  last  year,  Lavarre  dropped  out  of  the  University  of  Virginia 
for  academic  reasons  and  headed  for  Atlanta  on  a  bus,  hoping  to  get  a  job,  he 
said. 

POLICE  ABE  WAITING 

He  carried  an  extra  6V2  pounds  in  his  suitcase — $2,500  worth  of  marijuana 
which  he  said  was  for  a  friend. 

When  the  bus  stopped  in  Danville,  population  47,500,  police  were  waiting  for 
I  avarre.  described  then  as  long  haired,  altho  today  he  looks  like  the  clean-cut  boy 
next  door. 

He  spent  three  months  waiting  in  jail  and  decided  to  plead  guilty. 

Then  came  the  shock.  Judge  Archibald  Aike,  82,  sentenced  Lavarre  to  25  years 
in  jail — the  minimum  sentence  under  Virginia  law. 

His  mother  and  his  aunt  made  frantic  efforts  to  get  him  released,  and  Gov. 
Godwin,  who  granted  Lavarre  a  parole. 

Lavarre  must  report  to  a  parole  officer  every  two  weeks. 

BULES   FOB   MUGGEBS 

"I  find  it  hard  to  consider  myself  an  ex-con,"  he  said.  "Many  of  the  parole  rules 
are  designed  for  the  type  of  people  who  would  go  around  mugging  little  old 
ladies."  Lavarre  now  works  for  an  uncle  at  an  appliance  firm. 

He  hedges  on  such  questions  as  "What  do  you  think  about  narcotics  laws?" 

"A  lot  of  people  helped  me  get  that  parole,"  he  says.  "I'm  very  grateful." 

"Many  of  them  don't  hold  the  views  I  do." 

Does  he  think  his  prison  record  will  hurt  his  future? 

CBUSADEB   FOB  BEFOBM 

"During  prohibition,  there  was  a  lot  of  home  brew  made  by  upright  citizens," 
he  said.  "Today,  these  people  are  not  looked  on  by  society  as  criminals." 


Columbus,  O..  March  14  (UPD— At  20,  Barbara  Ann  Dobranic  was  a  college 
newspaper  reporter  and  a  crusader  for  reform  of  narcotics  laws. 

At  23,  she  is  an  ex-convict  who  won't  talk  to  reporters  and,  according  to  her 
parole  officer,  no  longer  believes  narcotics  should  be  legalized. 
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"Her  thinking  has  matured,"  said  Mrs.  Marietta  Dawes,  probation  officer  for 
the  former  Ohio  State  university  student. 

.Miss  Dobranic  was  sentenced  to  a  10-20  year  prison  term  last  December  after 
she  pleaded  guilty  to  several  narcotics  charges. 

ATTITUDE    IS    CHANGED 

She  was  released  from  prison  about  one  month  later  under  provisions  of  Ohio's 
"shock  probation"  law,  which  aaows  the  court  to  parole  certain  onenders  who  it 
believes  are  ready  for  rehabilitation. 

In  Barbara  Ann's  case,  the  court  said  she  realized  her  mistakes  and  had 
changed  her  attitude  about  narcotics. 

Miss  Dobranic  was  a  strong  advocate  of  legalized  narcotics  in  1967.  She 
appeared  before  a  Columbus  city  council  meeting  that  year  to  voice  opposition  to 
a  proposed  ordinance  banning  the  use  of  LSD  and  attended  other  public  meetings 
urging  the  legalization  of  marijuana. 

Barbara  Ann  was  arrested  Dec.  13,  1967,  in  a  narcotics  raid  near  the  O.  S.  U. 
campus.  She  jumped  $20,000  bond  in  California.  She  was  rearrested  in  another 
narcotics  raid  in  Columbus  last  August  and  subsequently  sent  to  prison. 

Between  her  first  arrest  and  her  release  from  prison,  Barbara  Ann  decided 
narcotics  were  no  good,  Mrs.  Dawes  said.  -..,*.„ 

Mrs.  Dawes  said  Barbara  Ann  is  an  excellent  parolee  who  reports  faithfully  on 
schedule  and  is  living  an  exemplary  life. 


[From  the  Minneapolis  Freeworld  Times,  January  1973] 
U.S.  PRISONS  ATTEMPT  BEHAVIOR  MODIFICATION 

(By  David  Patz) 

Some  close  observers  of  the  three  latest  developments  in  the  U.S.  prison  sys- 
tem worry  whether  shadows  of  an  Orwellian  1984  may  not  be  falling  on  selected 
inmates  of  the  system.  ,       . 

The  three  programs  under  question  are  "Project  START  (Special  Treatment 
and  Rehabilitation  Therapy),  which  began  as  a  pilot  program  at  the  Medical 
Center  at  Springfield,  Missouri,  in  September  1972;  the  "Asklepieion  Soc  ety  ' 
(named  after  the  physician  and  Greek  god  of  medicine  Asklepios),  which  was 
started  in  July  1968  at  the  U.S.  Penitentiary  in  Marion,  Illinois ;  and— the  most 
recent — the  first  large-scale  corrections  research  center,  a  $12.5  million  facility 
under  construction  at  Butner,  North  Carolina  which  is  expected  to  be  ready  for 
operation  in  early  1974. 

All  three  programs  rely  heavily  on  an  attempt  to  implement  a  psychological 
technique,  behavior  modification,  with  incorrigible  or  hard-core,  dangerous  or 
violent  prisoners. 

The  techniques  of  the  "Asklepieion  Society,"  are  somewhat  representative  of 
the  other  two  programs.  The  founder  of  the  "Asklepieion  Society,"  Dr.  Martin 
Groder.  formed  a  small  discussion  group  of  12  inmates  in  July  1968. 

Groder  introduced  the  concepts  of  Eric  Berne's  transactional  analvsis,  popu- 
larly presented  to  many  readers  in  Berne's  "Games  People  Play."  Berne's  school 
of  psychotherapy  includes : 

Structural  analysis,  a  theory  of  personality  which  says  that  at  any  one  mom- 
ent in  time  a  person  is  in  one  of  three  ego  states :  the  parent,  the  adult,  or  the 
child. 

Transactional  analysis,  the  analysis  of  what  is  taking  place  between  people 
when  they  interact  with  each  other  in  various  situations. 

Game  analysis,  the  analysis  of  psychological  games  people  play  with  each 
other. 

Script  analysis,  the  analysis  of  the  script  of  the  life-plan  by  which  each  indi- 
vidual lives  out  his  or  her  life. 

Groder  discovered  after  an  initial  attempt  to  implement  these  techniques  of 
trnsactional  analysis  that  they  were  not  adequate  to  deal  with  the  hardened 
facade  that  hard  core  prisoners  present.  Consequently,  he  turned  to  a  form  of 
attack  therapy  called  the  Synanon  game,  a  group  therapy  technique  pioneered 
by  Charles  Deterich  in  a  California-based,  self-help  program  for  drug  addicts. 
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Whereas  participation  in  <&£»»£*&££&  vSXs  pnM  fi 

keeps  his  cell  clean  and  behav« for *  ^'WardTwitt  more  privileges  while 
fflStf  ^^ISSSi-S^B  researchers  ,i,l  a, 

such  as  members  of  social  nuurito,  ?gg^c2SS^rfSMi»  and  "hard  cases- 
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who  are  unmanageable  in  any  situation  ^1t^1^,r^ins;sav8  that  Butner  will 

i.«  £ffi &$£& SSJ^  -£--  £  1» 

^?SSB.¥4»  SSAKSj'TSSS  K«  will  'not  neees- 


sarily  be  volunteers."  Breggin    a  psychiatrist  and 

Two  critics  of  the .Butner  program    Dr I eter  Breggim  ap  y^  ^ 

novelist,  and  Phil  Stanford,  a  tree an  eewr >_  •         .  f  prisoners  take  place 

^"^miClv^the  length  of  a  man's  sentence  is  left  to  the  discretion  of  a  phy- 
sicianfather  than  to  the  narrow  limits  of  determined  sentencing  a  direct  evasion 
of Ze  process  and  the  rule  of  law  under  the  guise  of  treatment."  It  may  be  that 
medical  sentencing  is  too  often  replacing  legal  sentencing 

The  two  VriScs  add  that  "Even  in  ordinary  prisons,  psychiatrists  provide  toer- 
age^n  inmate  control  through  the  use  of  electroshock  and  massive  drug  dosages. 
Efectrosh™ck  and  massive  'tianquilization'  produce  temporary  lobotomies,  pacify- 
ine  the  prisoner  bv  blunting  his  emotions. 

"PhlnStliiazine  "drugs  like  Thorazine,  Mellaril,  Stelazine,  and  Prolixin  also 
produce  apSal  paralysis  of  the  nervous  system-a  virtual  chemical  strait- 
incket  indistinguishable  from  severe  Parkinson's  disease. 

2  The  wo  critiS  feel  that  drugs  which  are  used  daily  to  provide  relief  to  trou- 
bled people  in  ordinary  psychiatric  wards  are  being  misused  in  some  of  the 

^AZher'seTof  critics  is  the  Federal  Prisoners  Coalition,  an  inmate  organiza- 
tion that  sends  out  information  from  behind  the  walls  to  Congress  and  the  press. 
Thev  have  filed  lengthv  and  detailed  protests  with  the  United  Nations  on  Proj- 
ect START"  and  the  "Asklepieion  Society."  The  Coalition  fears  that  these  pro- 
grams will  use  techniques  that  will  correspond  to  "brainwashing."  and  that  they 
wPl  turn  out  "cured"  automations  unrecognizable  as  human  bcngs. 

Dr  Breggin  worries  that  Butner  will  become  another  Yacaville,  employing 
brain  surgery,  massive  drug  doses,   aversive  therapy,   and   other   questionable 

techniques.  ,   .        .  .       , 

The  current  uneasiness  over  the  Butner  project  has  prompted  inquiries  by 
Sen.  Edward  Brooke,  R.-Mass.,  Ren.  Ronald  Dellums,  D.-Cal.  and  the  Senate 
subcommittee  on  constitutional  rights  headed  bv  Sen.  Sam  Ervin.  D.-N.C. 

The  organizer  of  the  Asklepieion  Project  and  tbe  man  who  will  head  the  Butner 
facility,  Dr.  Martin  Groder,  and  the  mental  health  coordinator  of  the  Bureau  of 
Prisons,  Dr.  Robert  B.  Levinson,  describe  such  fears  and  criticisms  as 
unwarranted. 

Both  men  said  that  although  the  program  planning  for  Butner  is  still  in  its 
infancy,  such  controversial  techniques  as  electroshock.  massive  drug  dosage, 
psychosurgery,  sensory  deprivation,  aversive  conditioning  and  negative  rein- 
forcement therapy  will  not  have  a  part  in  the  Butner  correctional  research. 

Sensory  deprivation,  aversive  conditioning,  and  negative  reinforcement  therapy 
were  the  techniques  used  on  the  movie  character  Alex  in  "A  Clockwork  Orange." 
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Alex,  who  delighted  in  violence  and  sexual  perversion,  was  forced  to  view  scenes 
of  violence  and  was  administered  drugs  and  subjected  to  other  therapy.  He  was 
later  released  from  prison  "cured"  and  meek  as  a  lamb. 

About  this  Groder  said,  "In  the  research  section  we  will  not  use  drugs,  there 
will  be  no  psychosurgery — it's  obnoxious — and  there  will  be  no  major  aversive 
conditioning.  There  will  be  no  sensory  deprivation  (keeping  inmates  in  total  dark- 
ness or  utter  silence  ).  That  s  Oid  fashiontd. 

"As  long  us  I  am  in  charge,"  Groder  stressed,  "the  work  will  be  in  the  frame 
of  a  humanistic  approach.  We're  going  to  avoid  the  Vacaville-type  mistakes." 

Groder  envisons  Butner  as  a  facility  where  good  ideas  for  improving  some 
aspect  of  corrections  can  be  tested  out  under  scientific  conditions  rather  than 
simply  being  implemented  piecemeal  in  isolation  prisons  with  the  hope  that  they 
may  be  proven  successful. 

He  s^.id  that  he  preferred  volunteers  for  the  researcli  but  that  he  did  not  rule 
out  the  possibility  that  some  inmates  wou'd  he  "p'aced"  in  the  research  programs. 

One  inmate  participant  of  the  START  program,  Robert  Allen  Youngblood, 
filed  a  petition  for  a  writ  of  habeas  corpus  asking  to  be  released  from  the  pro- 
gram. Three  other  inmates  complained  about  the  program,  claiming  that  the 
mandatory  participation  in  some  aspects  of  the  program  violated  their  civil 

rights.  •  .... 

In  response  to  their  comn'a'nt  Dr.  HeHict  Ouay,  chairman  of  tbe  division  of 
educational  psychology  at  Temple  University,  replied  that  "it  would  be  better  if 
people  volunteered  to  participate,  but  here  is  where  you  get  the  paradox.  Some 
people  who  might  volunteer  for  the  program  may  not  need  it.  Some  people  who 
might  not  volunteer  might  benefit  from  the  program." 

One  inmate  "graduate"  of  th>  Ask'enieibn  program.  Ken  Windes,  who  now  has 
professional  certification  from  the  International  Transactional  Analysis  Associ- 
ation, described  inmate  feeling  bout  the  program  :  "We  made  some  basic  deci- 
sions about  our  lives.  We  were  tired  of  being  convicts.  The  penal  system  is  messed 
up,  and  we  decided  what  it  needs  is  a  ground  roots  movement  among  convicts  for 
change.  We  (in  Asklepieion)  woird  like  to  tear  own  the  prisions — but  not  by 
bombing  because  we  know  they  would  only  build  stronger  ones.  We  want  to 
provide  a  more  constructive  alternative." 

Windes  thinks  the  inmates  in  the  program  are  "i  groun  of  prisoners  working 
with  professionals,"  rather  than  guinea  pigs  in  behavioral  research,  as  some 
charge. 

Windes  contends  that  everyone  who  ends  up  in  a  prison  is  a  loser — whether 
the  person  is  a  con  living  there  or  a  cop  working  there.  "The  people  who  fill  those 
roles  are  so  much  alike  that  if  they  changed  places  it  wouldn't  affect  the  running 
of  prison  one  bit." 

One  of  the  big  complaints  agiinst  the  therapeutic  community,  he  said,  is  that 
it  broke  the  convict  culture,  the  "code."  The  code,  he  said  is  based  on  the  idea 
"convicts  are  okay,  other  people  aren't.  Do  your  own  number.  If  you  see  some  guy 
cutting  his  wrists,  mind  your  own  business.  Maintain  an  image  and  a  front  at  all 
times.  Don't  trust  cops.  Don't  snitch." 

He  added,  "of  course,  the  cops  have  their  code.  Don't  trust  cons.  Always  back 
your  fellow  officer,  even  if  he  is  wrong.  Don't  form  any  personal  relationships 
with  cons." 

A  program  critic  who  thinks  participants  are  made  into  robots  is  wrong, 
Windes  said.  "I  say  he  is  a  robot  now.  And  we  want  to  change  him  into  a  human 
being.  He  is  afraid  of  being  real  because  it  is  awfully  safe  being  a  robot" 

Windes  said  his  role  as  a  clinician  is  to  free  people  from  mystification.  "I 
would  like  to,  in  fact,  demystify  everyone  in  the  penal  system,"  he  said. 


[From  the  New  York  Times,  Apr.  25,  1976] 
SIXTY  PERCENT  OF  INMATES   SAY  THEY  USED  DRUGS 

Washington,  April  24  (UPI)— Six  of  every  10  inmates  of  state  prisons  have 
at  some  point  used  drugs  illicitly,  according  to  the  first  report  of  an  ongoing 
Government  study  of  prisoner  drug  use. 

It  found  that  61  percent  of  the  191.400  inmates  of  state  correctional  facilities 
acknowledged  having  at  some  period  of  their  lives  used  such  drugs  as  heroin, 
methadone,  cocaine,  marijuana,  amphetamines  or  barbiturates  without  a  doctor's 
prescription  and  outside  of  a  drug  treatment  program. 
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The  report  also  found  that  almost  one-third  of  the  inmates  at  some  time  had 
used  drugs  daily  or  almost  daily.  It  reported  that  one-fourth  of  all  inmates  said 
they  were  under  the  influence  of  drugs  at  the  time  or  the  offense  that  lanued 
them  behind  bars. 

A  similar  percentage  said  they  had  been  drinking  at  the  time  of  the  offenses, 
and  one-fifth  of  all  inmates  said  they  had  been  drinking  heavily. 

The  study  was  summarized  for  delegates  attending  a  symposium  on  the  drug 
abusing  criminal  offender  in  nearby  Reston,  Va.,  this  week. 


[From  the  Terre  Haute  (Ind.)  Tribune,  May  6,  1976] 
DRUGS,  CRIME  LINKED 

(An  Editorial) 

There  have  been  many  indications  that  abuse  of  drugs,  not  excluding  alcohol, 
often  is  part  of  the  behavior  pattern  that  lands  people  in  jail  for  other  crimes. 
The  idea  derives  further  support  from  a  government  study  summarized  at  a 
recent  symposium  on  the  subject. 

This  study  focused  on  close  to  200,000  inmates  of  state  correctional  facilities. 
The  inquiry  concerned  their  use  of  drugs — from  barbiturates  to  heroin — outside 
of  a  drug  treatment  program  and  without  a  doctor's  prescription.  A  whopping 
61  per  cent  acknowledged  such  use  at  some  period  of  their  lives. 

Perhaps  more  significantly,  one-fourth  of  the  inmates  said  they  had  been  under 
the  influence  of  drugs  when  they  committed  the  offense  that  sent  them  to  jail. 
A  similar  percentage  said  the  same  for  alcohol,  and  one-flith  of  all  inmates  ques- 
tioned said  they  had  been  drinking  heavily  at  the  time  of  the  crime. 

One  last  point  is  of  special  inteiest.  Almost  one-third  of  the  state  prison  in- 
mates, it  was  found,  had  at  some  time  used  drugs  daily  or  almost  daily.  Heavy 
reliance  on  drugs  appears  to  be  a  strong  element  in  criminal  behavior. 

Some  argue  that  such  drug  abuse  is  less  a  causative  factor  than  the  result  of 
conditions  which  in  themselves  cause  crime.  That  is  debatable.  There  can  be  no 
doubt,  however,  that  a  link  does  exist.  The  study  cited  adds  weight  to  the  belief 
that  curbs  on  drug  abuse  and  excessive  drinking  are  one  sound  approach  to 
reducing  the  crime  rate. 


[From  the  New  York  Times,  June  2,  1976] 

SIXTY-ONE  PERCENT  OF  PRISONERS  HAVE  USED  DRUGS 

CENSUS   BUREAU   REPORTS   ON    STUDY   OF   STATE   INMATES 

Washington,  June  1  (UPI)— Nearly  two-thirds  of  state  prison  inmates  have 
used  drugs  regularly  and  one-fourth  were  serving  time  for  crimes  committed 
while  under  the  influence  of  drugs,  a  Census  Bureau  survey  reported  today. 

The  bureau's  interviews  with  a  sampling  of  the  191,400  inmates  in  state 
correctional  institutions  resulted  in  projections  that  116,500  or  61  percent,  used 
drugs  daily  or  almost  daily  at  some  time.  The  survey  also  showed  that  43  percent 
were  alcohol  users  at  the  time  of  their  offenses. 

Marijuana  was  by  far  the  most  prevalent  drug,  used  by  92  percent  of  the 
116,500  drug  users.  But  hard  drugs  also  had  high  percentage  rankings — heroin 
50  percent  and  cocaine  45  percent.  Amphetamines  were  used  by  48  percent, 
barbiturates  46  percent  and  illicit  methadone  15  percent.  Twenty-nine  percent 
had  tried  five  or  more  different  drugs,  the  report  said. 

The  Drug  Enforcement  Administration  is  making  a  broad  study  of  narcotics 
use  by  prison  inmates  as  a  result  of  the  findings. 

The  survey  also  showed  the  following : 

That  61  percent  of  the  prisoners  were  high  school  dropouts,  as  against  17 
percent  of  the  country's  over-17  male  population. 

That  less  than  8  percent  had  any  college  training,  compared  with  30  percent 
of  the  population. 

That  69  percent  had  most  recently  held  blue  collar  jobs,  compared  with  47 
percent  in  the  male  population. 

That  three-fourths  were  between  18  and  34  years  old,  compared  with  40 
percent  in  this  age  bracket  for  the  entire  population. 
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That  47  percent  were  black,  compared  with  the  11  percent  in  the  population. 

That  23  percent  had  served  two  sentences,  19  percent  had  served  three,  12 
percent  had  served  four  and  16  percent  had  served  five  or  more.  More  than  half 
had  been  sentenced  at  least  twice  for  the  same  type  of  offense. 

The  survey  also  showed  that  about  48  percent  had  never  been  married,  com- 
pared with  only  20  percent  in  the  over-18  male  population  and  that  27  percent 
had  served  in  the  armed  forces,  compared  with  43  percent  of  the  male  population. 


[From  the  Washington  Post,  July  22,  1974] 
MENTAL  CARE  PLAN  PROBED 

(By  Stuart  Auerbach) 

Senate  investigators  have  discovered  the  Defense  Department  is  paying  for 
treatment  of  emotionally  disturbed  children  of  military  personnel  that  includes 
beatings,  burying  children  in  shallow  graves  and  injecting  them  with  their  own 
urine. 

At  one  institute,  the  University  Center  in  Ann  Arbor,  Mich.,  the  investigators 
found  widespread  use  of  drugs  and  punishments  that  include  placing  boys  in  a 
basement  solitary  confinement  room  called  "the  Dungeon"  for  extended  periods. 

At  another  institution,  the  Green  Valley  School  in  Orange  City,  Fla.,  the 
investigators  found  boys  had  been  forced  to  dig  shallow  graves  for  themselves 
and  then  spend  the  day  and  night  in  them  as  punishment. 

The  Rev.  George  von  Hilsheimer,  superintendent  of  Green  Valley,  in  a  tele- 
phone interview  defended  the  practice  of  burying  boys  as  "symbolic  punishment" 
because  "their  souls  are  dead,"  he  said  the  punishment  was  picked  in  a 
democratic  way  by  the  other  students. 

"I  conducted  a  mock  funeral  for  four  of  them  at  once  last  August,  said  Mr.  von 
Hilsheimer,  a  lay  minister  of  the  Brethrin  Church.  "I'm  a  minister.  I  think  it 
is  a  beautiful  symbolic  thing  for  the  kids  to  go  through.  It's  a  way  of  forcing 
them  to  look  at  themselves." 

The  Senate  Permanent  Investigation  Subcommittee  will  open  hearings  Tues- 
day on  what  what  its  chairman,  Sen.  Henry  M.  Jackson  (D-Wash.)  called 
"horrible  and  outrageous  abuses  of  children." 

At  least  half  of  the  patients  in  both  the  University  Center,  which  is  not 
connected  with  the  University  of  Michigan  in  Ann  Arbor,  and  the  Green  Valley 
School  were  covered  by  the  Civilian  Health  and  Medical  Program  of  the  Uni- 
formed Services  (CHAMPUS),  which  is  run  by  the  Defense  Department. 

The  Michigan  center  has  about  30  patients,  the  Florida  institution  about  75. 

Although  the  investigation  focused  on  the  two  schools,  Jackson  said,  "We  are 
rinding  isolated  incidents  but  a  pattern  that  has  been  going  on  for  years. 

"The  Department  of  Defense  must  be  held  accountable  if  it  has  failed  to  exer- 
cise control  over  a  program  administered  by  it  and  funded  by  millions  of  federal 
dollars." 

CHAMPUS  spends  about  $500  million  a  year  providing-care  in  private  facilities 
for  dependents  of  military  personnel  and.  retired  regular  members  of  the  armed 
forces  and  their  dependents.  About  $90  million  "of  that  is  spent  on  psychiatric 
services— an  amount  that  has  increased  greatly  in  recent  years.  In  1968,  for  ex- 
ample, payment  for  psychiatric  services  was  $6  million. 

Jackson  accused  the  Defense  Department  of  failing  to  properly  administer,  the 
program  of  providing  psychiatric  care  to  emotionally  disturbed  children  of  the 
military. 

He  also  attacked  CHAMPUS  for  cutting  as  of  July  1  the  benefits  for  psychiatric 
care  to  120  days  in  in-patient  treatments  and  40  out-patient  psychiatric  visits. 

Some  psychiatrists  have  said  this  is  not  enough  time  for  p'roper  treatment, 
especially  for  emotionally  disturbed  youngsters.  Jackson  said  "it  tvpifies  the 
uninformed  and  negligent  management  of  the  CHAMPUS  program  by  elements 
of  the  Defense  Department." 

A  CHAMPUS  public  relations  spokesman  in  Denver  said  the  psvchiatric  bene- 
fits were  cut  in  an  effort  to  bring  them  within  "the  intent  of  the  law." 

Jackson  said  the  way  to  get  rid  of  abuses  is  through  "tight  controls"  over 
institutions  that  it  pays  money  to,  not  by  program  cuts. 

In  Green  Valley,  a  school  for  disturbed  children,  the  subcommittee  investi- 
gators reported  the  main  forms  of  treatment  were  massive  doses  of  vitamins- 
called  mega-vitamin  therapy— and  the  inhallation  of  carbon  dioxide. 
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Few  psychiatrists  believe  in  either  form  of  treatment  although  both  have  a 
small  coterie  of  enthusiastic  supporters. 

Jackson  called  both  "questionable  psychiatric  treatments." 

Former  staff  members  at  Green  Valley  said  one  boy  was  treated  with  an 
injection  of  his  own  urine.  Others  received  injections  of  serum  made  from  dust 
around  the  school — a  recognized  treatment  for  allergies. 

Mr.  von  Hilsheimer  called  the  committee  investigators'  findings  "a  rehash  of 
old  garbage"  being  circulated  by  five  or  six  unhappy  former  students,  their 
parents  and  staff  members.  He  said  they  blew  up  a  few  incidents  out  of  the 
school's  10-year  history. 

At  the  University  Center,  the  investigators  reported  rampant  drug  use.  Signed 
affidavits  from  students  there,  entered  as  part  of  the  record  of  a  Michigan  De- 
partment of  Mental  Health  hearing  to  deny  the  school  a  license,  indicate  some 
of  the  students  were  pushing  drugs  openly  at  the  school. 

Other  students  signed  affidavits  charging  they  were  physically  abused  by  the 
staff,  held  in  a  corner  with  their  arms  bent  back  and  up;  lifted  in  that  position 
so  they  were  standing  on  their  toes,  and  kept  on  liquid  diets  as  punishment  for 
indefinite  periods. 

[From  Corrections  Digest,  Apr.  2,  1975] 
CANADIAN  PRISON  GUARD  BUSTED  WITH  $6  MILLION  IN  HEROIN 

Two  men,  one  a  Canadian  corrections  officer,  have  been  ordered  held  on  charges 
of  possession  and  conspiracy  to  smuggle  $6  million  in  heroin. 

Lewis  William  Reisig,  32,  a  guard  at  Vancouver's  Lower  Mainland  Regional 
Correction  Center  in  suburban  Burnaby,  and  Fook  Hing  Jung,  were  arraigned 
and  remanded  until  April  4,  when  a  hearing  date  will  be  set.  Reisig  was  ordered 
held  on  $25,000  bail,  while  Fook  made  no  bail  application. 

Both  were  arrested  following  a  March  27  raid  on  a  Vancouver  apartment  that 
turned  up  8.5  pounds  of  heroin  concealed  in  36  drycell  batteries  recently  sent 
from  Hong  Kong.  Royal  Canadian  Mounted  Police  investigators  said  the  cache 
was  uncovered  by  an  alert  Customs  agent  who  noticed  the  shipment  contained 
fewer  batteries  than  were  listed  on  the  bill  of  lading.  The  package  was  allowed 
to  continue  to  its  destination,  where  police  made  the  raid. 


[From  the  San  Diego  Evening  Tribune,  Feb.  2,  1973] 
ETHNIC  GANGS  RAMPANT  IN  CALIFORNIA 
(By  Steve  Casey) 

Early  on  the  morning  of  the  most  joyous  of  Christian  holidays,  denim-clad  men 
filed  down  the  auarter-mile  corridor  of  Soledad  Prison  after  a  hearty  breakfast 
in  the  dining;  hall. 

The  smell  of  fresh-cooked  bacon  and  eggs  and  the  strong  aroma  of  coffee 
lingered  in  the  air,  mingling  with  the  clink  of  silverware  and  slam-bang  sounds 
of  travs  and  pots  crashing  together  in  the  scullery. 

Prison  industries  and  most  offices  were  closed,  and  the  inmate  workers  were 
free  to  spend  the  holiday  as  best  they  could. 

Frank  "Cisco"  Villalobos  entered  one  cellblock  and  Pablo  "Bennie"  Na.iera 
another,  about  the  time  those  of  us  in  another  world  awoke,  opened  bright  pack- 
ages or  knelt  to  worship. 

After  breakfast,  you  see,  even  on  Christmas  Day,  all  inmates  whose  bodies 
belong  to  the  California  D°^artment  of  Corrections  r^ust  be  counted. 

Villalobos  and  Najera  never  made  the  count.  Suddenly  and  without  warning, 
small  bands  of  men  jumped  first  one,  then  the  other,  with  dozens  of  prisoners 
looking  on. 

With  crudely  fashioned  weapons  they  struck  and  stabbed,  hacking  until  their 
two  victims  were  dead. 

Villalobos  and  Na.iera  had  been  members  of  a  gang  called  La  Nuestra  Familia. 
Because  of  that,  their  lives  were  cut  short  in  a  war  that  respects  neither  com- 
passion nor  holy  day. 
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Eight  days  before  and  several  hundred  miles  away  at  Chino,  Rudy  "Cheyenne" 
Cadena  had  fallen  from  a  third-story  railing  inside  the  maximum-security 
adjustment  center. 

He  landed  on  his  head  on  the  concrete  floor. 

The  fall  was  unimportant,  for  Cadena  was  dead  before  he  hit  the  ground.  He 
had  been  butchered  with  50  deep-slashing  knife  wounds. 

Villalobos  and  Najera  were  part  of  Cadena's  legacy. 

Cadena,  one  of  the  toughest  prisoners  ever  to  set  foot  in  a  California  penal 
institution,  had  been  the  acknowledged  leader  of  a  group  calling  itself  the  Mexi- 
can Mafia. 

The  Mexican  Mafia  (no  relation  to  the  Sicilian  Mafia)  and  La  Nuestra  Familia 
(literally  "our  family"  but  often  called  "the  new  family")  are  two  vicious 
inmate  gangs,  both  predominantly  Mexican-American,  and  have  been  killing  one 
another  for  years. 

The  Aryan  Brotherhood,  a  white  racist  erroup  of  outlaw  motorcyclists  and  sum- 
dry  violence-prone  inmates,  has  loosely  aligned  itself  with  the  mafia  in  this  war, 
often  killing  on  contract  for  the  Mexican-American  brnd. 

The  three  gangs  have  captured  the  attention  of  prison  authorities  in  the  past 
year  or  so,  and  have  surpassed  black  groups  in  their  viciousness  and  militancy. 

The  slaying  of  Cadena — which  came,  some  rumors  insist,  just  as  the-e  was 
about  to  be  a  truce  between  the  rival  gangs — led  to  the  retaliation  murders  of 
Villalobos  and  Najera. 

It  was  this  kind  of  killing  that  was  behind  fully  half  the  34  inmate  murders 
last  year,  according  to  prison  authorities. 

That  was  an  all-time  high  for  the  corrections  department. 

As  nightmarish  as  the  killings  make  life  within  the  walls,  there  is  an  even 
more  ominous  out-growth  of  the  bloody  inmate  war. 

According  to  those  who  know  most  about  such  things,  the  inmate  gangs — 
having  already  seized  control  over  most  of  the  narcotics,  gambling,  loan-shark- 
ing and  sex  action  within  the  walls — are  now  spreading  their  power  to  the 
community. 

Jake  Gunn,  associate  warden  at  Folsom,  says  that  for  the  first  time  in  Cali- 
fornia history  prison-born  organized  crime  syndicates  are  reaching  out  to  the 
streets. 

San  Quentin's  Nelson  put  it  this  way  : 

"A  guy  gets  pressure  from  both  sides  to  join  up.  The  poor  bastard  really  can't 
avoid  it,  because  if  he  tries  to  run  a  solitary  course  he  may  win  the  displeasure 
of  both  sides." 

Somewhere  into  the  gang  war  between  the  mafia  and  the  family  came  the  joker 
in  the  deck,  the  Aryan  Brotherhood. 

Instead  of  being  paid  a  fee,  like  professional  hit  men  in  organized  crime,  the 
brothers  kill  for  a  piece  of  the  mafia's  action. 

The  killing — contract  and  otherwise — almost  stopped  last  December,  some 
prison  authorities  believe. 

The  hopes  for  peace  centered  around  Cheyenne  Cadena,  the  No.  1  man  in  the 
Mexican  Mafia,  who  reportedly  told  a  correctional  counselor  he  wanted  to  put 
out  the  word  to  stop  the  war. 

But  his  death  Dec.  17  ended  any  hopes  for  peace,  and  warfare  throughout  the 
system  flared  anew. 

According  to  one  staffer,  talks  of  peace  had  been  illusions  anyhow. 

"There  wasn't  anybody  in  the  mafia  then,  and  there  isn't  anybody  now,  strong 
enough  to  declare  a  truce,"  he  said. 

"That's  just  one  of  the  tools  they  use  to  grab  the  tail  and  wag  the  dog  with  it." 

While  the  war  within  prison  rages,  the  gangs  keep  building  organizations  on 
the  streets. 

Most  of  their  members  are  men  who  have  joined  in  prison,  but  some  first- 
termers  are  coming  into  prison  already  gang  members. 

As  the  mafia  expanded,  it  became  increasingly  devious  and  nasty. 

Inside  prison,  members  have  devised  terrible  ways  to  kill,  one  source  close 
to  the  gangs  said. 

"These  guys  like  to  take  a  guy's  manhood  a  way,  leave  him  cowering  in  a 
corner  and  then  kill  him.  To  me.  that's  dying  twice." 

One  inmate  had  a  contract  put  out  on  him  several  months  before  his  parole 
date,  but  was  not  killed  until  the  day  before  he  was  to  go  home,  the  source 
said. 


468 

"They  waited  until  he  was  thinking  of  how  great  going  home  would  be,  think- 
ing of  his  kids. 

"Then  they  closed  in  on  him,  slowly,  so  the  realization  could  sink  in." 

A  lot  of  gang  victims  die  of  drug  overdoses. 

It  is  difficult,  if  not  impossible,  to  tell  if  the  overdose  was  accidental  or  if  a 
killer  gave  his  victim  potent  drugs  which  put  him  in  a  coma,  then  shot  a  lethal 
dose  into  his  arm. 

But  if  the  gangs  have  spent  a  lot  of  time  devising  ways  to  kill,  they  have  spent 
considerably  more  figuring  out  how  to  turn  a  buck. 

"Until  four  to  five  years  ago,  we  were  looking  at  unorganized  groups  of  hoods," 
one  corrections  official  said. 

"Then,  with  the  advent  of  Chicano  and  black  social-action  groups,  and  with 
prisoners  getting  a  lot  of  attention  from  people  on  the  outside,  they  made  contact 
with  groups  receiving  federal  funds. 

"They  learned  budgeting,  proposal  writing,  organizing. 

"And  with  their  muscle,  they  could  walk  in  and  say  'okay,  sucker,  we're  taking 
over.' " 

"We're  not  dealing  with  a  bunch  of  dummies  like  people  in  the  beginning 
seemed  to  think." 

Maoists  have  captured  the  interest  of  these  criminal  gangs,  with  the  hoodlums 
seeing  themselves  as  oppressed  members  of  the  Third  World,  ready  to  join  the 
revolution  if  there's  a  profit  in  it. 

Venceremos,  an  armed  militant  Maoist  group  in  the  San  Francisco  Bay  Area, 
has  written  mafia  and  family  members,  urging  them  to  stop  their  war  and  start 
killing  "the  pigs." 

According  to  informed  sources,  the  mafia  has  a  plan  to  manipulate  the  media 
to  convince  barrio  residents  they  are  being  victimized  by  white  society. 

To  this  end,  the  gangs  try  to  use  every  technique  from  taking  over  legitimate 
Chicano  groups  to  crying  "political  prisoner." 

Not  all  their  messages  are  subtle. 

A  law-enforcement  officer  said  families  whose  sons  have  been  killed  by  the 
Mexican  Mafia  have  been  visited  by  gang  members  and  told  it  would  not  be  wise 
to  talk.  , 

Inmates  who  will  talk,  however  guardedly,  will  tell  you  that  you  really  don  t 
know  how  strong  these  outfits  are. 

"They  can  use  all  the  tricks  of  law  enforcement  to  run  a  make  on  a  guy  they 
suspect  of  being  an  undercover  cop,"  one  inmate  said. 

"They  use  the  girlfriends  they  have  working  in  offices— even  parole  offices. 

"They  use  funded  corporations  they  have  taken  over." 

Funded  corporations  have  still  another  use— siphoning  off  money. 

One  former  San  Quentin  staff  member  recalls  inmates  there  receiving  govern- 
ment checks  for  $150  each  month,  for  hours  they  "worked"  in  a  gang-run  ex- 
convict  program.  .         \         . 

The  link  between  inside-the-walls  and  outside  gang  activities  is  clearly  shown, 
investigators  say.  in  the  case  of  James  St.  Claire,  killed  more  than  a  year  ago. 

St  Claire  who  despite  his  name  was  a  Mexican-American,  was  working  with  a 
group  at  Chino  called  COPA  (translated,  it  stands  for  Organized  Chicano 
Fxcons  of  California)  which  investigators  say  was  among  the  first  of  such  groups 
taken  over  by  the  Mexican  Mafia. 

While  on  a  72-hour  pass  from  prison.  St.  Claire  was  shot  in  the  back  of  tne 
head  and  his  bodv  dumped  in  the  hills  of  East  Los  Angeles. 

It  has  been  said  that  St.  Claire  was  the  first  known  Mexican  Mafia  murder 
victim  on  the  streets. 

He  had  a  reputation  as  a  proposal  writer,  and  at  the  time  of  his  death  was 
working  on  a  giant  federal  grant  request  for  COPA. 

Authorities  do  not  know  what  caused  his  death— his  big  mouth,  failure  to 
come  through  with  part  of  his  proposal,  or  a  bad  drug  deal— but  they  do  know 
he  ran  afoul  of  the  Mexican  Mafia. 


[From  the  San  Francisco  Chronicle,  June  21,  1975] 

SPECIAL  PANEL  TO  DECIDE  ISSUE  OF  YOUTH  IN  PRISON 

The  U.S.  District  Court  here  was  directed  to  empanel  a  three  judge  court  to 
decide  whether  youthful  California  offenders  can  lie  transferred  from  Youth 
Authority  commitments  to  adult  state  prisons  without  a  court  hearing. 
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The  U.S.  Court  of  Appeals  for  the  Ninth  Circuit  handed  down  its  short  opinion 
yesterday  in  the  class  action  suit  that  the  lower  court  had  dismissed  earlier. 

The  suit,  brought  by  numerous  juveniles  confined  to  state  facilities,  alleges 
that  the  state  law  allowing  juveniles  to  be  transferred  to  adult  state  prisons 
such  as  Vocational  Institue  through  the  Youth  Authority  administrtaion  is  un- 
constitutional. The  law  also  provides  for  transfer  after  a  court  hearing. 

The  appeals  court  gave  no  opinion  on  the  merits  of  the  case. 


[From  the  San  Francisco  Chronicle,  Jan.  21,  1975] 
DRUG  PROBE  AT  QUENTIN  NARROWS 

Authorities  believe  that  only  two  San  Quentin  guards— both  of  them  assigned 
to  the  mail  room— were  involved  in  smuggling  drugs  into  the  prison,  a  spokesman 
said  vesterday. 

One  of  them,  Gary  Vern  Elston  of  San  Rafael,  has  been  arrested  on  suspicion 
of  possessing  cocaine  for  sale.  The  other  man  has  been  suspended  from  duty. 

Prison  Information  Officer  William  Nyberg  said  the  second  guard,  whom  he  de- 
clined to  identify,  has  been  given  a  lie  detector  test  and  will  probably  be  fired. 

"We  know  he  was  trafficking  but  we  can't  prove  it,"  Nyberg  said.  "We  weren't 
able  to  catch  him  at  it." 

The  two  guards,  along  with  a  woman  clerk,  were  in  a  position  to  thwart  prison 
procedures  for  checking  packages  for  contraband. 

Nyberg  said  the  woman  and  three  other  guards  have  been  given  polygraph 
tests  and  put  on  administrative  leave — a  sort  of  forced  vacation  without  pay. 
They  came  under  suspicion  because  of  their  association  with  Elston. 

Nyberg  said  all  four  were  questioned  about  both  drug  use  and  drug  smuggling 
and  are  thought  to  be  users  only. 

The  arrested  guard,  who  will  be  arraigned  today  in  Marin  County  Municipal 
Court,  has  not  taken  a  lie  detector  test.  Questioning  of  him  was  abandoned  when 
a  search  of  his  apartment  turned  up  a  substance  thought  to  be  cocaine,  Nyberg 

said. 

An  investigation  began  at  the  prison  two  months  ago  when  officials  began 
receiving  tips  about  drug  usage  and  selling  from  both  staff  and  inmates. 

Other  guards  are  still  being  questioned,  but  no  more  arrests  are  anticipated, 
Nyberg  said.  

[From  the  Denver  Post,  Mar.  23,  1975] 
SUSPECTED  DRUG  THEFTS,  ABUSE  TARGET  OF  PROBE 

(By  Cindy  Parmenter) 

Gov.  Dick  Lamm  has  ordered  an  investigtaion  of  suspected  drug  abuse  and 
thievery  at  Denver  Juvenile  Hall. 

The  suspected  criminal  activity  was  uncovered  during  the  past  10  days  by  a 
Colorado  Department  of  Institutions  study  team. 

Dr.  Raymond  Leidig,  director  of  the  department,  said  that  "when  we  found 
indications  of  illegal  activity,  we  didn't  continue  to  follow.  We  asked  that  the 
CBI  be  assigned  to  the  case." 

Lamm  ordered  the  Colorado  Bureau  of  Investigation  to  look  into  the  evidence 
Friday,  and  CBI  Director  John  Maclvor  said  agents  would  begin  on  the  case 
Monday  morning. 

The  Institutions  Department  study  group  has  been  working  for  about  a  month, 
Leidig  said,  to  improve  programs  at  the  youth  detention  facility,  located  at  29th 
and  Downing  Sts.  in  the  city's  Five  Points  district. 

During  the  study,  team  members  discovered  that  some  employes  at  the  hall 
might  be  using  marijuana,  and  they  found  that  money  and  personal  items 
belonging  to  juveniles  apparently  had  been  stolen. 

"We've  had  complaints  tbat  the  amount  of  money  a  juvenile  got  back  (doesn't 
always)  equal  the  amount  he  had  when  he  came  in,"  according  to  Gerald  Agee, 
director  of  the  division  of  vouth  services.  "There  also  have  been  complaints  about 
clothing  and  other  things  disappearing." 

Leidig  said  the  study  team  will  continue  its  work  while  the  CBI  investigation 
is  in  progress. 


470 

He  said  it  already  has  been  determined  that  the  staffing  pattern  at  the  hall 
is  "inadequate."  Too  many  employes  are  working  normal  daylight  huurs,  Mon- 
day through  Friday,  while  not  enough  people  are  working  weekend  and  night 
shifts. 

Leidig  and  Agee  said  four  other  deficient  areas  also  have  been  identified  by 
the  study  team : 

Inadequate  admission  procedures. 

Low  staff  morale  and  inadequate  internal  communications. 

Inadequate  programming  in  certain  areas. 

Insufficient  staff  training  and  development. 

Not  all  of  the  problems  at  the  long-troubled  facility  are  new,  the  study  team 
acknowledges.  Leidi-r  said  some  of  the  deficiencies  existed  in  past  years  and  now 
"have  surfaced  again." 

Built  by  the  city,  Juvenile  Hall  was  operated  by  Denver  Juvenile  Court  until 
July  1973,  when  it  and  several  other  Colorado  detention  facilities  were  taken 
over  by  the  State  Institutions  Department. 

During  the  time  it  was  administered  by  the  Court,  the  hall  went  through 
several  stormy  periods. 

Agee  said  some  action  already  has  been  taken  to  remedy  the  problems  identified 
by  the  study  group.  As  an  example,  he  said,  the  practice  of  assigning  employes 
to  shifts  according  to  seniority  has  been  stopped. 

Experienced  supervisory  personnel  from  the  hall's  55-member  staff  now  will 
be  assigned  to  all  shifts. 

Operating  on  a  24-hour  basis,  the  hall  is  the  only  such  detention  center  in 
Denver.  There  were  74  juveniles  being  detained  at  the  facility  Saturday. 

Leidig  and  Agee  both  denied  that  the  current  hall  problems  might  result  in 
the  removal  of  the  hall  director,  Chuck  Green. 

Since  Gavin  became  director  in  October  1972,  several  complaints  have  been 
directed  at  his  alleged  lack  of  supervisory  ability. 

Although  Agee  has  long  decried  the  hall's  actual  physical  structure,  which  he 
contends  is  woefully  inadequate,  he  said  "the  current  problems  are  management 
problems,  not  building  problems." 

Agee  was  emphatic,  however,  in  explaining  that  Gavin  will  make  the  various 
planned  changes.  "These  are  the  things  that  shall  be  done,"  Agee  emphasized. 
"There  is  no  question  about  it." 

Leidig  didn't  agree  with  a  suggestion  that  the  abandonment  of  the  existing 
hall  might  solve  the  problem. 

"We're  trying  to  change  it  up  and  down,"  Leidig  contended.  "We  think  it's 
worth  doing." 

[From  the  Advertiser-Journal,  August  1969] 
PRISON  QUESTIONS  FOR  GOVERNOR  BREWER 

Editor,  the  Advertiser — Would  you  please  print  this  letter  to  Gov.  Albert 
Brewer  in  your  column? 

Dear  Gov.  Brewer : 

As  a  citizen  and  a  psychologist,  I  am  quite  disturbed  by  the  recent  revelations 
of  mismanagement  in  the  prison  system  of  Alabama.  I  am  even  more  disturbed 
by  recent  developments  in  that  system  as  the  prison  board  flounders  in  apparent 
efforts  to  correct  inadequacies  by  appointing  qualified  people. 

I  was  disturbed  when  you  told  me  by  letter  recently  that  you  had  nothing 
to  do  with  the  appointment  of  a  prison  commissioner,  but  that  you  would  refer 
my  letter  on  to  the  prison  board.  I  have  trouble  believing  this. 

You  did  intervene  to  obtain  Commissioner  Lee's  resignation,  along  with  that 
of  Warden  Hale's,  did  you  not?  You  did  suggest  that  a  competent  businessman 
be  hired  to  the  commissioner's  position,  did  you  not?  You  would  intervene  if 
the  board  decided  to  reappoint  Commissioner  Lee,  would  you  not?  You  would 
intervene  if  the  board  appointed  a  businessman  whose  company  was  currently  in 
receivership,  would  you  not?  I'm  sure  other  pertinent  questions  as  to  your  role 
in  this  matter  could  be  asked,  also. 

I  have  been  counselling  with  convicts  at  Draper  Prison  as  a  consultant  clinical 
psychologist  to  the  Vocational  Rehabilitation  Service  for  approximately  two 
years  now.  These  men  have  repeatedly  stated  to  me  that  the  people  responsible 
for  their  custody  were  committing  crimes  bigger  than  those  of  most  of  them. 
Thev  have  referred  often  to  what  has  been  called  "The  Crime  of  Punishment" 
by  Dr.  Karl  Menninger,  as  it  is  practiced  in  Alabama. 
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They  have  great  difficulty  accepting  the  notion  that  we  wish  to  rehabilitate 
them  so  that  they  will  no  longer  do  the  things  that  led  to  their  imprisonment. 
How  can  I  realistically  counter  their  claims?  Are  we  more  interested  in  their 
rehabilitation  than  in  deference  or  punishment  or  keeping  down  graft  or  man- 
aging the  prison  system  in  a  business-like  manner? 

How  can  I  explain  to  them  why  they  rarely  eat  meat  when  the  system  runs  a 
cattle  farm?  How  can  I  explain  to  them  why  they  never  get  towels  and  rarely  get 
clean  sheets  when  they  grow  cotton  and  work  in  a  cotton  mill?  How  can  I  explain 
to  them  why  prison  widens  and  politicians  committing  crimes  only  lose  their 
jobs  while  they  spend  years  in  prison?  How  can  I  explain  to  them  why  prosecuting 
attorneys  make  deals  with  their  court-appointtd  lawyers  for  them,  which  deals 
often  are  not  honored? 

How  can  I  explain  to  them  why  they  are  held  in  county  jails  for  interminable 
periods  without  contact  with  the  outside  world,  thus  making  them  vulnerable 
to  these  deals?  How  can  I  explain  to  them  why  the  judges  who  sentence  them  to 
our  prisons  have  never  visited  these  prisons?  How  can  I  explain  to  them  why 
they  are  subjected  to  guards  who  are  often  less  educated,  less  intelligent,  more 
dishonest,  or  more  disturbed  psychologically  than  they? 

How  can  I  explain  to  them  why  they  are  predominately  below  average  in  intel- 
ligence, and  have  been  and  are  still  economically  deprived,  and  come  from  the 
lower  class  group  in  our  state?  Are  they  the  only  ones  who  commit  crimes  worthy 
of  imprisonment,  for  whatever  purpose? 

These  are  just  a  sample  of  the  questions  they  ask,  and  the  answers  they  give 
to  these  questions  greatly  hinder  our  rehabilitation  efforts. 

Here  are  a  few  questions  I  think  your  prison  board  might  ask  applicants  for 
the  position  of  commissioner.  What  is  the  role  of  our  prison  system?  What  is  the 
purpose  in  having  a  prison  system?  What  are  we  trying  to  accomplish?  How 
much  success  have  we  had?  How  does  our  system  compare  with  those  in  other 
states,  and  what  the  Federal  Prisons  should  achieve  in  the  next  five  years? 
How  will  we  do  it?  Wlr.t  is  penology?  Are  you  one?  Where  are  the  penologists? 
Why  aren't  they  applying  for  the  position  of  Commissioner  of  Prisons  in  Ala- 
bama? Is  a  businessman  more  important  in  this  position  than  a  penologist?  Why? 
There  are  many  more  pertinent  questions,  of  course. 

I  would  be  most  interested  in  Mr.  Hagan's  answers  to  the  above  questions.  In 
fact,  I  would  be  interested  in  Mr.  Hale's,  the  prison  board's,  and  your  answers 
to  these  questions. 

Ronald  Hamby,  Ph.  D. 


[From  the  New  London  (Conn.)  Day,  Sept.  29,  1969] 
DODD  SAYS  PRISONS  SPREAD  USE  OF  DRUGS 

Old  Lyme. — The  need  for  prison  reform  and  for  "restructurim:"  narcotics  laws 
are  different  sides  of  the  same  coin,  says  U.S.  Sen.  Thomas  J.  Dodd. 

The  Connecticut  Democrat  spoke  about  the  two  problems  at  a  meeting  Sunday 
of  the  Men's  Club  of  Christ  the  King  Church. 

"Many  of  our  young  addicts  get  the  habit  while  in  prison,"  Dodd  said,  rdding 
that  more  than  half  the  drug  users  under  25  are  serving  their  second  or  third 
term. 

This  points  out  the  failure  of  the  penal  system,  he  said. 

To  emphasize  the  availability  of  drugs  in  prisons,  Dodd  related  the  testimony  of 
the  warden  of  the  District  of  Columbia  prison  in  an  appearance  before  a  sub- 
committee investigation  the  senator  headed  recently. 

"The  inmate  would  have  a  visitor,  called  a  passer,  who,  during  a  mock  em- 
brace, would  pass  50  to  100  heroin  capsules  into  the  mouth  of  the  prisioner,  who 
would  swallow  them,"  the  senator  said. 

"He  would  then  return  to  his  cell,  regurgitate,  and  sell  the  capsules,"  Dodd 
related.  He  quoted  the  warden  as  saying  that  the  system  brought  about  2,500 
heroin  capsules  into  the  prison  at  Lorton.  Virginia,  each  week. 

The  senator  said  that  most  drug  laws  are  ineffective  because  they  treat  users 
as  criminals  instead  of  addicts. 

He  called  for  "restructurirg"  of  present  laws,  noting  that  under  federal  law, 
it  is  a  felony  to  possess  marijuana  while  it  is  a  misdemeanor  to  possess  the  more- 
potpnt  LSD 

The  harmful  effects,  if  any,  of  marijuana,  should  be  studied,  he  said  citing  the 
testimony  of  some  experts  who  told  his  committee  that  the  drug  was  harmless. 
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[From  the  Baltimore  News  American,  Nov.  9,  1969] 
DRUGS  IN  PRISON 
(An  Editorial) 

This  newspaper  has  carried  numerous  reports  on  the  extent  of  narcotics  traffic 
within  Maryland's  prisons. 

In  the  past,  the  press  was  accused  of  inflating  the  story  out  of  proportion  by 
Joseph  G.  Cannon,  state  commissioner  of  corrections.  Now  a  legislative  com- 
mittee's investigation  has  confirmed  the  existence  of  the  problem. 

It  is  a  frequent  pi  >y  of  a  public  official  to  question  the  source  of  criticism 
instead  of  discussing  its  validity,  and  Mr.  Cannon  merely  played  the  old  game. 
We  knew  it,  and  kept  on  reporting  on  the  abuses. 

Now  the  Committee  on  Corrections  headed  by  State  Sen.  George  E.  Snyder 
(D.,  Washington  County)  has  submitted  a  report  to  the  Legislative  Council  call- 
ing for  "drastic  action"  to  correct  the  narcotics  penetration. 

A  series  of  remedial  steps  was  proposed,  including  a  tightening  of  controls  on 
prison  visitors.  The  suggestions  appear  eminently  sensible  and  can  be  implemented 
without  great  expense  to  taxpayers. 

To  repeat  a  basic,  the  correctional  system  of  a  state  would  seem  to  be  the 
last  place  one  would  expect  to  find  illegal  drugs.  As  Sen.  Snyder  suggests,  action 
'o  needed  now  to  stop  the  drug  flow  behind  the  prison  walls. 


[From  the  Baltimore  News  American,  Nov.  11,  1969] 
LINK  FIVE  GUARDS,  20  PUSHERS  TO  DOPE  TRAFFIC  AT  JESSUP 

NARCOTICS  FLOW  OUT  OF  CONTROL — REPORT  LISTS  MANY  SOURCES  OF  SUPPLY 

(By  Ray  Gill) 

A  "confidential"  state  police  report  identifies  20  narcotics  pushers  in  the  House 
if  Correction,  implicates  five  prison  personnel  in  the  traffic  and  shows  connections 
with  five  outside  drug  dealers,  The  News  American  learned  today. 

The  six-month  investigation  at  the  Jessup  institution  showed  that  dope  was 
flowing  in  through  so  many  holes  that  existing  security  measures  appear  as  in- 
effective as  damming  a  river  with  a  net. 

Drugs  are  coming  through  the  visiting  room,  the  waiting  room,  the  hospital,  in 
prison  trucks  that  make  trips  to  Baltimore,  and  through  guards,  the  report 
states. 

It  says  narcotics  are  hidden  in  inmates'  shoes,  in  backs  and  false  bottoms 
of  radios,  in  toothpaste  tubes  and  hair-tonic  tubes,  in  musical  instruments  and 
even  in  the  wooden  leg  of  one  inmate. 

Here  are  excerpts  from  the  report,  which  The  News  American  obtained  from 
a  confidential  source : 

"A  great  deal  of  narcotics  is  being  passed  into  the  institution  via  the  visiting 
room."  Balloons  with  narcotics  are  transferred  from  female  visitors  to  inmates 
by  kissing.  Money  needed  to  buy  drugs  is  also  passed  to  inmates  by  visitors. 

"Narcotics  and  whiskey  are  being  smuggled  into  the  institution  via  the  laundry 
truck  which  picks  up  laundry  at  University  Hospital." 

"Narcotics  and  narcotics  paraphernalia"  are  also  coming  in  Baltimore,  and 
through  guards,  the  report  states. 

It  says  narcotics  are  hidden  in  inmates'  shoes,  in  backs  and  false  bottoms  of 
radios,  in  toothpaste  tubes  and  hair-tonic  tubes,  in  musical  instruments  and  even 
in  the  wooden  leg  of  one  inmate. 

Here  are  excerpts  from  the  report,  which  The  News  American  obtained  from 
a  confidential  source: 

"A  great  deal  of  narcotics  is  being  passed  into  the  institution  via  the  visiting 
room."  Ballons  .  .  .  narcotics  are  transferred  from  female  visitors  to  inmates 
by  kissing.  Money  needed  to  buy  drugs  is  also  passed  to  inmates  by  visitors. 

"Narcotics  and  whiskey  are  being  smuggled  into  the  institution  via  the  laundry 
truck  which  picks  up  laundry  at  University  Hospital." 

"Narcotics  and  narcotics  naraphenalia"  are  also  coming  in  with  visitors  to 
patients  in  the  aforementioned  contraband  to  the  inmates  while  sitting  on  the 
inmates'  beds." 
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"Narcotics  and  other  contraband  (is)  coming  into  the  institution  via  House 
of  Correction  truck  which  picks  up  supplies  at  prison  hospital.  "They  pass  the 

state  warehouse  on  Light  St.  in  Baltimore.  Inmate had  '500  caps  (capsules) 

brought  in  during  the  first  part  of  May  or  last  of  April,  1969." 

"Narcotics  is  coming  into  the  institutions  via  the  waiting  room.  Visitors  would 
hand  narcotics  to  inmate  -        — .  or  t.  ey  \vo"ld  go  into  the  rtstroom  and  place 

the  narcotics  in  a  pair  of  overshoes,  where  they  would  be  picked  'up  by  

and  taken  into  the  institution." 

Inmate ,  a  "known  narcotics  dealer,"  is  working  on  an  institution  truck 

which  goes  to  Baltimore. 

"A  big  narcotics  dealer  in  Baltimore"  visits  an  inmate  regularly  and  passes 
narcotics  to  him  through  a  guard,  by  handing  it  to  him  through  an  inmate  in 
the  waiting  room,  or  by  bringing  along  a  girl  to  pass  it  by  kissing,  is  the  most 

convenient  — works  in  the  hospital,  was  selling  small,  round,  green  pills, 

four  for  $3." 

'Inmate  (B  Flats)   allegedly  selling  equinfl :   Tnmate   (h-2)   allegedly 

selling  darvon  and  equinal ;  Inmate (J  Dorm.)  sells  heroin." 

"Inmate ,  who  works  in  the  hospital  .p  r.itlug  ivi'iii:,  :s  stealing  needles, 

He  gives  them  to  Inmate  ,  who  brings  them  into  the  population  for  sale. 

Needle  only,  not  syringe,  sells  for  $3." 

An  ex-inmate,  whose  involves  repair  of  equipment  at  the  House,  had 

been  bringing  in  whiskey  to  sell  for  $20  a  pint.  "Equipment  is  sometimes  broken 
on  purpose  so  that  he  can  be  called." 

"Inmate  known  as  works  in  the  kitchen,  is  a  dealer  who  obtains  nar- 
cotics allegedly  from  ,  narcotics  dealer  in  Baltimore.  He  was  possibly 

passing  same  through  Officer ." 

"Inmates , and sell  nembutals  (yellow  jackets) ,  two  for  $1. 

"An  inmate  who  works  in  the  hospital  annex is  selling  darvon  in  large 

amounts,  which  he  is  file  edly  gettin-;  from  the  annex." 

"Employee ,  who  works  in  the  hospital,  is  allegedly  bringing  heroin  into 

Inmates and ." 

"Inmate is  a  big  dealer  in  the  institution."  He  reportedly  stopped  buying 

from  one  officer  and  found  another  source  because  the  officer  was  "charging  too 
much." 

"Most  narcotics  traffic  at  the  House  of  Correction  happens  in  A  and  B  Flats." 

Most  of  the  inmates  in  the  treatment  program  for  addicts  "are  shooting  nar- 
cotics" while  enrolled  in  the  program.  "Narcotics  are  hidden  in  various  places  in 
'J'  Dormitory." 

"Inmate has  a  wooden  leg  .  .  .  keeps  narcotics  and  money  in  this  leg. 

Inmates  on  the  'flats'  utilize  this  hiding  place  frequently." 

"Musicians  in  the  Jazz  Band  are  all  shooting  narcotics.  All  live  in  'J'  Dorm, 
except  one  who  lives  in  'I'  Dorm.  They  frequently  conceal  narcotics  in  their 
instruments." 

" ,  an  inmate  in  'J'  Dorm.,  is  dealing  in  narcotics.  Unknown  how  he  gets 

into  the  institution." 

" ,  inmate  in  'J'    Dorm.,  is  not  a  dealer,  but  a  user.  His  narcotics  are 

allegedly  supplied  by  his  sister  in  the  visiting  room." 

" has  a  male  subject  on  his  visiting  list  who  supplies  him  with  narcotics. 

He  brings  a  female  subject  with  him  on  visits  and  narcotics  are  passed  by 
kissing." 

"Inmate  is  a  big  dealer.   A  guard  is  allegedly   supplying  him  with 

narcotics." 

"Inmate works  in  the  officers  dining  room,  fires  up  every  day  he  can  get 

it.  He  also  smokes  marijuana." 

"Inmate  was  a  big  dealer  in  the  House  of  Correction.  Inmates  

and  were  selling  for  him.  He  has  since  been  transferred  to  the  Camp 

Center.  He  kept  his  narcotics  in  his  shoes,  which  were  several  sizes  too  big 
for  him." 

"Inmate  was   obtaining  his   narcotics  from  his  wife  through  officer 


"Officer is  allegedly  wearing  a  ring  that  belongs  to  an  inmate  known 

as  ,  which  —  obtained  in  a  jewel  robbery,  the  same  robbery  that  he 

is  doing  time  for.  Officer allegedly  gives money  anytime  he  wants 

it  and  allegedly  not  at  the  House  of  Correction." 

"Inmate  has  a  radio  in  which  there  is  a  false  bottom.  Contraband, 

including  narcotics,  is  secreted  there." 
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State  Police  presented  the  report  to  Commissioner  of  Correction  Joseph  G. 
Cannon  last  June,  but  the  document  has  never  been  made  public,  primarily 
because  it  includes  so  many  names  of  drug  smugglers  and  users. 

A  legislative  committee  chaired  by  State  Sen.  George  E.  Snyder  (D.,  W.  Md.) 
obtained  the  report  after  prodding  Commissioner  Cannon  for  it,  but  Snyder  has 
refused  to  let  newsmen  see  the  document. 

Cannon  told  the  legislative  committee,  which  has  been  concentrating  on  the 
prison  drug  traffic,  that  the  problem  is  not  as  serious  as  newspaper  accounts  have 
described  it. 

But  Senator  Snyder,  alarmed  by  what  State  Police  told  the  committee,  has 
declared  the  narcotics  problem  so  serious  that  "drastic  action"  may  be  needed 
to  dam  the  flow. 

The  committee  has  called  an  "internal  security  unit"  in  the  prison  system 
to  work  closely  with  State  Police  for  constant  investigations  of  smuggling. 

The  legislative  committee  also  has  recommended  that  prison  visiting  rooms 
be  equipped  with  higher  barriers  separating  visitors  from  inmates. 

Another  proposal  by  the  committee  urges  assignment  of  an  extra  guard  to  each 
visiting  room  and  a  policy  against  visits  by  former  inmates. 

The  legislative  committee,  in  its  report  to  the  Legislative  Council,  expressed 
frustration  that  there  are  no  reliable  statistics  on  the  extent  of  drug  use  in  the 
prison  system. 

Commissioner  Cannon  has  said  the  prison  system  needs  more  trained  per- 
sonnel "to  do  the  kind  of  surveillance  and  control  in  the  institutions  that  needs 
to  be  done." 

Senator  Snyder,  himself  a  longtime  advocate  of  prison  reforms,  has  described 
Cannon's  policies  as  "far  too  liberal." 


[From  the  Baltimore  News  American,  Nov.  12,  1969] 
DRUGS  BEHIND  BARS 

(An  Editorial) 

A  startling  report  by  a  State  Police  undercover  agent,  obtained  by  News 
American  reporter  Ray  Gill,  shows  dramatically  how  the  Maryland  House  of 
Correction  is  wide  open  to  narcotics  smuggling. 

The  result  of  a  six-month  investigation,  the  report  pulls  no  punches  in 
describing  how  inmates  subvert  the  rules  of  the  prison  to  obtain  illegal  drugs 
in  quantity. 

Marylanders  have  a  right  to  expect  implementation  of  some  of  the  recom- 
mendations made  by  a  legislative  committee  on  this  problem.  The  Committee 
on  Corrections,  headed  by  Sen.  George  E.  Snyder  (D.  Washington  County), 
conducted  a  thorough  study  of  the  drug  problem  in  state  prisons.  The  Snyder 
committee  had  access  to  the  undercover  agent's  report  in  formulating  its 
recommendations. 

While  some  corrective  measures  may  require  legislative  action,  others  such  as 
tightened  rules  to  prevent  smuggling  of  drugs  by  visitors  need  only  an  admin- 
istrative green  light. 

[From  the  Baltimore  News  American,  Nov.  19,  1969] 
DOPE  PROBE  EASING  ASKED  BY  CANNON 

(By  Ray  Gill) 

Commissioner  of  Correction  Joseph  G.  Cannon  told  The  News  American  today 
that  he  ordered  a  former  penitentiary  warden  to  slacken  a  narcotics  investiga- 
tion and  devote  more  time  to  other  functions  of  the  institution. 

He  said  he  told  Robert  B.  Copinger  "not  to  make  a  fetish  out  of  narcotics, 
that  we  had  other  problems  to  deal  with." 

Cannon  estimated  that  no  more  than  5  to  10  percent  of  convicts  are  "periodic" 
narcotics  users. 

The  commissioner  explained  that  he  wanted  emphasis  placed  on  "training, 
education,  counselling,  correcting  the  offender,  dealing  with  him  as  though  he 
is  a  person  who  needs  attention." 
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He  said  the  amount  of  work  devoted  to  the  narcotics  problem  should  be  "in 

PrS5^i22nw«^a521Sr-ie  Penitentiary  until  September,  1968  charged 
Monday  thkt  Cannon  ordered  him  to  "stop  playing  cop"  when  he  was  hounding 

^^^u&^^61*e«*  sharply  with.  Cannon  on  the  narcotics 
issue  saying  the  problem  is  so  grave  that  "drastic  action"  may  be  needed. 

The  committee  ed  by  Sen.  George  E.  Snyder  (D.,  W.  Md.)  has  been  summoned 
to  a  : D^eeUng  with  Governor  Handel  tomorrow  and  will  probably  repeat  its  strong 
rriticisms  of  the  Cannon  prison  administration.  ,     . 

CrCommfttee  members  have  complained  of  loose   security ]  and   lax  discip  ine 
as  well  as  the  narcotics  traffic  in  prisons.  State  Sen.  Will  am  L.  Hodges  (V 
Baho     6th)   and  Theodore  L.  Bertier   (D.,  Anne  Arundel,  6A)    are  demanding 

dil^?on°uafonp?ances  greatest  possible  emphasis  on  the  rehabilitative  goals  of 
prison  administration,  expressed  confidence  today  that  most  convicts  can  be  re- 
formed under  the  proper  conditions. 

-I  wouldn't  bs  in  the  correctional  field  unless  I  believed  a  person  can  change 
if  given  the  oportunity,"  he  said.  "We  have  confidence  in  being  able  to  correct 
the  offender  if  we  are  able  to  professionalize  the  department." 

He  said  the  prison  system  needs  more  money  for  more  counsellors,  more  cor- 
rectional officers  and  better  training  for  the  officers. 

"We  have  many  fine  officers,"  he  said,  but  added  that  "few  have  had  the  oppor- 
tunity for  extensive  training  in  human  behavior." 

Cannon  said  that  he  and  Copin^er,  whom  he  forced  to  resign  14  months  ago, 
had  "quite  a  difference  in  philosophy." 

Copinger  said  only  a  small  percentage  of  convicts  are  capable  of  rehabilitation, 
and  then  only  by  personal  desire,  not  because  of  "fancy  programs." 

Cannon  said  the  narcotics  traffic  in  prisons  can  be  reduced  by  increasing  the 
force  of  correctional  officers  and  giving  them  better  training  for  surveillance  of 
contraband  smuggling. 

He  said  the  department  is  asking  for  125  new  guard  positions  in  the  next 
budget  to  strengthen  the  existing  l,00O-man  force. 

"We're  working  with  it,  We're  not  sitting  on  our  hands,"  he  said,  and  stressed 
that  "nothing  is  more  vital  than  training." 

Cannon  said  he  is  confident  that  Warden  Ralph  L.  Williams,  of  the  House  of 
Correction,  has  been  able  to  restrict  the  narcotics  traffic  at  that  inst'tution. 

He  said  he  requested  the  State  Police  investigation  that  resulted  last  spring 
and  summer  in  the  arrest  of  seven  guards  at  the  House  of  Correction. 

The  "confidential"  State  Police  report  on  that  probe  was  published  by  The  News 
American  after  it  was  given  to  the  legislative  committee. 

It  identified  some  20  drug  pushers  in  the  house  and  detailed  the  methods  of 
smuggling  and  concealing  narcotics. 

"We  were  told  by  the  State  Police  that  much  of  it  was  merely  hearsay  infor- 
mation obtained  from  informants,"  said  Cannon. 

He  said  Warden  Williams  is  "following  through"  to  correct  the  find'ngs  of  the 
report,  having  already  acted  on  nearly  every  point  made  in  the  document. 

He  also  said  the  report  has  been  used  as  a  training  device  with  wardens  and 
superintendents  of  the  prison  system. 

"We  have  milked  it  for  everything  it's  worth,"  he  said. 


[From  the  Washington  Post,  Nov.  22,  1969] 
REPRESENTATIVE  GUDE  TOURS  HOMES  FOR  CONVICTS,  ADDICTS 

(By  Martin  Weil) 

Representative  Gilbert  Glide  (R-Md.)  went  to  visit  a  houseful  of  convicts 
living  in  the  Mt.  Pleasant  area  yesterday  but  by  7:30  a.m.  when  Gude  arrived, 
almost  all  the  convicts  were  gone. 

Whilo  Gude  breakfasted  with  administrators  of  the  Shaw  Residence,  almost 
all  of  the  17  convicted  persons  or  suspects  who  live  at  the  Park  Road  halfway 
house  were  traveling  to  or  already  working  at  jobs  in  the  community. 
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One  who  did  stay  behind  helped  tell  Gude  about  the  residence,  a  place  where 
convicts  nearing  parole  can  stay  while  adjusting  to  additions  of  life  and  work 
outside  of  jail.  They  are  counseled  and  supervised. 

John  Witten,  37,  a  veteran  of  Leavenwoith  and  Lewisburg,  said  the  house  is 
"one  of  the  greatest  things  that  ever  happened  to  anyone  who  came  through  this." 

Shaw,  run  by  the  nonprofit  bureau  of  rehabilitation  for  the  corrections  depart- 
ment, is  one  of  three  halfway  houses  run  by  or  for  the  department  that  Gude,  a 
House  District  Committee  member,  visited  yesterday. 

In  all,  12  of  the  community-based  rehabilitation  centers  are  now  operated 
here  by  or  for  the  city.  Funds  to  expand  the  program  are  expected,  Gude  not.d 
approvingly. 

In  a  green  painted  house  at  456  C  St.  NW,  Gude  saw  a  recently  opened  center 
where  14  convicted  persons  participate  in  a  piogram  designed  to  cure  drug 
problems. 

The  men  met  with  counselors  each  evening  for  group  therapy  sessions.  Those 
who  can't  stay  off  drugs  without  more  help  can  get  methadone,  while  counsel- 
ing continues. 

Earl  Bright,  36,  who  spent  six  years  in  Lorton,  told  a  reporter  that  at  first 
the  14  participants  scheduled  the  discussion  session  for  only  an  hour,  from  6 :30 
p.m.  to  7  :30  p.m.,  because,  "nobody  wanted  to  talk." 

Now,  he  said,  the  sessions  run  from  6:30  p.m.  to  9  p.m.,  and  "nobody  wants 
to  leave." 

Gude  also  visited  the  Youth  Treatment  Center  at  1817  13th  St.  NW.  where 
young  men  sentenced  to  Lorton  under  the  Youth  Corrections  Act  are  sent  before 
parole  to  readjust  to  the  community. 

Counselors  help  the  young  men  get  jobs  in  the  day,  and  meet  with  them  at 
"ieht  to  discuss  problems. 

"The  center  gives  a  man  a  chance  to  set  up,"  said  Lester  Irby,  23.  Without  it, 
he  said,  the  system  "was  just  throwing  him  out  on  the  street." 

"That  old  system,"  he  told  Gude,  "is  what  gives  the  PV  bag."  PV,  he  explained, 
means  parole  violation. 

Corrections  would  work  better,  he  suggested,  if  convicts  could  begin  serving 
sentences  at  the  center,  rather  than  end  them  there. 


[From  the  Baltimore  News  American,  Nov.  24,  1969] 
CORRECTION  CHIEF  CANNON  DEFENDED  BY  DRUG  ADDICT 

(By  Ray  Gill) 

An  inmate  at  the  Maryland  House  of  Correction  said  today  that  he  has  been 
using  drugs  for  nearly  25  years  and  "I'd  sure  hate  to  be  turned  off  just  when 
I  feel  that  I'm  finally  beginning  to  make  a  little  progress  in  helping  myself  with 
my  drug  problem." 

The  letter  from  the  convict,  who  signed  his  name,  intends  to  defend  the  liberal 
policies  of  Commission  of  Correction  Joseph  G.  Cannon  and  Ralph  L.  Williams, 
warden  of  the  House  of  Correction,  Jessup. 

But  it  also  implies  that  Robertson  has  been  able  to  continue  the  drug  habit  on 
a  regular  basis  during  his  imprisonment. 

The  letter  was  sent  to  this  writer  amid  a  series  of  News  American  articles 
on  narcotics  traffic  and  lax  discipline  in  the  prison  system. 

The  40-year-old  convict  charged  that  the  storm  of  criticism  is  nothing  more 
than  a  publicity  gambit  by  politicians  determined  to  oust  Cannon  and  Williams. 

"That  whole  affair  is  nothing  more  than  politicians  jockeying  for  position  be- 
cause of  next  year's  elections  and  .  .  .  they  are  trying  to  get  Misters  Cannon 
and  Williams  out  of  office,"  he  said. 

"The  people  scream  about  the  inmates  running  the  institutions,  the  drugs  that 
are  coming  into  the  institutions,  and  anything  else  that  they  can  come  up  with 
that  will  help  them  to  gain  their  own  aims,"  he  said. 

The  inmate  said  Gov.  Nadel  "seems  to  think  that  Commissioner  Cannon  is 
doing  a  satisfactory  job  under  the  circumstances,  and  so  do  many  of  us  inmates." 

The  prisoner  said  the  critics  of  Cannon  fail  to  mention  previous  prison  adminis- 
trations in  which  "this  joint  was  a  real  hellhole  that  even  made  Calcutta  look 
like  the  Garden  of  Eden." 
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He  recalled  disciplinary  practices  of  the  past,  including  solitary  confinement 
"day  after  day  on  a  stinking  mattress  that  was  filthy  with  varmints." 

Prison  authorities  also  had  "a  spot  where  you  had  to  stand  for  hour  after  hour 
because  of  some  trifling  infraction  of  the  rules,"  he  said. 

The  inmate  declared  his  support  for  Cannon's  appeals  for  bigger  budgets. 

"If  these  screaming  politicians  were  really  interested  in  helping  people,  they'd 
assist  Mister  Cannon  instead  of  trying  to  hinder  him. 

"The  officials  governing  this  state  should  help  the  man  do  the  job  he  is  being 
paid  to  do  by  backing  him  and  granting  him  the  money  that  he  needs,"  he  said. 

He  added  that  Cannon  and  Williams  "are  truly  sincere  in  trying  to  help  us 
convicts  get  back  on  the  right  path  to  becoming  honest  citizens  again." 


[From  the  Washington  Daily  News,  Dec.  8,  1969] 
INMATES  PHONE  FOR  DOPE? 

The  chairman  of  a  House  District  Committee  investigation  said  today  that 
telephones  at  the  D.C.  Women's  Detention  Center  are  used  by  inmates  "to  line  up 
narcotics  deliveries." 

Rep.  John  Dowdy,  D-Texas,  made  the  allegation  after  Eugene  Miller,  the  cen- 
ter's director,  testified  that  all  prisoners'  calls  are  screened  by  center  officials 
and  the  number  and  person  to  be  called  must  be  approved. 

"We've  been  advised  that  that  is  not  the  fact,"  said  Rep.  Dowdy,  after  reopen- 
ing the  hearings  on  the  city's  prison  system. 

Mr.  Dowdy  also  quizzed  the  prison  official  about  the  release  on  "emergency 
leave"  of  a  woman  to  attend  the  wedding  of  her  daughter. 

Just  prior  to  the  woman's  release  to  attend  the  wedding,  at  which  she  was 
escorted  by  a  prison  official,  she  had  taken  an  overdose  of  narcotics,  Mr.  Dowdy 
said. 

Mr.  Miller  told  the  House  District  Committee  panel  that  there  were  "far  more 
requests  turned  down"  than  there  were  requests  approved  for  emergency  leave. 
He  confirmed  a  charge  made  by  Rep.  Dowdy  last  week  that  90  to  95  per  cent  of 
the  inmates  there  are  narcotics  users. 


[From  the  Washington  Daily  News,  Dec.  9,  1969] 

JAIL  DRUG  PATROLS  ASKED 

(By  Jonathan  Cottin) 

The  head  of  the  Women's  Detention  Center  assured  Congress  yesterday  he 
will  ask  for  special  police  patrols  around  the  North  Capitol  Street  facility  to  curb 
smuggling  of  narcotics  into  the  jail. 

Eugene  Miller  told  the  House  District  Committee  of  his  request  after  earlier 
testimony  brought  out  that  inmates  were  bringing  drugs  into  the  prison  by 
dropping  a  fishing  line  out  a  window  and  hauling  up  packets  of  narcotics  from 
associates  on  the  ground  below. 

Mr.  Miller,  testifying  for  the  second  day  on  his  trouble-wracked  facility,  con- 
ceded that  about  95  per  cent  of  the  inmates  are  addicts 

Rep.  Dowdy  also  indicated  his  displeasure  with  Mr.  Miller's  appearance  last 
£  -aT  «       ?G  *he  i?mate  Population  when,  the  Texas  Democrat  said,  the  prison 

Vf      atm1™    glzed    for  telling  the  Pommittee  about  conditions  in  rhe  center 

Air.  Miller  said  he  did  not  apologize,  but  rather  "discussed"  his  testimony, 
during  which  he  reported  that  40  per  cent  of  the  prisoners  were  lesbians 
m«*Jf^-ai  a  Ple?,S  conference>  Mr-  Miller  told  reporters  some  parents  of  in- 
Sie  center1      3  reP0I"tS  °f  leSbianism'  Paid  visits  to  &"**  offspring  at 

inJ2;-fMiller  faid  he  told  the  prisoners  he  was  under  oath  and  provided  the 
information  only  in  response  to  questions.)  yviwsu  me 

Mr.  Dowdy  in  examining  discipline  at  the  center,  won  from  Mr  Miller  the 
Costly Tbour1  sex"'    ^  *   *""  ^  °f  the  fighting  between  inmates  was 
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[From  the  Washington  Daily  News,  Jan.  17,  1970] 
EX-CONS  ASK  POT  PENALTY  BE  EASED 

Two  ex-convicts  today  summed  up  the  sentiments  of  most  witnesses  at  the 
City  Council's  two-day  hearing  on  marijuana. 

"Up  until  medical  science  or  whoever  does  that  sort  of  thing  runs  tests  on 
humans  and  proves  it  is  harmful  on  people,  the  penalty  should  be  out  of  it,"  said 
Catfish  Turner,  self-styled  ex-boss  of  a  massive  drug  ring  here. 

"I've  sold  all  of  it,"  the  53-year-old  former  convict  said,  "I'm  here  because 
I  feel  the  penalty  is  entirely  too  strong." 

"I'll  tell  you  what  my  grandmother  used  to  tell  me,"  said  Petey  Green,  head 
of  Efforts  From  Ex-Convicts.  "She  would  tell  me,  'Petey,  I'd  rather  have  you 
smoking  that  weed  and  coming  in  here  giggling  than  drink  that  garbage  (wine) 
and  come  in  here  throwing  chairs.'  " 

The  council  also  heard  General  Session  Judge  Charles  Halleck  urge  revisions 
in  the  present  marijuana  laws  which  call  for  a  fine  of  up  to  $1,000  and  a  sentence 
of  up  to  one  year  in  jail  for  a  first  possession  offense. 

"Prosecutors  and  judges  recoil  from  imposing  serious  charges  and  stiff  sen- 
tences on  first  offenders,"  he  said,  "Forcing  unfair  and  selective  enforcement  of 
the  laws." 

But  the  Rev.  John  Bussey,  president  of  the  D.C.  Baptist  Conference  opposed 
Mr.  Halleck,  and  said,  "The  action  we  take  must  not  be  that  of  ground  giving 
or  weakening  in  the  area  of  law  enforcement."  Young  marijuana  us?rs,  he  said, 
"have  always  shown  a  lack  of  incentive,  a  lack  of  creativity  and  a  lack  of 
appreciation." 

Also  opposed  to  an  easing  of  present  marijuana  laws  was  Forest  Hills  Citizens 
Association  representative  Mrs.  Joseph  L.  Nellis,  who  asked  hearing  chairman 
Dr.  Henry  Robinson,  ".  .  .  with  so  many  answers  still  unknown,  do  we  dare 
sanction  a  new  pathway  to  chemical  vacations  that  may  some  30  years  from  now 
provide  lethal  statistics  similar  to  those  .  .  .  (of)  alcohol?" 


[From  the  Baltimore  News  American,  July  12,  1970] 
ANTI-NARCOTICS  PLAY  NOT  FICTION  TO  PRISON  AUDIENCE 

(By  Michael  Olesker) 

A  dope  pusher  had  entered  stage  left  and  was  offering  his  goods  to  a  customer. 

"Man,  they  shoulda  had  me  play  the  role  of  the  pusher,"  a  man  in  the  audience 
whispered.  "I'm  an  old  pro." 

But  the  pusher  made  a  mistake  when  he  sold  drugs  to  a  12-year-old  boy  who 
died  from  an  overdose,  and  now  it  was  a  "Black  Scorpion"  taking  dead  aim  with 
a  pistol  at  the  pusher's  midsection. 

"Quit  stiffin'  and  shoot  the  man,"  spectators  were  yelling,  and  when  the  shots 
rang  out,  so  did  cheers  and  laughter  and  thunderous  applause. 

Afterward,  one  of  the  actors  was  holding  court  for  some  friends. 

"I've  been  thinking  about  Broadway,"  he  said,  smiling  confidently  and  lighting 
up  a  big  cigar. 

He  looked  at  his  listeners,  who  include  a  policeman.  "I've  been  thinking  maybe 
they  better  start  the  show  without  me." 

That  is  because,  when  the  show  opens  next  season,  the  man  with  the  big  cigar 
will  be  right  where  he  is  now,  in  the  Maryland  State  Penitentiary. 

"I  got  life  plus  17  years,"  the  man  said.  "I'm  still  trying  to  figure  out  how  I'm 
ever  gonna  finish  out  that  term." 

So,  while  Broadway  waits,  the  show  came  to  the  State  Pen  this  week.  It  was 
a  one-night  performance  presented  by,  starring,  and  performed  for,  inmates. 

William  Bryant,  an  inmate  who  says  his  writing  is  influenced  by  Richard 
Wright  and  Ralph  Ellison,  wrote  and  directed,  "When  Is  Anything  Ever  All 
Right?" 

Tbe  answer  to  the  title's  question,  according  to  the  play,  is  "just  about  never." 

The  "Black  Scorpions"  in  the  play,  patterned  after  tbe  Black  Panthers,  have 
called  an  all-out  war  on  drug  pushers.  They  want  to  start  a  methadone  drug 
abuse  center. 

"It's  a  chance  for  new  dignity,"  a  character  says. 

"Brother,  right  on,"  some  of  the  audience  cries  back,  and  others  laugh. 
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"Only  two  ways  to  hit  the  man,"  an  actor  says.  "In  the  head  or  in  the  pocket. 
The  methadone  hit  him  in  the  pocket." 

Which  is  part  of  the  reason  the  Scorpions  can't  get  the  center  started.  Another 
reason  is  "the  organization,"  based  on  the  Mafia,  which  guns  down  the  Scorpion 
leaders  after  the  Scorpions  have  gunned  down  a  drug  pusher. 

"Violence  begets  violence  is  part  of  what  I  was  saying,"  playwright  Bryant 
said  afterward.  "I  didn't  try  to  hide  anything.  This  is  the  way  it  happens  in  the 
streets." 

"When  Is  Anything  Ever  All  Right?"  was  Bryant's  first  attempt  at  writing. 
"It  helps  to  ease  the  pressure  around  here,"  he  said. 

Sam  Gossage  and  Jerry  Wood,  speech  and  theater  instructors  at  Community 
College  of  Baltimore,  learned  all  about  pressure  while  acting  as  advisers  for  the 
inmates'  play. 

"It's  incredible  that  they  can  concentrate  with  so  much  on  their  minds,"  Wood 
said.  "For  instance,  a  missed  visit  from  somebody  outside  can  throw  a  man  off 
for  a  month." 

"We  had  problems  with  guys  bad-mouthing  guards  when  we  weren't  rehears- 
ing," Gossage  said.  "That  put  them  out  of  action  for  30  days." 

In  fact,  Nate,  a  lead  character  in  the  play,  had  just  come  off  a  30-day  stretch 
and  walked  into  his  role  when  rehearsals  began  several  months  back. 

"I  was  nervous  at  first,"  Nate  explained.  "But  then  I  figured,  "These  guys  all 
know  me  out  there.  They  know  me  for  a  long  time.'  " 

Gregory  Taylor,  who  played  Detroit  Slim,  the  drug  pusher,  said,  "I  was  type- 
cast for  the  part." 

"There's  a  vast  amount  of  talent  in  here,"  Gossage  remaked.  "(Nate)  is 
really  powerful,  and  Tim  Carter  and  Billy  Fowler  (two  Scorpions)  show  a  lot 
of  promise." 

Bryant,  the  author,  and  Gossage,  the  adviser,  had  some  remarks  about  prison 
audiences. 

"I  was  worried  about  their  reaction,"  Bryant  said.  "There  are  racial  overtones 
to  all  the  scenes,  but  if  that's  all  they  saw,  they've  missed  the  point." 

Gossage  remembers  putting  on  a  play  at  Hagerstown  last  year,  writh  limited 
stage  props. 

"At  one  point,"  Gossage  recalled,  "this  man  walks  over  to  a  window,  but  there 
isn't  any  window  on  the  stage.  So,  he  walked  over  to  a  wall  and  looked  at  it  and 
said,  'I  see  them  coining  now.' 

"When  he  did  that,  somebody  in  the  middle  of  the  audience  leaped  up  and 
screamed  out,  'That  man  see  anything  coming  up  through  that  wall,  he  got  some 
kind  of  eyes.'  " 

The  inmates  are  hoping  to  get  permission  to  present  the  play  outside  the  State 
Pen. 


[From  the  Washington  Post,  July  14,  1970] 

MARIJUANA  THRIVES  ON  JAIL  GROUNDS 

(By  Douglas  Watson) 

Four  marijuana  plants  are  growing  inside  the  fence  of  the  Prince  George's 
County  jail  in  Upper  Marlboro  under  the  care  of  the  county  sheriff's  office. 

Sheriff  William  J.  Kersey  said  yesterday  the  captive  marijuana  was  among 
four  patches  of  the  illegal  plants  confiscated  during  a  raid  last  Thursday. 

The  sheriff's  office  asserted  that  the  plants  are  being  grown  to  obtain  samples 
of  the  flowers  and  leaves  for  display  at  drug  education  programs  in  which  the 
office  participates. 

Kersey  stressed  that  no  prisoners  or  guards  have  access  to  the  transplanted 
marijuana,  which  stands  about  3  feet  tall,  is  between  the  jail's  tall  outer  fence 
and  the  jail  itself  and  is  clearly  visible  to  jail  visitors. 

Until  the  situation  was  explained  yesterday,  state  troopers  were  startled  to 
see  the  narrow-leafed  plants  growing  alongside  garden  stakes  less  than  10  yards 
from  the  front  of  the  jail. 

"Damn  if  it  doesn  t  look  like,"  .  .  .  said  one  surprised  policeman,  who  was 
shown  the  plants  by  a  reporter  who  got  a  tip  there  was  more  than  one  kind 
of  grass  adjoining  the  jail. 

"They  aren't  tomato  plants,"  concluded  a  later  investigator  for  the  state  po- 
lice, whose  Marlboro  station  is  at  the  other  end  of  the  jail. 
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Maryland  law  prohibits  the  intentional  growing  of  marijuana  and  provides 
that  one  found  cultivating  it  can  be  charged  with  possession  of  marijuana.  The 
maximum  penalty  is  a  year  in  jail  and  a  $1,000  fine  for  the  first  offense  and 
twice  that  for  the  second. 
-.  "Weie  maintaining  it,  we're  not  growing  it,"  Kersey  said.  He  added,  "We're 
maintaining  it  for  educational  display  and  then  it  will  be  destroyed." 

"We  don't  smoke  it.  We've  got  enough  problems,"  the  sheriff  said. 

Kersey  sharply  criticized  an  article  in  The  Washington  Post  on  Sunday  that 
reported  a  former  inmates  characterization  of  the  jail  as  a  "complete  hell"  due 
to  overcrowding,  frequent  homosexual  attacks  and  lack  of  facilities. 

Kersey  said  he  agrees  that  the  jail,  which  is  supposed  to  hold  about  100  pris- 
oners but  has  been  averaging  180,  is  overcrowded."  He  noted  that  he  long  has 
been  pushing  for  a  planned  new  375-inmate  county  detention  center  to  replace 
the  present  jail. 

Kersey  charged  that  a  report  that  an  inmate  "was  being  sold  to  another  in- 
mate (for  homosexual  purposes)  in  an  adjoining  dormitory  is  a  gross,  boldface 
lie  because  this  statement  is  physically  and  structurally  impossible  to  be  done." 

Kersey  also  said  that  a  female  mannequin  pictured  on  Sunday  was  on  an 
adjacent  building  owned  privately.  He  said  the  caption  implied  it  was  placed 
there  to  taunt  prisoners  with  approval  of  jail  officials,  which  he  said  was  not  so. 
He  said  that  while  many  prisoners  are  taken  to  the  hospital  for  treatment, 
no  inmate  has  had  to  be  treated  for  a  sexual  attack  during  his  four  years  in 
office. 

[From  the  Washington  Post,  Jan.  17,  1971] 
GUARDS  GUILTY  OF  SELLING  DRUGS 

Richmond,  Jan.  16  (AP) — Two  former  guards  at  Richmond  city  jail  were 
convicted  yesterday  on  charges  of  selling  drugs  to  an  inmate.  Each  was  sentenced 
to  six  months  in  jail. 

Donald  T.  Allen,  25,  and  Elmore  B.  Lipscomb,  23,  appealed  their  convictions. 

Both  men  were  arrested  Dec.  16  following  an  investigation  by  city  police. 


[From  the  Washington  Evening  Star,  Aug.  21,  1971] 
INMATE'S  DEATH  SPARKS  LORTON  DRUG  SEARCH 

(By  Walter  Taylor) 

Guards  at  the  District's  correctional  complex  at  Lorton,  Va.,  were  pressing 
their  search  for  contraband  narcotics  today  after  the  drug  death  of  an  inmate 
early  yesterday. 

Sources  close  to  the  investigation  said  a  number  of  drug-related  parapher- 
nalia— needles  and  syringes — have  been  found  at  the  reformatory.  But  so  far, 
they  said,  no  narcotics  have  been  discovered. 

Deputy  Mayor  Graham  Watt,  who  is  heading  an  investigation  into  the  Lorton 
death — as  well  as  20  other  reported  narcotics  overdoses  at  the  prison  this  week — 
said  yesterday  the  search  will  continue  until  every  convict,  guard  and  building 
at  the  complex  has  been  screened. 

Watt  said  investigators  are  looking  for  portions  of  an  "unusual  quantity  of 
unusually  pure"  heroin  believed  to  have  caused  the  overdoses  at  the  prison,  all 
reported  between  Wednesday  afternoon  and  early  yesterday. 

Watt  said  no  drug-related  incidents  have  been  repo  ted  at  the  prison  since 
29-year-old  William  A.  Hinkle,  serving  a  3-to-15-year  sentence  for  robbery  and 
assault  with  a  dangerous  weapon,  was  found  unconscious  in  his  dormitory  about 
1  a.m.  yesterday. 

Hinkle  was  rushed  to  D.C.  General  Hospital  after  he  failed  to  respond  to  treat- 
ment at  the  prison  infirmary  but  was  pronounced  dead  on  arrival. 

Watt  slid  a  preliminary  autopsy  report  indicated  Hinkle  died  of  an  overdose 
of  narcotics.  "Two  or  three"    fresh  needle  marks  were  found  on  his  arm,  he  said. 

The  deputy  mayor  said  investigators  believe  the  21  convicts  who  were  re- 
ported as  drug  overdose  cases  sampled  "a  batch  of  heroin"  that  came  into  the 
reformatory  Tuesday  or  Wednesday. 

The  20  inmates  who  took  the  drug  and  survived  have  been  confined  to  the  maxi- 
mum security  area,  Watt  said. 


481 

It  was  thought  originally  that  the  contraband  drugs  may  have  been  brought 
into  the  reformatory  during  an  annual  family  outing  for  inmates  Saturday.  Some 
1,500  guests  turned  out  for  the  picnic-like  affair. 

But  Deputy  Director  M.  Robert  Montilla  of  the  corrections  department  said 
overdose  cases  probably  would  have  begun  turning  up  Sunday  or  Monday  if  the 
narcotics  had  been  available  to  inmates  Saturday.  "They  sure  wouldn't  have 
waited  until  Thursday  to  try  the  stuff,"  he  said. 

Montilla  said  he  hopes  no  steps  to  curtail  privileges  or  prisoners  not  involved 
with  this  week's  rash  of  drug-related  incidents  are  taken  by  Watt  or  Mayor 
Walter  E.  Washington. 

"The  guys  who  should  be  punished  have  been  punished — one  of  them  died. 
They're  victims  of  their  own  crime,"  he  said. 

Watt  said  later  that  no  wholesale  disciplinary  action  is  contemplated  at  the 
prison.  Instead,  he  said,  his  investigation  will  attempt  to  pinpoint  responsibility 
for  introduction  of  the  drugs  into  the  prison.  "There  was  an  obvious  security 
breach  somewhere,"  the  deputy  mayor  said. 

Watt  declined  to  discuss  full  details  of  his  investigation,  which  he  said  might 
take  a  week  to  complete.  He  refused  to  say  whether  visitors  to  the  prison  on 
Tuesday  and  Wednesday  will  be  questioned.  He  also  would  not  relate  what  in- 
formation, if  any,  developed  from  interrogation  of  the  20  inmates  who  took  over- 
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Neither  Watt  nor  corrections  officials  have  been  able  to  find  anything  in  com- 
mon among  the  21  inmates  thus  far  involved  in  the  case.  "They  live  in  seven  or 
eight  different  dormatories,"  corrections  spokesman  Leroy  Anderson  said.  "Four 
men  were  the  most  who  lived  together  and  none  of  the  other  20  inmates  lived 
with  Hinkle." 

The  rash  of  overdose  cases,  Anderson  said,  is  very  unusual  for  the  prison.  Al- 
though 50  percent  of  Lorton's  1,300  inmates  are  addicts  when  they  come  into  the 
complex  and  an  estimated  3.5  percent  maintain  their  drug  habits  while  incarcer- 
ated, overdoses  average  only  one  in  "every  three  or  four  months."  he  said. 

Yesterday's  fatality  is  the  first  to  result  from  a  drug  reaction  in  the  history  of 
the  facility.  

[From  the  Washington  Post,  Feb.  8,  1972] 

DRUG  USE  ADMITTED  AT  CEDAR  KNOLL 

(By  J.  T.  Smith) 

The  head  of  Cedar  Knoll,  the  District  of  Columbia's  facility  for  juvenile 
delinquents,  testified  yesterday  that  many  of  the  300  inmates  of  the  institution 
experiment  with  drugs,  but  that  he  did  not  know  how  many  are  in  its  narcotics 
treatment  program. 

"Perhaps  20  students  take  part,"  said  Thaddeus  Taylor,  administrator  of 
Cedar  Knoll.  "That's  a  ball  park  guess." 

Taylor  was  called  by  the  District  government  to  testify  in  a  suit  in  which  a 
private  group  is  seeking  to  have  Cedar  Knoll  closed  on  the  grounds  that  it  does 
not  provide  the  rehabilitative  services  required  of  it  by  law. 

The  suit  is  being  heard  by  Superior  Court  Judge  Stanley  S.  Harris.  When  the 
hearing  began  last  Tuesday,  Harris  ruled  that  it  was  a  class  action  in  behalf 
of  all  inmates  of  Cedar  Knoll.  It  originally  had  been  brought  by  attorneys  for 
just  two  juveniles  being  held  there. 

Taylor  made  his  remarks  about  participation  in  the  drug  program  under 
cross-examination  by  Lawrence  Schwartz  of  the  Public  Defender  Service,  one 
of  the  attorneys  representing  the  children. 


[From  the  Washington  Post,  Nov.  17,  1972] 
LORTON  INMATE  DIES  IN  CELL  OF  DRUG  OVERDOSE 

(By  William  L.  Claiborne) 

A  Lorton  Reformatory  inmate  died  in  a  solitary  confinement  cell  Wednesday 
after  he  was  transferred  there  from  the  prison  hospital  suffering  from  an 
apparent  drug  overdose. 
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Robert  E  Crosby,  S3,  was  placed  in  isolation  after,  prison  officials  said,  be 
refused  to  be  hospitalized.  He  was  found  dead  in  his  cell  at  7  :40  a.m 

Two  other  inmates  who  were  brought  to  the  prison  hospital  about  the  same 
time  as  Crosby  were  diagnosed  as  a  drug  overdose  case  and  were  taken  by 
ambulance  to  a  hospital  at  Ft.  Belvoir,  Va.  . 

Lorton  officials  said  the  three  inmates  apparently  had  obtained  a  quantity  of 
methadone,  a  heroine  substitute,  which  had  been  stolen  from  a  supply  room  in 

tbFaPirfa°x  Count^Commonwealth's  Attorney  Robert  F.  Horan  ordered  an  in- 
vestigation into  the  death  of  Crosby  and  that  of  another  Lorton  inmate,  who 
reportedly  died  at  Fairfax  Hospital  on  October  18  of  an  apparent  methadone 
overdose.  That  death  was  not  made  public  by  Lorton  authorities  ..... 
A  Lorton  spokesman  said  records  of  the  death  were  unavailable  last  night 
Leon  Keenan,  associate  superintendent  in  charge  of  Lorton  security,  said 
Crosby  was  brought  in  from  his  dormitory  to  the  prison  hospital  about  midday 
Tuesday  by  several  other  inmates.  Another  Lorton  official  said  Crosby  was 
unconscious  when  he  arrived  at  the  hospital.  ^o™^^ 

Keenan  said  Crosby  was  given  an  antidote  for  methadone  overdoses  exam  ned 
bv  two  doctors  and  kept  under  observation  for  '•several  hours.  Asked  why  Crosby 
was  not  hospitalized  either  at  Ft.  Belvoir  or  Lorton,  Keenan  said  Theindi- 
cations  were  that  he  had  recovered  sufficiently  not  to  be  sent  to  the '  hospital.  ^ 
Keenan  said  the  control  cellblock  in  which  "non-conforming  and  inti  acta ble 
inmates  are  kept,  is  staffed  by  a  guard  on  a  24-hour  basis,  and  that  it  was  teit 
he  (Crosby)  could  be  sufficiently  observed  there." 

He  said  inmates  in  the  control  cellbiock,  which  the  prisoners  refer  to  as  the 
"hole,"  are  counted  hourly,  and  that  a  sergeant  on  duty  normally  makes  other 
periodic  checks  of  cells.  .  .  . 

He  said  the  sergeant  on  duty  Tuesday  night  reported  seeing  nothing  unusual  in 
Crosby's  cell,  but  that  a  relief  guard  who  came  on  duty  at  7  :30  a.m.  looked  in 
the  cell  and  observed,  "That  man  looks  funny." 

Crosby  was  pronounced  dead  in  his  cell  by  a  Lorton  physician.  The  Fairfax 
County  'medical  examiner's  office  said  it  was  conducting  an  autopsy,  and  that 
toxicological  tests  would  take  several  days. 

A  D.C.  department  of  corrections  spokesman  said  that  sometime  after  4  p.m. 
Monday,  a  locked  door  to  a  drug  supply  room  was  forced  and  that  quantities  of 
methadone  and  pills  were  stolen.  Lorton  officials  was  unable  to  identify  the  kind 
of  pills. 

Crosby  was  serving  a  10-to-30-year  sentence  on  a  second-degree  murder  convic- 
tion resulting  from  a  stabbing  death  in  November,  1970. 

The  inmates  who  were  taken  to  Ft.  Belvoir,  and  subsequently  returned  to 
Lorton,  were  identified  as  Robert  Hamilton,  serving  5  years  for  carrying  a  con- 
cealed weapon,  and  Eugene  Chapell.  serving  3  to  10  years  for  assault  with  a 
dangerous  weapon. 

[From  the  Washington  Post,  Nov.  20,  1972] 

PRISONER  SAVED  AFTER  OVERDOSE 

(By  Paul  Hodge) 

A  Lorton  reformatory  inmate,  the  fourth  in  a  week,  was  found  unconscious 
in  his  bed  early  yesterday,  suffering  from  what  corrections  department  officials 
called  an  apparent  overdose  of  methadone. 

Officials  said  they  believed  the  inmate.  Leroy  Jefferson,  24,  had  taken  some 
of  the  methadone  stolen  Monday  from  a  prison  hospital  supply  room. 

A  33-year-old  inmate,  Robert  E.  Crosby,  died  Wednesday  after  apparently 
taking  an  overdose  of  the  stolen  methadone. 

Merhadone,  a  synthetic  heroin  substitute,  and  other  unidentified  pills  stolen 
from  the  supply  room  have  not  been  recovered,  officials  reported. 

Jefferson,  sentenced  last  June  to  a  two-to-six-year  term  for  armed  robberv.  was 
treated  at  the  prison  hospital  and  transferred  to  D.C.  General  Hospital  where  he 
was  admitted  in  good  condition  last  night. 

Crosby's  death,  and  that  Of  another  Lorton  inmate  who  died  of  an  apparent 
drug  overdose  Oct  IS,  are  under  investigation  by  Fairfax  County  Common- 
wealth's Attorney  Robert  F.  Horan. 
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Corrections  officials  said  Jefferson  was  found  unconscious  in  his  dormitory  bed 
when  a  guard  came  at  8  a.m.  to  tell  Jefferson  that  his  father  and  two  other 
relatives  had  come  to  see  him. 

Jefferson  and  Crosby,  who  lived  in  the  same  dormitory,  and  two  other  inmates 
who  suffered  drug  overdoses  Wednesday,  were  treated  with  antidotes  for  metha- 
done or  heroin  overdoses.  Crosby  was  thought  to  have  recovered  sufficiently 
Loi  ton  officials  said,  and  was  transferred  back  to  a  prison  dorm,  where  he  was 
found  dead  the  next  morning.  ,  wueic  UB  was, 

a™®  S™  °?fr  ^^i8  found  Wednesday  were  taken  to  the  nearby  Ft  Belvoir 
&2i2SS  j£2  ^  ^"^  t0  ^  inmateS  in  -  «™~  anatter 
Jefferson  was  considered  well  enough  to  travel  to  D.C.  General  Hosmtal   whir* 
ordinarily  treats  prison  inmates,  corrections  officials  said  lS  nigh? ' 


[From  the  Washington  Evening  Star,  Jan.  14,  1974] 
STUDY  FINDS  DRUGS,  SEX  IN  MARYLAND  YOUTH  CENTERS 
A  federally  financed  study  of  Maryland  juvenile  detention  PPr,fOTO  w  -p 
many  cases  of  drug  abuse  and  sex  assaults  amon^  impSned  SSev^Zt 

tio^aTcl^^ 

novel"  and  said  the  report  is  being  edited  for  '  Wcuracies  »  Chme  St°re 

r*SH  reP°rt'  \176  P^ge  document  Prepared  by  Richard  C.  Monk   a  social  nsv 
chology  researcher,  charges  that  the  beatings  at  Boys  Village  occurred [a? t t 
escape  attempts.  In  the  report,  Monk,  who  said  he  spent  a    leafc  3S Xys  at  eacn 
of  Maryland  s  nine  juvenile  institutions  before  completing  the  r^ortX  March 
1973,  charged  that  staff  members  would  beat  the  runaways  while  the^  wet Tin 

theSaTes       meUt  ^  then'  in  S°me  CaseS'  als°  !™ted  ^  teenagersTo  beS 

The  report  noted  the  beatings  were  severe  enough  to  raise  "the  possibility  of 
beatfngsa"0n    """"^   ^   ^^    W°ltS    and   ^times    sclTf^a   by 

Robert  J.  Sauls,  Jr.  director  of  the  Village,  which  is  located  on  1,000  acres  in 
beatrregSariy  ""^  ^  CheItenham-  denied  teen-age  inmates  were 

Sauls  acknowledged  that  one  youth  was  struck  by  a  staff  member  while  Monk 
was  visiting  the  institution,  which  is  home  for  some  220  boys  in  10  "cottages" 
and  that  the  staff  member  was  immediately  suspended  and  later  fired 

He  also  admitted  that  there  were  four  "isolation"  units  where  runaways  are 
Placed  when  they  first  return  but  said  beatings  are  never  allowed  and  are  in 
fact,  prohibited  by  law. 

Returning  teen-agers,  he  said,  are  kept  there  only  while  being  counseled  by  a 
psychologist.  Sauls  said  if  the  counseling  fails  and  the  youth  keeps  running  awav 
from  the  minimum  security  facility,  the  youth  is  transferred  to  another  institution 
where  there  is  more  security.  There  is  no  punishment  beyond  denial  of  privileges 
he  insisted. 

Sauls  said  the  maximum  stay  in  the  "isolation  unit"  is  48  hours  for  any  one 
inmate. 

The  report  also  details  numerous  accounts  of  sex  assaults  and  beatings  by 
inmates  on  other  inmates  at  the  other  institutions,  and  Hilson  conceded  "that 
there  have  been  some  instances  of  sexual  assaults." 

Hilson,  however,  added  that  the  problems  are  not  widespread  and  said  he  has 
four  special  investigators  that  visit  each  of  the  institutions  at  least  once  a  week 
and  talk  directly  to  inmates  about  complaints. 

Reached  yesterday,  Monk  said  he  was  "astounded  and  shocked"  at  the  agency's 
reaction  to  his  report,  which  cost  $15,000. 

Hilson,  though,  insisted  that  some  things  wTould  have  to  be  changed  before  the 
report  would  be  released  formally.  The  edited  version  is  expected  to  be  ready  in 
a  month. 
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[From  the  Washington  Evening  Star,  Mar.  3,  1974] 

POLICE  ASSIST  PROBE 

(By  Charles  Hardy) 

Maryland  state  police  have  been  asked  to  join  the  investigation  of  the  deaths 
of  two  teen-agers  at  the  Boys  Village  youth  detention  center  from  an  apparent 
drug  overdose. 

Henry  G.  Nathan,  chief  of  Special  Services  Department  of  Health  and  Mental 
Hygiene,  said  Dr.  Neil  Solomon,  state  health  secretary,  asked  the  state  police 
to  assist  Prince  Georges  County  police. 

The  body  of  14-year-old  Ronnie  Conway  was  found  shortly  after  11  p.m.  Friday 
by  a  supervisor  who  attempted  to  awaken  the  youth  during  his  routine  bedcheck 

rounds. 

Leo  Venture,  the  supervisor,  summoned  another  supervisor,  Francis  McGrail, 
and  the  two  men  then  found  the  body  of  15-year-old  Antonio  Ogle. 

Fifteen  of  the  27  other  youths  in  Cottage  Seven  told  supervisors  they  had 
taken  some  "pink  pills"  which  Conway  had  given  them.  The  youths  said  they 
had  taken  from  one  to  six  of  the  pills. 

Conway  and  Ogle  were  pronounced  dead  at  Prince  Georges  County  Hospital. 
The  other  youths  were  examined  and  released  by  hospital  officials. 

Robert  J.  Sauls  Jr.,  director  of  the  Village  which  is  located  on  1,000  acres  in 
the  southern  part  of  Prince  Georges  County  near  Cheltenham,  said  there  had 
been  no  previously  reported  cases  of  drug  abuse. 

Sauls  said  he  was  acquitted  with  Conway  and  had  .some  disciplinary  problems 
with  him  in  the  past,  but  nothing  out  of  the  ordinary.  .   . 

Sauls  and  Robert  C.  Hilson,  director  of  the  state  Juvenile  Services  Adminis- 
tration, both  say  there  is  need  to  review  certain  security  practices  at  the  village. 

"We're  going  to  check  the  practices  involving  allowing  boys  into  our  hospital 
and  closer  checks  of  those  returning  from  weekend  leaves,"  Hilson  said. 

When  asked  if  the  Village  hospital  stocked  the  drug  which  apparently  caused 
the  youths  death,  Darvon,  and  if  the  youths  could  have  obtained  drugs  from 
there.  Hilson  would  only  say  :  . 

"We  are  conducting  a  full  inventory  of  the  hospital,  we  haven't  completed  it 
yet.  There  is  good  security  around  it,  but  we  will  review  our  practice  of  allow- 
ing two  and  three  boys  in  there  at  a  time  and  having  them  help  out  in  there."^ 

Autopsies  were  to  be  done  today  by  the  state  medical  examiner  to  determine 
the  exact  cause  of  death. 

[From  the  Washington  Post,  Mar.  3,  1974] 

DRUGS  CITED  IN  TWO  DEATHS  AT  BOYS  VILLAGE 

(By  Judy  Luce  Mann  and  Bill  Richards) 

Two  inmates  at  Boys  Village,  a  Maryland  institution  for  juvenile  delinquents, 
died  late  Friday  from  an  apparent  overdose  of  Darvon,  a  prescription  pain-killing 
drug,  Prince  George's  County  police  and  institution  officials  said  yesterday. 

Fifteen  other  vouths  who  lived  in  the  same  cottage  at  the  institution  in  South- 
ern Prince  George's  admitted  taking  the  drug  and  were  treated  early  yesterday 
at  Prince  George's  General  Hospital  and  released,  police  said. 

Police  said  Antonio  Ogle,  15,  and  Ronald  Conway,  14,  both  of  Baltimore  City, 
were  officially  pronounced  dead  on  arrival  at  the  hospital  at  4  :30  a.m.  yesterday, 
although  both  had  apparently  died  earlier  in  the  evening. 

Late  yesterday  officials  said  they  were  still  investigating  to  find  out  how  the 
youngsters  got  the  drug  and  were  attempting  to  determine  whether  the  Darvon 
had  been  stolen  from  the  institution's  infirmary-  Dr.  Neil  Solomon,  state  health 
secretary,  asked  for  a  state  police  investigation. 

A  spokesman  for  Prince  George's  County  police  said  they  did  not  know  how 
many  capsules  of  the  drug  the  youngsters  had  taken,  but  he  said  "less  than  100" 
capsules  of  Darvon  were  recovered  after  a  police  search  yesterday  of  "Cottage 
7".  where  all  17  boys  lived. 

An  expert  in  the  field  of  drug  abuse,  contacted  by  The  Washington  Post,  esti- 
mated that  a  teen-ager  would  have  to  take  20  to  50  Darvon  capsules  for  the  drug 
to  be  lethal. 
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Dr.  John  Kehoe,  Prince  George's  County  medical  examiner,  said  autopsies  on 
the  bodies  of  the  two  youths  are  scheduled  to  be  performed  in  Baltimore  today 
to  determine  positively  the  cause  of  death.  Until  the  autopsies  are  performed, 
said  a  police  spokesman,  an  overdose  of  Darvon  is  being  considered  the  apparent 
cause  of  death. 

Robert  C.  Hilson,  director  of  juvenile  services  for  Maryland,  gave  this  account 
of  what  happened : 

"The  kids  were  excited  because  they  were  getting  ready  for  a  party  Saturday 
night  with  some  girls  who  were  coming  in  from  the  Montrose  School  (an  institu- 
tion for  female  juvenile  delinquents  in  Reisterstown,  Md.)  and  they  had  spent 
part  of  the  evening  cleaning  up  the  cottage  and  practicing  their  dancing.  Things 
like  that. 

Then,  said  Hilson,  the  youths  were  put  to  bed  and  the  lights  were  turned  out 
at  9  p.m.  The  cottage  houses  29  yougsters  aged  14  and  15,  and  there  were  two 
counselors,  Leo  Venture  and  Francis  McGrail,  on  duty,  said  Hilson. 

At  11  p.m.,  according  to  Hilson,  Venture  tried  to  awaken  the  Conway  youngster, 
who  was  a  bed-wetter,  to  take  him  to  the  bathroom.  Venture  was  unable  to 
awaken  Conway  and  called  McGrail.  The  two  counselors  realized  the  youth  was 
not  breathing  and  called  the  resident  nurse.  Oiiicials  then  called  rescue  ambul- 
ance at  11 :20  p.m. 

A  resident  couple  in  charge  of  the  cottage,  Mr.  and  Mrs.  James  Collier,  who  live 
in  an  apartment  in  front  of  the  cottage,  were  also  called  as  was  William  B.  Hill, 
assistant  superintendent  of  the  institution. 

Hill  said  he  arrived  at  the  cottage  about  1  p.m.  after  the  ambulance  arrived, 
and  was  told  by  rescue  sqquad  members  that  both  Conway  and  Ogle  were  dead. 
Hill  said  that  shortly  before  he  arrived,  authorities  had  checked  the  other  young- 
sters in  the  cottage  and  discovered  that  Ogle  also  was  not  breathing. 

The  other  youths  got  out  of  bed  and  dressed  themselves  and  the  15  who  ad- 
mitted taking  Darvon  were  taken  to  the  hospital  in  three  ambulances,  he  said. 

Hilson  said  the  boys  told  investigators  and  staff  members  that  the  Conway 
youngster  had  passed  around  "little  pink  pills"  when  they  went  to  bed.  Hilson 
said  the  surviving  boys  told  him  they  had  each  taken  between  one  and  six 
capsules. 

Hilson  said  Darvon  is  kept  in  the  Boy's  Village  infirmary  and  is  prescribed 
by  a  dentist  who  visits  the  institution  twice  a  week.  The  drug  is  in  a  locked 
closet  in  the  infirmary  and  there  was  no  evidence  that  the  closet  had  been 
broken  into.  Hilson  said. 

"If  there  was  Darvon  taken,  it  was  probably  taken  during  a  period  of  mental 
lapse  when  the  nurse  had  her  back  turned,"  Hilson  said. 

He  said  that  an  inventory  of  all  drugs  in  the  infirmary  was  made  yesterday 
but  officials  still  had  not  been  able  to  determine  if  any  drugs  were  missing. 

Robert  J.  Sauls,  superintendent  of  Boys  Village,  said  several  students  at  the 
school  are  assigned  to  work  in  the  infirmary  at  such  tasks  as  emptying  waste- 
baskets  and  mopping  floors.  He  said  none  of  the  17  boys  who  took  Darvon  worked 
in  the  infirmary.  He  also  said  that  Darvon  had  not  been  prescribed  for  Conway. 

Hilson  said  state  police  investigators  and  a  drug  expert  from  Solomon's  office 
were  assigned  today  to  check  the  institution's  procedures  for  handling  drugs. 
He  also  said  that  the  juvenile  facility  was  planning  to  tighten  up  its  security 
procedures. 

"We  are  going  to  be  much  more  careful  about  checking  when  the  boys  come 
back  from  their  weekends  home,"  he  said. 

Normally,  he  said,  the  cottages  and  students  are  searched  for  drugs  and 
alcohol  twice  a  week,  particularly  after  a  boy  returns  from  a  home  visit.  He 
said  that  Conway  had  visited  his  home  in  Baltimore  between  Feb.  15  and 
Feb.  26,  staying  longer  than  is  usually  permitted  because  his  parents  apparently 
had  difficulty  in  getting  gasoline  needed  to  drive  him  back. 

Hilson  said  he  read  the  "social  histories"  of  the  two  dead  youngsters  and 
found  no  history  of  drug  abuse.  Staff  members  at  the  1000-acre  instiution  in 
rural  Cheltenham,  which  has  about  220  delinquent  boys,  said  that  although 
drugs  were  sometimes  brought  back  after  weekend  visits  home  they  were  not 
used  openly. 

"Most  of  the  kids  are  from  Baltimore,"  said  one  staff  member  who  asked 
not  to  be  identified.  "They  are  used  to  drugs  and  they  use  them.  We  just  try 
to  keep  it  down  as  much  as  possible." 
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Although  Boys  Village  has  185  staff  positions  assigned  for  the  220  youths, 
staff  members  said  more  than  20  workers  had  left  to  seek  other  jobs  and  the 
institution  was  understaffed.  The  state  has  announced  that  64  staff  jobs  are 
being  cut  by  July  and  that  between  75  and  100  youths  will  be  removed  from 
the  institution  beginning  this  month. 

"The  way  it  is  now,"  said  a  staff  member,  "I  just  can't  keep  track  of  move 
than  20  kids  all  the  time.  And  these  kids  are  the  kind  who  need  to  be  watched." 

Mrs.  Leon  Conway,  mother  of  Arnold,  one  of  the  two  boys  who  died  of  an 
apparent  overdose,  said  in  an  interview  late  yesterday  that  her  son  had  no 
history  of  drug  use. 

"I've  got  seven  children  and  I  have  never  had  a  drug  problem  in  my  family," 
she  said.  "I  think  I've  been  extremely  fortunate.  It's  all  around  us,  poor,  mid- 
dleclass,  upperclass,  the  rich.  It  gets  them  all.  It  didn't  get  none  of  mine  and 
when  this  boy  took  it  he  just  took  it  in  a  big  kind  of  way  and  it  took  him  away 
altogether." 

Victor  Cohen,  a  researcher  in  the  field  of  drug  abuse  and  overdoses  at  Mea- 
dowbrook  Hospital  on  Long  Island  who  is  currently  doing  drug  research  for  the 
Institute  for  Defense  Analysis,  described  Darvon  as  a  pain  killer  that  is 
"mildly  narcotic.  If  you  take  enough  of  it,  it  can  put  you  in  a  stupor." 

Cohen  said  the  "consumption  ability"  of  a  14-  or  15-year-old  "is  probably  more 
than  an  adult  just  because  of  his  high  metabolic  rate."  He  estimated  that  at  least 
20  to  50  capsules  would  have  to  be  ingested  for  a  lethal  dose  for  a  teen-ager,  but 
he  added,  "You  never  get  statistics  about  this.  The  friends  never  want  to  talk. 

"That's  one  of  the  biggest  problems  when  you  bring  a  child  into  an  emergency 
room  .  .  .  You  can't  give  an  antidote  to  something  you  don't  know.  They're  pro- 
tecting their  friend  at  the  same  time  they're  killing  him." 

Mrs.  Conway  said  her  son,  Ronald,  was  "a  troubled  child,"  and  that  he  had  been 
in  the  care  of  a  psychologist  for  some  time. 

"Ronnie's  psychologist  and  I  worked  sort  of  closely  together,"  said  Mrs.  Con- 
way. "He  had  some  type  of  mental  block  as  far  as  coping  with  the  outside  world, 
as  far  as  his  family  and  friends." 

The  youngster  had  been  at  Boys  Village  once  before,  according  to  officials 
there,  and  was  sent  back  there  five  months  ago  for  armed  robbery,  according  to 
Leon  Conway,  his  father. 

Mrs.  Conway  complained  that  Ronald  and  other  youngsters  at  Boys  Village 
were  beaten  by  counselors  at  the  institution.  She  said  her  son  did  not  want  to 
return  after  his  last  home  visit.  "He  just  didn't  want  to  go  back.  He'd  rather  die 
than  go  back.  See,  they  kept  beating  him." 

Sauls,  the  superintendent  of  the  institution,  said  Conway  had  been  a  minor 
disciplinary  problem  and  had  run  away  from  the  facility  several  times.  He  said 
his  record  did  not  disclose  that  he  had  been  beaten,  but  he  acknowledged  that  in 
November,  1972,  he  was  kicked  in  the  groin  by  a  supervisor  while  playing.  Sauls 
said  Conway  complained  and  the  supervisor  was  fired  because  it  was  the  second 
such  complaint  from  one  of  the  youngsters. 

Mrs.  Conway  said  the  psychologist  who  tested  her  son  found  him  to  be  "on 
borderline  of  genius.  He  was  college  material.  He  was  only  14  and  he  was  ready 
for  the  10th  grade,"  she  said. 

"Myself  and  his  father  did  everything  we  could.  We  were  all  hoping  he  would 
finish  college,"  said  Mrs.  Conway.  She  said  her  husband  works  for  the  Baltimore 
City  highway  department  and  that  she  is  currently  enrolled  in  a  physical  ther- 
apy training  program.  She  said  Ronald  was  her  oldest  son. 

"He  had  a  troubled  mind  and  a  troubled  heart.  It  took  years  of  work  to  cure 
and  he  was  just  beginning  to  make  a  breakthrough,"  she  said,  adding  that  Ron- 
ald has  been  receiving  help  from  various  state  agencies  for  five  years,  but  "you 
cannot  undo  years  of  damage  to  the  mind  in  five  years." 

"He  was  never  at  peace  with  himself,"  she  said.  "We  came  to  the  conclusion 
that  Ronnie  would  either  die  or  he  would  accede  to  great  heights.  That's  what 
happened.  He  died." 

Dolores  Lincoln,  Antonio  Ogle's  mother,  declined  to  discuss  her  son  and  officials 
at  Boys  Village  also  refused  to  discuss  his  background  or  why  he  had  been  com- 
mitted there. 

Boys  Village,  one  of  nine  juvenile  institutions  in  Maryland,  was  criticized  ear- 
lier this  year  in  a  federally  financed  report  prepared  by  Robert  C.  Monk,  a  social 
psychologist,  who  spent  30  days  there.  Monk  reported  that  staff  members  fre- 
quently beat  runaways  when  they  were  returned  to  the  1,000-acre  institution. 
Boys  Village  officials  said  there  were  more  than  150  escape  attempts  last  year. 
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Youngsters  were  locked  in  solitary  confinement  cells  called  "the  hole"  when 
they  ran  away,  Monk  said  in  his  report. 

"Staff  beatings  are  frequently  applied  while  the  inmate  is  locked  in  this  pun- 
ishment center,"  Monk  reported.  He  also  said  staff  members  beat  youngsters  in 
the  cottages  as  an  example  to  other  potenial  runaways. 

Officials  of  the  institution  denied  the  charges  calling  them  "worthless  and 
reading  "like  a  dime  novel." 

Monk's  report  did  not  mention  drug  use  at  Boys  Village.  He  said  yesterday, 
however,  that  he  had  seen  "evidence"  of  drugs  there,  but  declined  to  give  details. 


[From  the  Washington  Post,  Mar.  4,  1974] 

DARVON  PILLS  BELIEVED  MISSING  FROM  INFIRMARY  OF 

BOYS  VILLAGE 

(By  Charles  A.  Krause) 

Robert  C.  Hilson,  Maryland's  director  of  juvenile  services,  said  yesterday 
that  there  are  indications  that  a  quantity  of  Darvon  pills  is  missing  from  the 
infirmary  at  Boys  Village,  where  two  teenager  inmates  died  late  Friday  of  an 
apparent  overdose  of  the  prescription  pain-killing  drug. 

"A  staff  member  (of  the  infirmary)  thought  there  should  have  been  more  pills 
in  a  certain  bottle  than  there  are  now,"  Hilson  said.  Boys  Village,  located  in 
the  rural  Cheltenham  area  of  Prince  George's  County,  is  a  state  institution 
for  juvenile  delinquents  with  an  inmate  population  of  about  220  youths. 

Police  identified  the  two  dead  inmates  as  Antonio  Ogle,  15,  and  Ronald  Conway, 
14,  both  of  Baltimore.  Fifteen  other  Boys  Village  inmates,  who  lived  in  the  same 
cottage  as  the  two  dead  youths,  also  took  some  of  the  pills  and  were  treated 
at  Prince  George's  General  Hospital  early  Saturday  and  later  released,  police 
said. 

County  police  investigators,  who  are  preparing  a  report  on  the  incident,  now 
also  believe  that  the  Darvon  tablets  that  apparently  caused  the  deaths  came 
from  the  infirmary  and  were  not  smuggled  into  the  institution  either  by  one 
of  the  inmates  or  outsiders,  according  to  John  Hoxie,  a  spokesman  for  the  county 
police. 

Hoxie  said  that  police  investigators  have  not  as  yet  determined  how  the  in- 
mates obtained  the  drugs  that  are  supposed  to  be  kept  in  a  locked  cabinet  in 
the  infirmary.  Hilson  said  on  Saturday  that  there  was  no  evidence  that  the 
cabinet  had  been  broken  into. 

An  official  audit  of  the  number  of  Darvon  pills  purchased  by  the  institution 
and  the  number  of  pills  prescribed  over  the  past  several  months  to  inmates 
should  be  completed  this  afternoon,  according  to  Charles  H.  Tregoe,  director  of 
the  state's  division  of  drug  control. 

Tregoe  said  Boys  Village  does  not  keep  a  running  inventory  of  the  number  of 
pills  it  has  but  does  have  invoices  of  the  purchases,  which  can  be  compared  with 
prescription  slips  to  determine  whether  any  of  the  Darvon  tablets  are  missing. 

Meanwhile,  Dr.  Craig  E.  Duncan,  an  assistant  state  medical  examinar,  per- 
formed autopsies  on  the  two  dead  inmates  yesterday  morning.  Dr.  Duncan  said 
he  would  have  to  await  the  results  of  laboratory  tests  before  determining  the 
exact  cause  of  the  deaths. 

But,  Dr.  Duncan  said,  the  initial  autopsies  "looked  like  all  the  other  drug 
deaths  we  see."  Asked  whether  he  thought  the  two  inmates  died  of  a  Darvon 
overdose,  Dr.  Duncan  said,  "I  would  certainly  expect  it." 

Hoxie  said  that  county  police  investigators  will  complete  their  report  either 
today  or  Tuesday  and  then  give  their  findings  to  Prince  George's  County  State's 
Attorney  Arthur  A.  Marshall,  Jr.,  who  will  determine  whether  any  criminal 
charges  should  be  pressed  or  whether  a  county  grand  jury  should  investigate 
Boys  Village. 

Marshall,  who  was  out  of  town  yesterday,  could  not  be  reached  for  comment. 
Robert  J.  Sauls,  superintendent  of  Boys  Village,  said  he  was  talking  with  inmates 
and  staff  yesterday  "to  try  to  get  to  the  bottom"  of  how  the  17  inmates  were 
able  to  obtain  the  Darvon  pills  and  take  them  without  notice  by  supervisors, 
who  are  supposed  to  be  on  duty  24  hours  a  day. 

Boys  Village  was  severely  criticized  in  a  federally  financed  report  released 
earlier  this  year  that  was  prepared  by  a  social  psychologist  who  spent  30  days 
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at  the  institution.  The  report  said  that  run-away  inmates  are  often  beaten  and 
placed  in  solitary  confinement  when  they  are  apprehended. 


[From  the  Washington  Evening  Star,  Mar.  4,  1974] 
FATAL  PILLS  MAY  HAVE  COMB  FROM  VILLAGE  INFIRMARY 

Prince  Georges  County  police  theorized  today  that  the  pain-killer  drug  that 
took  the  lives  of  two  Boys  Village  inmates  on  Saturday  came  from  the  institu- 
tion's infirmary. 

John  Hoxie,  a  police  spokesman,  said,  "We  are  not  sure,  but  our  theory  is 
that  the  drug  came  from  a  medicine  cabinet  in  the  infirmary."  The  state-operated 
juvenile  detention  center  is  in  Cheltenham. 

Contacted  today,  Robert  J.  Sauls,  director  of  Boys  Village,  said :  "It  shouldn't 
have  happened  ...  No  matter  how  they  got  the  drugs,  these  boys  had  been 
through  too  much  to  come  here  and  die." 

According  to  police,  the  two  who  died,  Antonio  D.  Ogle,  15,  and  Ronnie  Con- 
way, 14,  both  of  Baltimore,  died  from  an  apparent  overdose  of  Darvon,  a  pre- 
scription drug.  Fifteen  other  inmates  who  shared  the  same  cottage  with  the 
youths  also  took  the  drug  and  had  to  be  treated  at  Prince  Georges  General 
Hospital,  police  said. 

Hoxie  said  the  Baltimore  state  medical  examiner  has  made  no  final  conclusions 
following  autopsies  but  said  the  deaths  "look  like  an  overdose." 

Six  weeks  ago  a  federal  financed  study  of  the  220-inmate  center  said  there 
have  been  many  cases  of  drug  abuse  there — a  charge  denied  by  supervisors 
of  Boys  Village. 

Hoxie  said  the  county  police  department's  findings  will  be  turned  over  to  Prince 
Georges  State's  Atty.  Arthur  A.  Marshall  Jr.  to  determine  whether  any  charges 
should  be  investigated  further. 

[From  the  Washington  Post,  July  18,  1975] 

DISTRICT  OF  COLUMBIA  HOSPITAL  DRUG  THEFTS  PROBED; 

NURSE  ARRESTED 

(By  Judy  Luce  Mann) 

D.C.  police  are  investigating  what  they  say  is  a  ring  of  D.C.  General  Hospital 
employees  who  have  stolen  thousands  of  dollars  of  narcotics  intended  to  ease 
the  pain  of  patients  following  surgery. 

The  investigation  was  begun  after  a  supervisory  nurse  in  the  intensive-care 
unit  of  the  surgical  ward  collapsed  on  duty  Tuesday  from  an  overdose  of  nar- 
cotics. 

The  nurse,  who  is  pregnant,  was  arrested  late  yesterday  at  George  Washington 
University  Hospital  where  she  was  being  treated,  according  to  D.C.  policeman 
Charles  Marcum,  the  arresting  officer. 

Marcum  identified  her  as  Jo  Ellen  Watkins,  and  said  she  was  a  supervisor 
in  the  intensive-care  unit  of  surgery.  A  large  quantity  of  narcotics  was  con- 
fiscated by  authorities  from  her  locker  at  the  hospital  and  from  her  home  in 
Culpepper,  Va.  on  Wednesday,  sources  in  the  Washington  police  and  the  U.S. 
attorney's  office  said. 

Mrs.  Watkins  was  charged  with  embezzlement  of  D.C.  government  property. 
She  remained  at  the  hospital  last  night  with  a  police  guard  at  her  door. 

Police  said  hospital  officials  tried  "to  cover  up"  the  incident  by  having  an 
ambulance  driver  take  Mrs.  Watkins  in  a  private  car  to  George  Washington 
University  Hospital  following  her  collapse. 

Repeated  attempts  to  reach  Dr.  Raymond  Standard,  the  city's  chief  public 
health  officer  and  the  acting  director  of  D.C.  General  Hospital,  for  comment  on 
the  situation  were  unsuccessful. 

A  police  source  said  that  five  police  officials  have  been  auditing  records  of 
narcotics  dispensing  at  the  hospital  since  Tuesday  and  have  discovered  repeated 
instances  in  which  the  hospital  cannot  account  for  drugs. 

The  ring  involves  at  least  six  and  possibly  more  employees  who  have  stolen  at 
least  $35,000  worth  of  painkilling  drugs,  Demerol  and  Morphine,  for  at  least  the 
past  two  years,  according  to  a  police  source.  "This  has  been  going  on  for  years," 
he  said. 
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He  said  "the  investigation  has  only  started,"  and  police  have  no  idea  how  much 
medicine  has  actually  been  stolen,  although  they  know  the  value  is  at  least  as 
high  as  $35,000. 

The  source  said  the  ring  may  have  been  operating  for  the  past  seven  years  and 
that  the  drugs  were  probably  sold  after  they  were  stolen  since  the  quantities 
involved  were  too  great  for  personal  use. 

Sources  close  to  the  investigation  and  to  the  hospital  said  the  situation  began 
to  unravel  about  2  p.m.  Tuesday  when  Mrs.  Watkins,  who  is  in  her  early  30's, 
began  to  take  drugs  and  fell  down,  breaking  her  arm 

"That  went  untreated,"  said  a  police  source.  "She  just  did  not  want  to  go. 
She  took  some  more  .  .  ."  He  said  she  was  "shooting  large  quantities"  of  a 
painkiller  until  about  6 :20  p.m.,  when  she  again  took  an  overdose. 

She  was  then  taken  to  the  emergency  room,  according  to  a  hospital  source,  and 
the  clothing  stripped  from  her  arm.  "She  had  needle  marks  on  her  arm,"  accord- 
ing to  police  and  hospital  sources. 

Meanwhile,  police  "had  received  information  that  a  woman  had  overdosed." 
according  to  Sgt.  Raymond  Gonzales,  and  with  hospital  officials  checked  her 
locker  and  found  large  quantities  of  drugs. 

The  availability  of  drugs  at  D.C.  General  Hospital,  the  city's  632-bed  public 
acute-care  facility,  was  severely  criticized  by  city  inspectors  and  by  hospital 
personnel  last  fall. 

Teams  of  city  inspectors  found  numerous  instances  in  which  drugs  were 
improperly  controlled.  In  a  report  to  the  U.S.  Health,  Education,  and  Welfare 
Department,  inspectors  noted  that  narcotics  "are  issued  to  the  nursing  units 
in  large  quantities.  Floor  stock  is  excessive  and  difficult  to  control.  Many  items 
are  found  to  be  outdated.  Many  items  are  stolen  from  the  shelves." 

Because  of  personnel  shortages  at  the  hospital,  drug  cabinets  are  checked 
only  once  or  twice  a  year  and  the  narcotics  inventory  was  being  counted  by  an 
administrative  aide.  "This  is  clearly  a  pharmacist's  duty,"  the  report  stated. 

On  the  other  hand,  nurses  and  residents  at  the  hospital  complained  last  fall 
that  supplies  of  certain  drugs  were  insufficient  for  patient  care.  As  a  result 
of  their  protest,  city  officials  committed  additional  funds  for  pharmaceutical 
supplies 


[From  Narcotics  Control  Digest,  July  23,  1975] 
D.C.  DOCTOR  APPALLED  AT  DRUG  THEFTS  FROM  HOSPITAL 

The  president  of  the  D.C.  Medical  Society  said  last  week  that  he  is  "appalled" 
at  apparenty  lax  security  measures  at  D.C.  General  Hospital  following  the  theft 
of  at  least  $35,000  in  narcotic  medicines  by  what  police  call  a  ring  of  hospital 
employees,  according  to  the  Washington  Post. 

"In  any  hospital,  there  has  always  been  a  policy  of  maintaining  a  triple  check 
on  medicines  to  prevent  theft,"  said  Dr.  William  Cooper.  "...  I  was  surprised  to 
learn  that  (such  thefts)  could  happen  here." 

D.C.  police  arrested  one  nurse  and  are  continuing  to  investigate  the  case  in 
which  they  say  at  least  six  employees  have  stolen  quantities  of  pain-killing 
morphine  and  Demerol  over  the  past  two  years. 

The  police  investigation  is  being  coordinated  by  the  major  crimes  division  of 
the  U.S.  Attorney's  office  which  has  assigned  one  prosecutor  to  supervise  exami- 
nation of  hospital  drug  supply  records  and  interviews  with  hospital  officials, 
the  Post  reported. 

Investigators  from  the  city's  human  resources  department,  which  oversees 
D.C.  General  Hospital,  are  also  cooperating  with  police,  according  to  department 
chief  Joseph  P.  Yeldell. 

City  inspectors  last  year  reported  thefts  and  numerous  cases  of  improperly 
controlled  drugs  at  the  hospital. 

Narcotics  "are  issued  to  the  nursing  units  in  large  quantites,"  they  said  in  a 
report  to  the  U.S.  Department  of  Health,  Education  and  Welfare.  "Floor  stock 
is  excessive  and  difficult  to  control.  .  .  .  Many  items  are  stolen  from  the  shelves." 

The  police  investigation  began  after  a  nurse  collapsed  while  on  duty  from  a 
dru?  overdose.  Police  later  discovered  a  large  quantity  of  hospital-issued  nar- 
cotics in  her  locker  at  the  hospital  and  at  her  home  in  Culpeper,  Va. 

Yeldell  said  hospital  authorities  are  trying  to  implement  a  new  computerized 
drug  control  program  called  a  "unit  dosage  system"  which  "gives  you  complete 
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control  of  your  narcotics,"  but  the  system  has  not  yet  been  installed,  the  Post 
said. 

[From  Corrections  Digest,  Feb.  25,  1976] 
ACROSS  THE  STATES— FLORIDA 

Drugs  from  tranquillizers  to  heroin  are  smuggled  daily  into  Dade  County, 
Fla.'s  prison  facilities  in  a  trafficking  operation  corrections  officials  are  unable 
to  stop,  the  Miami  News  reports.  Inmates  at  each  of  the  facilities  and  clinic 
nurses  who  treat  prisoners  with  drug  symptoms  said  drugs  are  openly  bought, 
sold  and  used.  More  than  50  inmates  told  the  newspaper  they  conceal  drugs  in 
their  bodies  or  in  clothes  when  admitted,  that  friends  and  relatives  smuggle  drugs 
into  the  prisons  when  they  visit,  that  work-release  inmates  buy  drugs  on  the 
street  and  peddle  them  in  prisons  and  that  trusted  inmates  who  hold  jobs  in 
the  institutions  often  act  as  couriers  in  the  drug  distribution.  John  Richardson, 
administrative  director  of  prison  medical  services  for  Jackson  Memorial  Hos- 
pital said  Dade  County  Stockade  prisoners  have  "medication  they  can  shoot, 
grass  they  can  smoke,  cocaine  they  can  sniff  and  pills  they  can  swallow.  It's 
easier  to  buy  drugs  in  the  stockade  than  on  the  street  because  there  is  no  chance 
of  getting  busted." 

[From  the  Washington  Evening  Star,  Aug.  11,  1971] 
WARDEN  SAYS  50  RIOTERS  USED  DRUGS 

Boise.  Idaho  (AP) — Authorities  say  about  50  convicts  were  high  on  drugs 
during  rioting  at  the  Idaho  Penitentiary  in  which  two  inmates  were  stabbed  and 
two  buildings  burned. 

Guards  fired  tear  gas  as  about  150  of  the  prison's  245  inmates,  some  armed 
with  knives  or  baseball  bats,  rioted  last  night.  The  convicts  were  demanding 
more  frequent  changes  of  clothing,  saying  temperatures  range  as  high  as  118 
degrees  in  the  100-year-old  institution. 

Warden  Raymond  W.  May,  who  estimated  that  50  inmates  were  high  on  drugs, 
brought  the  situation  under  control  by  telling  the  prisoners  that  none  would  be 
punished  for  the  uprising  and  that  their  demand  probably  would  be  met. 

A  medical  attendant,  David  Bortz,  25,  of  Burley,  Idaho,  was  stabbed  in  the 
chest  by  inmates  who  broke  into  the  prison  hospital  in  search  of  drugs,  officials 
said.  Bortz  was  serving  a  two-year  sentence  for  passing  bad  checks. 

Charles  Rice,  30,  of  Evans  City,  Pa.,  serving  10  years  for  lewd  conduct,  also 
was  stabbed  in  the  chest. 

A  social  service  center  and  a  building  housing  a  recreation  area,  shoe  repair 
shop  and  laundry  facilities  were  in  flames  when  May  and  an  aide  walked  into 
the  middle  of  150  shouting  inmates. 


[From  the  Chicago  Sun-Times,  Oct.  25,  1970] 
LOOTING,  DRUG  SALES  ALLEGED 

(By  Art  Petacque) 

An  investigation  by  a  penal  reform  agency  has  produced  allegations  that  con- 
ditions in  Cook  County  Jail  are  deteriorating  to  the  point  where  they  approach 
the  scandalous  situation  of  1967,  it  was  learned  Sunday. 

Findings  by  the  John  Howard  Assn.  are  expected  to  be  turned  over  to  Joseph  A. 
Power,  presiding  judge  of  the  Criminal  Court,  with  a  request  that  he  impanel  a 
grand  jury  to  investigate  the  abuses. 

A  grand  jury  investigation  launched  in  1967  resulted  in  broad  recommendations 
for  jail  reform  and  the  firing  of  jail  superintendent  Jack  Johnson  by  Sheriff 
Joseph  I.  Woods. 

But  the  latest  John  Howard  study  shows  that  many  of  the  shocking  condi- 
tions deplored  by  the  1967  grand  jury  are  creeping  back,  along  with  some  new 
ones. 
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LOOTING  OF   JAIL   FOOD 

Former  County  Jail  inmates  and  some  current  jail  employes  told  John  Howard 
Assn.  investigators  of : 

Systematic  looting  of  thousands  of  dollars  worth  of  jail  food  by  some  top- 
echelon  members  of  the  guard  staff. 

A  return  to  the  "barn  boss-'  system. 

Peddling  of  drugs  and  other  contraband  by  guards. 

Frequent  beatings  and  sexual  attacks  on  prisoners  by  other  prisoners  with  no 
interference  by  guards. 

Favored  treatment  for  street-gang  leaders. 

It  was  learned  that  many  of  the  persons  who  gave  information  on  jail  condi- 
tions have  volunteered  to  tell  their  stories  to  a  grand  jury. 

Information  on  the  wide-scale  looting  of  food  came  from  several  jail  em- 
ployees. Choice  cuts  of  beef,  canned  hams  and  other  food  items  have  been  taken 
out  of  the  jail  through  a  garage,  they  said. 

One  staff  member  told  investigators  the  guards  hauled  the  pilfered  food  out 
of  the  jail  in  vans  and  that  some  of  the  merchandise  later  reportedly  turned 
up  in  a  restaurant. 

As  long  ago  as  April,  the  John  Harvard  Assn.  turned  over  information  on  the 
looting  and  the  names  of  informants  to  State's  Atty.  Edward  V.  Hanrahan.  But 
as  of  last  week,  Hanrahan's  office  still  hadn't  contacted  the  informants. 

One  jail  employee  was  so  concerned  about  the  looting  that  he  asked  his  political 
sponsor,  a  Republican,  to  communicate  the  problem  through  political  channels  to 
Sheriff  Woods,  the  chief  administrator  of  the  jail. 

So  far,  there  has  been  no  action  by  Woods. 

Following  are  capsule  reports  of  jail  irregularities  as  reported  to  John  Howard 
investigators : 

SEXUAL    ASSAULT    REPORTED 

Witness  A — Said  he  was  hospitalized  for  three  days  after  a  ''gang"  in  the  jail 
tried  to  sexually  assault  him.  He  talked  to  at  least  10  other  inmates  who  said 
they  were  sexually  attacked  when  guards  were  present  and  did  nothing.  He 
told  of  guards  playing  cards  with  inmates,  with  cigarettes  as  stakes. 

Witness  B — Reported  marijuana  and  alcohol  veadily  available  from  guards 
for  a  price.  He  said  guards  often  "identify"  with  jailed  street-gang  members, 
returning  closed  fist  salutes  and  giving  gang  leaders  favored  treatment. 

Witness  C — Contended  the  much-criticized  "barn  boss"  system  has  returned  to 
the  jail  in  a  more  sophisticated  form,  with  groups  of  gang  leaders  taking  charge 
of  jail  tiers.  (Under  the  former  barn-boss  system  criticized  by  the  1967  grand 
jury,  a  single  inmate  would  wield  power  over  others  in  a  tier,  often  collecting 
cash  for  the  use  of  mattresses  and  other  jail  equipment) 

Witness  D — Told  of  frequent  fighting  in  the  tiers  and  of  being  attacked  three 
times  and  hospitalized  once.  Wooden  sticks  from  toilet-bowl  cleaners  were  de- 
scribed as  favorite  weapons,  along  with  knives  fashioned  from  spoons. 

Witness  E — Said  he  saw  young  white  inmates  sexually  assaulted  by  black 
inmates,  after  guards  opened  the  cells  of  the  victims  to  aid  the  attackers. 

Other  witnesses  told  of  thefts  by  prisoners  from  the  commissary,  control 
of  food  rations  by  gang  leaders  and  sale  of  "Christmas  tree"  barbiturate  pills 
by  a  guard  who  was  named. 

After  The  Sun-Times  learned  from  other  sources  of  the  investigation,  Joseph 
R.  Rowan,  executive  director  of  the  John  Howard  Assn.,  confirmed  that  his 
agency  had  taken  such  statements  from  former  County  Jail  prisoners  and  guards. 

He  also  confirmed  the  likelihood  that  a  grand  jury  investigation  would  be 
sought. 

Rowan  said  there  has  been  a  breakdown  in  morale  among  the  guard  staff  be- 
cause its  members  are  aware  of  the  food  looting  by  some  of  their  leaders. 

Rowan  said  conditions  had  improved  at  the  jail  following  the  1967  grand 
jury's  investigation,  but  that  there  has  been  a  marked  deterioration  in  recent 
weeks. 

He  said  one  giant  step  toward  protection  of  prisoners  from  assaults  would 
be  the  assignment  of  one  guard  inside  each  tier  at  all  times.  However,  Rowan 
added,  sexual  attacks  are  occurring  somewhat  less  frequently  than  during  the 
earlier  period  of  jail  terror. 
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Rowan  also  expressed  concern  over  the  frequent  suicides  that  have  occurred  in 
the  jail  so  far  this  year. 

The  John  Howard  investigation  centered  on  County  jail  which  recently  was 
merged  with  the  House  of  Correction  by  the  newly  formed  Cook  County  Depart- 
ment of  Corrections. 

Winston  Moore,  who  succeeded  Jack  Johnson  as  superintendent  of  County  Jail 
following  the  1967  grand  jury  investigation,  head  the  Department  of  Corrections. 

The  John  Howard  Assn.  is  a  private,  nonprofit,  nonsectarian  agency  that 
works  for  improvement  of  prisons  and  rehabilitation  of  inmates.  The  associa- 
tion in  operation  since  1901,  is  a  Chicago  Community  Fund  and  Welfare  Coun- 
cil agency  with  headquarters  at  608  S.  Dearborn. 


[From  the  Minneapolis  Freeworld  Times,  March  1972] 
PROLOXIN 

Within  an  hour's  drive  of  Carbondale  are  5  penitentiaries  and  numerous  city 
and  county  jails.  One  of  the  prisons,  a  state  maximum  security  prison  called 
Menard  is  located  in  Chester,  Illinois. 

.  .  .  Dr.  Brelje,  the  director  of  the  psychiatric  division  and  Dr.  Peres,  a  psy- 
chiatrist employed  by  the  division  have  informed  the  prisoners  and  attorneys 
that  none  of  the  (four)  men  (in  segregation)  are  in  need  of  treatment,  that  they 
are  fully  sane,  and  that  they  should  not  be  held  by  the  psychiatric  division. 

Nevertheless,  each  of  these  men  is  locked  in  a  four  by  ten  foot  cage  .  .  .  (and 
is)   ...  restrained  in  close  proximity  to  persons  with  severe  mental  problems. 

Many  of  the  persons  on  2  Galley — the  section  or  the  prison  they  are  in — are 
kept  drugged  with  thorazine  and  prolixin. 

Since  November  1971  there  have  been  two  suicides  on  2  Galley. 

( Editor's  Note :  For  further  information  write  to  P.O.  Box  892,  Carbondale, 
Illinois.) 

[From  the  Gary  (Ind.)  Post  Tribune,  Oct.  18,  1969] 
INMATE-GUARD  DRUG  RING  IS  SMASHED 

(By  Bob  McClure) 

Michigan  City — Michigan  City  Prison  Warden  Russell  E.  Lash  announced 
here  this  morning  that  prison  officials  and  state  police  have  smashed  an  inmate- 
guard  narcotics  ring  with  the  arrest  of  one  guard. 

Arrested  by  state  police  at  the  prison  Friday  afternoon  was  Joseph  LaRocco 
III,  27,  of  Michigan  City.  LaRocco  had  been  a  guard  since  July. 

He  is  the  son  of  Michigan  City  Councilman  Joseph  LaRocco  and  a  brother 
of  David  LaRocco,  a  Michigan  City  policeman. 

State  police  entered  the  prison  with  a  search  warrant  and  arrested  LaRocco 
in  what  prison  officials  describe  as  the  "Hoosier  Room,"  a  dining  area,  and  found 
him  carrying  385  amphetamine  tablets. 

Lash,  29,  a  three-year  veteran  of  the  FBI,  described  the  pills  as  "very  danger- 
ous drugs." 

He  said,  "LaRocco  paid  $67  for  the  tablets  and  was  selling  them  to  the  inmates 
for  $260." 

"The  inmates  were  selling  them  for  $1  each,"  Lash  said.  "Five  inmates  were 
taken  into  custody  with  LaRocco." 

Dunes  State  Police  Sgt.  Harry  Young,  who  headed  up  the  investigation,  said 
he  expects  a  number  of  residual  arrests,  but  he  wouldn't  say  when  those  arrests 
would  be  made. 

LaRocco  will  be  charged  in  LaPorte  Superior  Court  with  trafficking  with  a 
penal  inmate  and  trafficking  in  dangerous  drugs.  The  first  charge  carries  a  sen- 
tence on  conviction  of  one  to  five  years,  and  the  second  carries  a  one-to-10-year 
prison  sentence. 

Lash  said,  "We've  been  getting  a  lot  of  criticism  lately  and  we're  trying  to  do 
our  best.  We'll  wait  and  see  if  the  people  who  have  been  criticizing  will  follow 
through  now." 

Lash  indicated  that  the  prison  has  drawn  criticism  from  the  courts  and  the 
prosecution  side  of  law  enforcement  and  he  said  on  this  particular  case,  "We'll 
wait  and  see  what  the  courts  do." 
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He  described  the  conclusion  of  the  case  as  a  very,  very  successful  investigation 
and  that  it  is  solid." 

[From  the  Indianapolis  Star,  Mar.  21,  1975] 

EIGHTY  PERCENT  OF  WOMEN  INMATES  DRUGGED,  STATE  BOARD 

TOLD 

(By  Byron  C.  Wells) 

An  investigation  is  under  way  to  determine  why  SO  of  the  100  inmates  at  the 
Indiana  Women's  Prison  here  are  being  given  mind-altering  drugs,  the  Indiana 
Board  of  Correction  was  told  yesterday. 

Robert  P.  Heyne,  correction  commissioner,  told  the  board  meeting  that  the 
State  Department  of  Correction  was  not  aware  of  the  high  number  of  inmates 
receiving  psychotropic  (literally  "mind-changing")  drugs. 

His  comments  were  in  response  to  a  query  by  board  member  J.  David  Baker 
concerning  information  in  a  chart  prepared  by  the  Governor's  Task  Force  on 
Institutional  Security.  Baker  inquired  if  the  figure  80  were  a  typographical  error. 

Heyne  said  the  department's  medical  director  is  investigating  the  use  of  the 
drugs  to  determine  if  they  are  needed. 

Numerous  inmates  claim  that  they  are  being  drugged  by  the  guards  simply 
to  keep  peace  in  the  institution,  officials  have  reported  previously. 

The  chart  was  presented  to  the  Indiana  House  of  Representatives  Ways  and 
Means  Committee  last  week  by  the  Governor's  task  force,  and  copies  automati- 
cally went  to  correction  board  members.  The  chart  also  shows  the  number  of  men- 
tally ill  patients  in  the  state's  penal  institutions. 

The  chart,  however,  was  left  out  of  the  final  report  which  was  made  public  by 
the  task  force  on  Wednesday. 

Several  task  force  members  were  at  a  loss  to  explain  why  the  information  had 
been  omitted  from  the  public  report. 

Meanwhile  it  also  was  disclosed  that  the  Indiana  State  Reformatory  is  usin£ 
a  potent  tranquilizer  called  Prolixin  on  inmates.  The  inmates  call  the  drug  a 
"liquid  straitjacket." 

One  injection  of  a  variety  of  the  drug  could  last  up  to  six  weeks,  official* 
confirmed. 

An  ombudsman  for  Governor  Otis  R.  Bowen  is  investigating  a  case  involving 
an  inmate,  Richard  Maul,  who  reportedly  received  a  forced  injection  of  the 
powerful  drug  on  Feb.  5. 

Michael  L.  Midkiff,  the  ombudsman  (troubleshooter),  also  confirmed  that 
the  inmate  was  locked  in  a  hospital  cell  for  30  days  after  the  incident  before  he 
finally  was  seen  by  a  psychiatrist. 

Midkiff  said  three  guards  and  an  inmate-nurse  subdued  Maul  to  give  him  the 
injection.  Maul,  according  to  witnesses,  said  he  would  not  allow  the  injection, 
but  would  take  a  pill.  His  protests  were  ignored. 

At  least  one  of  the  guards  since  has  said  that  he  would  "never  do  something 
like  that  again,"  according  to  Midkiff. 

Midkiff  said  his  report  to  both  Heyne  and  Bowen  will  question  the  legality  of 
forcing  drugs  on  inmates.  All  the  department  has  to  back  the  procedure  is  an 
unofficial  opinion  from  the  Indiana  attorney-general's  office,  he  said. 

Maul  cannot  be  questioned  because  of  his  present  condition — he  cannot  carry 
on  a  coversation — Midkiff  said. 

Midkiff  added  that  the  investigation  may  also  spill  into  the  use  of  all  drugs 
at  the  penal  institutions.  "They  are  useful  to  a  point  but  I've  been  told  that  some 
have  long-term  effects." 

The  drugs,  reportedly,  are  not  habit  forming. 

Cloid  L.  Shuler,  director  of  the  department's  adult  authority,  said  the  number 
of  women  on  drugs  at  the  prison  "indicates  a  medical  judgment.  I  suspect  they 
are  mostly  tranquilizers.  Women  seem  to  be  more  emotional  about  being  locked 
up."  Mental  patients  may  need  some  type  of  drug  for  treatment. 

Mary  Stewart,  warden  at  the  prison  located  at  401  North  Randolph  Street, 
said  she  was  not  aware  of  the  high  number.  She  explained  that  the  prison  has 
a  doctor  there  one  day  a  week,  and  a  consultant  psychiatrist  is  there  part  of  a 
day  each  week. 

"There  are  a  variety  of  drugs  being  used  here,"  she  said,  "but  we  never  use 
them  on  unruly  inmates.  It  is  left  up  to  the  doctors." 
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The  correction  board  also  expressed  concern  over  the  increasing  number  of 
escapes  from  state  penal  institutions  in  the  last  few  years. 

The  Indiana  State  Prison  had  six  escapes  in  1970,  but  the  number  had  grown 
to  76  last  year.  The  Indiana  State  Reformatory  at  Pendleton  and  Indiana  State 
Farm  at  Putnamville  show  decreases. 

Commissioner  Heyne  said  a  drop  in  the  prisoner  population  has  caused  offi- 
cials to  "take  more  chances  and  use  inmates  who  are  more  escape-prone.  We  are 
working  to  correct  that  now." 

Chart  Shows  Number  Of  Inmates  Receiving  Drugs 

RECEIVING 
INMATE  BEHAVIOR        MENTALLY       MENTALLY    PSYCHOTROPIC 

INSTITUTION                          POPULATION       DISORDERS  ILL 

Indiana  Stale    Prison    1135  300  100 

Indiana  Reformatory    1185  loo  155 

Indiana  Stale    Farm        604  24  18 

Indiana  Women's    Prison    100  50  30 

Indiana  Boy's    School     379  118  70 

Indiana  Girls'   School    152  50  40 

Indiana  Youth    Center    34?  18  22 

GRAND    TOTAL     4024  6i0*  405*  302'  1*7 

•Estimates  based  on  responses  of  institution  staff  and  a  preliminary  study  at  IWP. 
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[From  the  Indianapolis  Star,  June  13,  1975] 
BOYS   SCHOOL   INMATES    SUE   FOR  $1.7  MILLION 

A  class  action  suit  seeking  $1.7  million  damages  was  filed  in  Federal  Court 
yesterday  by  an  Indianapolis  attorney  representing  juveniles  in  the  Indiana 
Boys  School  at  Plainfield. 

The  suit  changes  the  juveniles  were  ill  treated  at  the  school. 

State  officials  named  as  defendants  are  Robert  P.  Heyne,  commissioner  of  the 
Indiana  Department  of  Correction ;  Robert  Hardin,  director  of  the  Indiana  Youth 
Authority,  and  Alfred  Bennett,  superintendent  of  the  school. 

Attorney  M.  Daniel  Friedland  named  as  plaintiffs  Brain  Connell,  Dan  Kennedy, 
Keith  Fletcher,  Terry  Hunt  and  "all  others  similarly  situated." 

The  suit  cited  the  equal  protection  clause  of  the  14th  Amendment  of  the  United 
States  Constitution ;  the  Eighth  Amendment,  "guaranteeing  its  citizens  to  be  free 
from  cruel  and  unusual  punishment,"  and  the  Sixth  Amendment  and  "its  guaran- 
tee of  the  right  to  counsel." 

It  also  cites  10  specific  allegations  involving  Hunt,  in  which  violations  of  the 
three  constitutional  amendments  are  charged  and  asks  that  he  (Hunt)  be  re- 
leased immediately  from  the  school. 

The  suit  contends  the  defendants  are  under  court  order  in  the  Northern  Judi- 
cial District  of  Indiana,  mandating  them  to  "cease  and  desist"  from  using  corpo- 
ral punishment,  tranquilizing  drugs,  solitary  confinement  and  mail  censorship 
and  from  inhibiting  freedom  of  religion. 

Heyne  was  out  of  town  and  could  not  be  reached  for  comment. 


[From  the  Indianapolis  Star,  June  13,  1975] 
REVEAL  BOYS  SCHOOL  DRUG  ABUSE 
(By  Byron  C.Wells) 

The  superintendent  of  tbe  Indiana  Boys  School  at  Plainfield  said  yesterday 
he  is  aware  of  a  "serious  drug  problem"  there  involving  both  pupils  and  staff 
members. 

Alfred  D.  Bennett  made  the  comments  during  a  hearing  on  a  charge  by  a 
former  Boys  School  employee  that  he  was  "set  up"  for  arrest  on  phony  mari- 
juana distribution  charges. 

The  former  employee,  Arthur  D.  Anderson,  a  psychological  counselor,  was 
charged  in  the  hearing  by  two  of  his  coworkers  with  using  and  selling  mari- 
juana to  other  staff  members. 
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Anderson  is   contesting  his  dismissal  before  the   Indiana    State   Employees' 

Appeals  Board. 

Bennett  said  he  asked  for  an  Indiana  State  Police  investigation  of  drug  abuse 
at  the  school  following  persistent  reports  and  rumors.  That  led  to  the  Anderson 
arrest. 

Another  conuselor,  Paula  J.  Haymond,  said  she  was  with  a  group  of  employees 
who  smoked  marijuana  several  times. 

Leo  DeHogne  Jr.,  head  of  the  school's  detention  unit,  admitted  that  he  had 
smoked  marijuana  in  and  around  the  school  on  several  occasions. 

DeHogne  was  not  dismissed  from  the  school,  but  received  a  "strong  repri- 
mand," according  to  testimony  in  the  hearing. 

DeHogne  said  he  purchased  the  marijuana  from  Anderson. 

The  superintendent  said  "several"  school  employees  have  resigned  because 
it  was  learned  they  were  involved  in  drug-related  affairs. 

One  woman  employee  quit  after  officials  conducted  an  inquiry  into  charges 
she  was  having  sexual  relations  with  boys  committed  to  the  school. 

The  hearing  lasted  almost  10  hours  as  the  board  also  heard  charges  of  lack 
of  training  for  the  youths,  and  complaints  of  solitary  confinement,  rapes  and 
shackling  of  boys  in  detention  wards. 

The  board  listened  to  the  nondrug-related  testimony  for  "information  pur- 
poses," according  to  Charles  C.  Thornburg,  its  chairman. 

Verbal  disputes  erupted  throughout  the  hearing  between  James  Bopp,  an 
assistant  Indiana  attorney  general  representing  the  school,  and  Anderson's 
attorney,  M.  Daniel  Friedland. 

School  officials  attempted  to  bar  some  testimony  from  the  hearing,  but  were 
unsuccessful. 

At  one  point,  Anderson  said  that  boys  in  the  detention  wards  are  able  to 
"get  high"  on  legitimate  drugs  dispensed  at  the  school  by  pooling  small  amounts 
prescribed  for  ailing  youths. 

He  also  said  that  there  is  a  clear  lack  of  supervision  in  that  section  of  the 
school,  leading  to  sexual  abuses.  Also,  he  charged,  correctional  guards  are 
guilty  of  taunting  and  verbally  abusing  the  boys. 

The  charges  were  not  directly  denied  during  the  hearing. 

Several  staff  members  said  that  they  were  threatened  by  State  Police  with 
grand  jury  investigations  if  they  did  not  discuss  the  drug  abuse  problem  at  the 
school. 

Miss  Haymond  said  numerous  pupils  had  been  brought  to  her  as  a  coun- 
selor for  treatment.  She  said  she  believed  their  trouble  stemmed  from  mari- 
juana use. 

"I  told  my  supervisors  about  it,  but  nobody  wanted  to  do  anything,"  she  said. 

Bennett  later  said  the  charges  were  investigated. 

One  inmate,  a  14-year-old  boy,  testified  that  he  was  allowed  to  obtain  glue 
to  sniff  from  the  school's  shoe-repair  shop. 

According  to  the  testimony,  most  of  the  marijuana  abuse  occurred  after  the 
staff  members  left  the  grounds,  or  were  leaving. 

The  board  chairman  declined  to  say  how  soon  a  ruling  would  be  made  on 
Anderson's  job  status  and  that  considerable  time  would  be  required  to  veri- 
fy many  of  the  statements  made  at  the  hearing. 

Thornburgh  said  he  suspected  that  "a  lot  of  perjury  was  committed  during 
the  testimony." 

Anderson  faces  a  5-to-20  year  prison  term  if  found  guilty  on  criminal  charges 
of  selling  marijuana. 

[From  the  Indianapolis  News,  June  25,  1975] 
RACIAL  FIGHTS,  DRUGS,   SEX  PLAGUE  JUVENILE  CENTER 

(By  Bob  Hetherington) 

Racial  violence,  homosexuality  and  drugs,  coupled  with  poor  supervision, 
plague  the  Marion  County  Juvenile  Center,  an  investigation  by  The  News  has 
revealed. 

The  investigation,  which  included  interviews  with  center  personnel  and  about 
20  juvenile  detainees,  has  shown : 

1.  Fights  and  beatings  involving  detainees  occur  often  and  usually  are  pro- 
voked by  racial  prejudice.  One  white  youth  told  how  he  had  been  beaten  by 
blacks  as  he  was  using  the  bathroom  last  Thursday  morning. 
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2.  Homosexuality  exists  and  at  times  is  both  aggressive  and  violent.  "Some  of 
them  (homosexuals)  got  out  last  week/'  another  youth  said.  "I  think  they  should 
still  be  here  and  some  others  of  us  leaving." 

3.  Detainees  get  and  use  contraband,  including  cigarettes,  marijuana  and 
occasionaly  other  drugs.  Several  youths  told  of  the  presence  of  marijuana  in 
their  units  even  though  each  youth  was  to  have  been  searched. 

Center  Supt.  Virgil  A.  Brand  has  confirmed  these  problems  exist. 

"Among  detainees,  racial  problems  are  still  occurring,"  he  read  from  a  case- 
worker's memo.  He  said  he  also  would  not  be  surprised  if  racial  prejudice  existed 
among  some  of  the  center's  supervisors,  mos^  of  whom  are  black. 

Judge  Valan  S.  Boring,  who  took  responsibility  for  the  Juvenile  Court  last 
November  when  he  was  appointed  to  replace  the  late  Harold  Fields,  said  he 
knew  of  the  homosexual  attack  ca.se  and  about  low  salaried  employes  at  the 
center,  but  did  not  know  details  of  other  problems. 

Judge  Boring  said,  "Unless  someone  from  the  center  tells  what  is  going  on, 
I  don't  know.  Next  week  I  will  start  sitting  in  on  center  staff  meetings,  so  I  know 
what  is  going  on."  In  the  past  the  juvenile  judge  didn't  sit  in  on  staif  meetings, 
Boring  said. 

Brand  also  confirmed  that  a  10-year-old  boy  had  been  homosexually  raped  by 
an  other  center  detainee  about  a  month  ago  and  that  other  homosexual  activity 
goes  on.  He  also  said  detainees  are  able  to  get  cigarettes  and  occasionally  mari- 
juana into  the  center ;  however,  he  did  not  verify  reports  of  other  drug  abuse. 

Brand,  who  has  been  superintendent  16  years,  said  poor  judgment  by  some 
staff  members  has  added  to  the  problems.  He  said  he  often  is  forced  to  hire 
"bodies"  as  child  supervisors  rather  than  more  qualified  persons.  The  starting 
salary  for  a  child  supervisor  is  $4,800  a  year,  which  is  less  than  a  trash  collector 
or  janitor  makes. 

A  city  trash  collector  makes  about  $8,000  a  year  for  a  40-hour  week,  while 
a  maintenance  assistant  at  the  center  makes  about  $5,100. 

"By  upgrading  the  center's  budget."  Brand  said,  "you  would  be  able  to  pay 
higher  salaries  and  get  better  qualified  people."  With  City-County  Council  co- 
operation in  funding,  the  possible  implementation  of  several  community  spon- 
sored juvenile  programs  such  as  a  24  hour  intake  and  juvenile  diversion  plan  and 
several  new  laws,  one  of  which  allows  juveniles  more  than  15  years  old  and 
charged  with  serious  crimes  to  be  bound  over  to  county  jail.  Brand  said  he 
is  optimistic  problems  at  the  center  can  be  cut  considerably. 

The  center  at  2451  N.  Keystone  is  a  holding  facility  for  offenders  under  18.  It 
is  not  a  rehabilitation  center.  Just  as  charges  against  detainees  range  from 
robbery  to  runaway,  so  their  lengths  of  stay  vary  from  overnight  to  m?ny  months. 

Yesterday  there  were  146  juveniles  on  the  Center  roster,  but  in  recent  months 
the  number  has  been  250.  The  center  has  between  230  and  240  beds.  When  the 
number  of  detainees  is  above  that,  offenders  sleep  on  mattresses  on  the  floor. 

Both  detainees  and  Brand  agreed,  though,  that  there  are  good  supervisors  at 
the  center. 

Most  of  the  problems  seem  to  occur  when  supervisors  with  "I  don't  care" 
attitudes  are  on  duty  or  fail  to  report  for  duty,  as  is  often  the  case,  Brand  and 
other  sources  said. 

[From  the  Kansas  City  (Mo.)  Star,  July  12,  1973] 
YOUNG  INMATES  LACK  WORK 

(By  Laura  Scott) 

Topeka. — A  special  committee  of  the  Kansas  Legislature  charged  today  the 
Kansas  State  Industrial  Reformatory  at  Hutchinson  is  deficient  in  the  areas  of 
work  discipline  for  inmates,  food  services  and  employee  morale,  but  no  worse 
than  others  in  problems  of  homosexuality  and  drug  use. 

The  special  committee  on  social,  rehabilitative  and  penal  institutions  has 
finished  its  preliminary  report  on  the  reformatory  for  presentation  to  the  1974 
Legislature.  The  committee  next  will  undertake  a  study  of  the  Girls  Industrial 
School  at  Beloit. 

"We  did  everything  we  could  to  try  to  find  out  what  was  going  on  out  there 
(at  K.S.I.R.),"  Sen.  Wint  Winter  (R-Ottawa),  committee  chairman,  said.  "We 
sought  evidence  from  every  possible  source." 
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The  committee  interviewed  about  half  of  the  institution's  510  inmates  in  three 
days  of  re-search  and  talked  with  employees,  inmate  relatives  and  administrative 
personnel. 

"Our  report  is  most  critical  in  the  area  of  failure  to  establish  a  work  discipline 
to  keep  all  inmates  busy  at  all  times  in  constructive,  meaningful  work,"  Winter 
said. 

The  committee  found  that  a  majority  of  the  inmates  spend  only  a  few  hours 
each  day  working  in  a  productive  capacity  or  receiving  educational  training,  and 
several  have  no  formal  daily  routine  whatsoever. 

The  report  noted  that  the  committee  was  "seriously  concerned  about  the  al- 
most total  lack  of  meaningful  rehabilitation  programs  at  K.S.I.R.  and  the  nega- 
tive effects  of  maximum  security  confinement  upon  a  great  many  inmates  who 
would  be  substantially  benefitted  by  participation  in  a  work-release  program." 

Penal  officials  have  indicated  to  the  committee  members  that  as  many  as  200 
inmates  could  be  on  work-release  programs  as  compared  with  the  present  36. 

"It  is  imperative  that  the  director  of  penal  institutions  immediately  develop 
plans  for  expanding  the  work-release  program  to  the  maximum  possible  number 
of  inmates,"  the  report  stated. 

"The  next  most  critical  area  was  food  services,"  Winter  said,  adding  that 
charges  of  poor  food  quality  and  sanitation  had  been  made  before  the  com- 
mittee visited  the  institution.  "Changes  had  not  been  made  to  the  satisfaction 
of  the  administration  or  to  our  satisfaction." 

The  committee  recommended  that  standards  applicable  to  private  concerns 
involved  in  food  service  should  be  applied  to  the  food  service  operation  of  state 
agencies.  Specifically  it  suggested  that  state  agencies  responsible  for  inspection 
of  food  service  should  inspect  the  facilities  at  K.S.I.R. 

Winter  said  the  level  of  employee  morale  "was  lower  than  we  thought  it 
should  be."  The  report  noted :  "It  is  incumbent  upon  the  administration  to  take 
action  to  bring  about  improvements  in  the  whole  area  of  employee-employer 
relations." 

Of  reports  about  drugs  being  smuggled  into  K.S.I.R.  and  homosexuality  among 
inmates,  committee  members  agreed  the  problems  do  exist. 

"Regarding  homosexuality,  this  institution  is  not  substantially  different  from 
other  institutions  in  this  regard,"  Winter  said.  "There  are  controls  on  it.  There 
are  disciplinary  actions.  We  talked  to  inmates  who  discussed  inmate  rapes,  but 
we  couldn't  verify  any  rapes." 

Rep.  Charles  Durfee  (R-Ness  City),  committee  vice-chairman,  said  no  evi- 
dence was  found  that  drug  use  among  inmates  exists  to  a  great  extent. 

The  report  notes  that  marijuana,  alcohol  and  some  drugs  are  available  "at 
some  time.  It  is  the  committee's  belief  that  this  condition  reflects  the  relative 
abundance  of  such  drugs  outside  the  institution.  .  .  .  The  committee  does  not 
believe  that  drugs  are  available  at  K.S.I.R.  any  more  than  at  other  similar 
institutions  throughout  the  country." 

Winter  said  the  committee  was  "unable  to  verify  charges  that  state  employees 
brought  in  contraband."  He  pointed  out  that  a  special  security  police  force 
which  operates  within  the  institution  has  found  homemade  weapons  such  as 
small  knives  but  there  was  no  evidence  of  inmates  with  pistols. 

Winter  said  there  was  a  concensus  in  the  committee  that  reports  of  inmates 
running  the  institution  were  false. 

Other  conclusions  and  recommendations  by  the  committee  : 

The  honor  camp  program  should  be  merged  with  the  work-release  program  and 
the  state  agencies  should  reimburse  both  the  correctional  institution  for  its  cost 
of  furnishing  inmates  and  the  inmate  for  his  labor. 

Work-release  and  home  visitation  should  be  liberalized  to  permit  persons  con- 
victed of  crimes  of  violence  to  participate. 

There  is  a  need  for  additional  halfway  house  facilities  for  work-release  inmates. 

Intensive  pre-release  counseling  is  needed  to  orient  the  inmate  to  changes  that 
have  occurred  outside  in  society. 

Most  of  the  vocational  training— printing,  electrical,  plumbing,  carpentry- 
was  of  little  permanent  benefit  to  most  inmates. 

The  penal  director  and  the  K.S.I.R.  administration  have  not  made  adequate 
use  of  the  opportunities  at  Hutchinson  area  educational  institutions. 

Racial  problems  reported  to  exist  within  the  institution  were  attributed  in  part 
to  interpersonal  relationships  among  inmates,  to  tensions  outside  the  institution 
and  to  activities  of  correctional  officers.  There  may  be  a  relationship  between  the 
level  of  homosexual  activity  and  the  level  of  racial  tension. 
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Criticism  from  employees  indicates  that  certain  employee  cliques  exist  and  this 
results  in  inconsistent  and — preferential  treatment  of  staff. 

Complaints  were  received  that  correctional  officers  are  assigned  duties  within 
the  institution  in  an  arbitrary  manner  and  personnel  assignment  is  designed  in 
part  to  be  punitive. 

[From  the  Louisville  Courier-Journal,  Mar.  17,  1974] 
QUANTITY  OF  DRUGS  HAS  "DISAPPEARED"  AT  PENITENTIARY 

(By  John  Filiatreau) 

A  six-month  investigation  by  The  Courier-Journal  indicates  that  a  huge  quan- 
tity of  addicting  drugs  was  ordered  for  use  at  the  Kentucky  State  Penitentiary 
at  Eddyville  between  January  1971  and  October  of  last  year — and  that  much  of  it 
disappeared  through  other  than  legitimate  channels. 

Records  kept  at  the  penitentiary  fail  to  account  for  thousands  of  dosages  of 
the  drugs.  The  Courier-Journal  has  learned.  Consequently,  it  is  impossible  to 
determine  what  actually  became  of  the  medicines  after  they  were  purchased  with 
taxpayers'  money. 

However,  there  are  indications  that  some  of  the  substances — including  such 
addicting  drugs  as  morphine,  dilaudid  and  phenobarbital — have  been  available 
to  inmates  at  prices  ranging  from  $5  to  $12  per  dosage. 

Persons  who  have  worked  in  the  penitentiary's  medical  facility  say  it  is  "im- 
possible, utterly  impossible"  for  such  a  quantity  of  drugs  and  narcotics  to  have 
been  dispensed  through  the  prison's  legitimate  medical  channels. 

"If  all  those  narcotics  went  out  through  the  hospital  and  the  pill  line  down 
at  Eddyville,"  said  one  former  medical  employee  at  the  prison,  "then  we've  sure 
as  hfdl  created  more  addicts  than  we've  treated." 

Records  obtained  from  the  Kentucky  Department  of  Finance,  documents  from 
Department  of  Corrections  files  (including  reports  of  two  prison  drug  inventories 
taken  last  year),  and  memoranda  from  several  current  and  former  employees  of 
the  Corrections  Department  reflect  the  fact  that  massive  quantities  of  the  drugs 
have  been  removed  from  the  institution's  narcotics  vault,  which  until  last  summer 
was  kept  in  the  "outer  office"  of  prison  Supt.  Henry  Cowan. 

The  two  inventory  reports  show  that  the  institution's  records-keeping  sys- 
tem for  addicting  and  federally  controlled  medicines  was  a  jumble  of  figures 
which  failed  to  accurately  reflect  the  contents  of  the  prison's  narcotics  vault. 

The  Courier-Journal  investigation  indicates  that  security  precautions  designed 
to  control  the  purchase  and  dispensation  of  such  drugs  have  been  grossly 
inefficient,  and  that  prison  administrators  have  exercised  little  control  over  the 
handling  of  such  medications — though  administrators  of  other  hospitals,  phar- 
macies and  clinics  are  routinely  required  to  account  for  every  dosage  of  such 
substances. 

A  number  of  memoranda  show  that  the  deficiencies  repeatedly  were  brought 
to  the  attention  of  Supt.  Cowan — who,  according  to  some  of  his  colleagues, 
refused  to  take  action  to  correct  them. 

The  newspaper  has  also  determined  that  there  is  no  govenmental  agency 
charged  with  inspecting  state-operated  institutions  ;;nd  enforcing  state  and 
federal  narcotics  laws.  The  hospital  and  pharmacy  at  Eddyville,  for  example, 
has  not  been  inspected  for  "at  least  two  years,"  according  to  N.  Earl  Becknell, 
director  of  the  Narcotic  and  Drug  Control  Program  of  the  State  Department  of 
Health. 

It  should  be  noted  that  most  of  the  narcotics  were  purchased  during  a  one- 
year  period,  calendar  year  1971,  and  that  the  purchases  fell  off  drastically  after 
that  year.  Cowan  was  not  named  superintendent  at  Eddyville  until  April  2S, 
1972.  John  W.  Wingo  was  superintendent  during  the  time  when  most  of  the 
drug  purchases  were  made.  However,  the  investigation  indicates  that  Cowan 
did  little  to  insure  the  security  of  the  drugs,  as  required  by  law  and  dictated  by 
by  good  correctional  practice. 

BECOHDS    NOT   CURKENT 

Among  the  findings  of  the  newspaper's  investigation,  which  spans  both 
administrations : 

Massive  quantities  of  narcotic  drugs  and  other  addicting  substances — such  as 
morphine,    dilaudid,    phenobarbital   and   meperidine    (qualitatively   similar   to 
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morphine)— have  been  ordered  by  prison  authorities,  purchased  with  tax  money, 
and  used,  though  former  treatment  personnel  at  the  prison  say  such  drugs  are 
rarely  dispensed  through  the  institution's  legitimate  medical  channels. 

Records  kept  at  the  penitentiary  fail  to  adequately  account  for  the  narcotics, 
though  federal  law  requires  that  such  substances  be  very  carefully  controlled. 
In  some  cases,  according  to  memoranda  and  inventory  reports  prepared  by  staff 
members  at  the  prison,  the  records  at  Eddyville  have  been  "off"  by  several 
thousand  dosages  of  some  federally  controlled  substances. 

State  purchasing  records  and  other  documents  in  the  possession  of  The  Cou- 
rier-Journal indicate  that  some  narcotics  may  have  been  purchased  with  funds 
other  than  state  funds ;  that  some  may  have  been  ordered  and  received  but  not 
reported  to  federal  authorities  as  required  by  law ;  and  that  the  signature  of  the 
late  Dr.  Max  C.  Salb,  who  once  worked  at  the  prison,  may  have  been  forged  on 
federal  reporting  forms. 

A  number  of  persons  estimated  at  "between  10  and  15,"  including  custodial 
personnel,  have  had  ready  access  to  the  vault  in  which  addicting  and  federally 
controlled  drugs  are  kept.  Some  of  these  people  have  had  access  to  the  vault, 
which  also  contains  such  things  as  guns  and  hacksaw  blades,  at  odd  hours  and 
without  supervision. 

One  former  medical  employe  at  the  prison  has  claimed  that  an  inmate  aide 
was  caught  stealing  drugs  from  the  prison  infirmary.  Cowan  allegedly  was 
informed  of  this  but  refused  to  order  the  inmate's  work  assignment  changed. 

Non-qualified  prison  personnel  have  written  prescriptions,  and  non-medical 
staff  members,  including  inmate  aides  and  custodial  officers,  have  been  allowed 
to  dispense  prescription  drugs. 

LACK  OF  CONTKOLS  CONCEDED 

Supt.  Cowan  and  Corrections  Commissioner  Charles  J.  Holmes  acknowledge 
that  narcotics-control  procedures  at  the  penitentiary  have  been  inadequate,  but 
claim  the  problems  have  largely  been  solved  with  the  recent  hiring  of  a  phar- 
macist and  a  full-time  doctor  to  work  at  the  prison. 

Cowan  says  he  had  the  narcotics  moved  from  a  basement  room  into  his  "outer 
office"  (actually  the  office  of  his  secretary)  when  he  came  to  the  penitentiary, 
"for  security  reasons."  After  he  was  informed  last  year  that  the  narcotics  were 
still  disappearing,  he  ordered  them  moved  into  the  office  of  the  prison's  asso- 
ciate superintendent  for  administration,  William  Egbert.  Only  one  person,  Assoc. 
Supt.  for  Treatment  James  Stephens,  has  access  to  the  narcotics  now,  according  to 
Cowan. 

Cowan  says  he  relied  on  his  subordinates  to  see  that  proper  records  were  kept 
of  narcotics,  and  that  he  was  largely  unaware  of  any  irregularities. 

Cowan  was  recently  interviewed  at  an  Elizabethtown  motel.  Commissioner 
Holmes  declined  to  grant  permission  for  a  reporter  to  interview  prison  hospital 
administrator  Ivan  Davis  and  a  number  of  inmates.  Permission  to  view  narcotics 
and  medicine  records  at  the  penitentiary  and  to  view  other  institutional  records 
relating  to  the  expenditure  of  tax  funds  was  not  granted. 

THE   LIST   OP   PUBCHASES 

Purchasing  records  obtained  last  October  from  the  state  Department  of  Fi- 
nance indicates  that  medicine  purchased  for  the  penitentiary  between  January 
1971  and  September  1973  included  the  following  substances : 

Morphine — approximately  900  single-dose  (%  grain)  injectibles  purchased 
between  Jan.  21, 1971,  and  Oct.  19  of  the  same  year. 

Dilaudid — approximately  5,500  dosages  (^  grain)  in  water-soluble  tablet 
form  purchased  between  March  18,  1971,  and  Dec.  29,  1971. 

Meperidine — approximately  900  dosages  (100  mg.)  purchased  between  March  18, 
1971,  and  Dec.  21, 1971. 

Codeine — approximately  500  dosages  (1  grain)  in  water-soluble  tablets  pur- 
chased on  Sept.  10,  1971. 

Demerol — approximately  200  dosages  (100  mg.)  injectibles  purchased  on 
Oct.  11,  1972. 

Phenobarbital — approximately  15,000  dosages  (100  and  120  mg.)  purchased  be- 
tween April  6, 1971,  and  Oct.  11, 1972. 

Talwin — approximately  1,900  dosages  purchased  between  April  2,  1971,  and 
April  10,  1972. 
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Morphine  sulphate  is  a  potent  analgesic  (pain  killer)  prepared  from  opium. 
Dilaudid  hydrochloride  is  a  shorter-acting  analgesic  derived  from  morphine. 
Meperidine  hydrochloride  is  the  same  as  Demerol— a  synthetic  analgesic  resem- 
bling morphine  in  its  use  and  effects.  Codeine  is  another  narcotic  derived  from 
morphine.  Talwin  is  a  trade  name  for  pentazocine,  a  potent  analgesic  for  oral 
use.  Phenobarbital  is  a  strong  barbiturate,  particularly  useful  in  the  treatment  of 
epilepsy. 

All  are  addicting  and  very  much  subject  to  abuse. 

The  analgesics  are  prescribed  for  relief  of  severe  pain ;  because  of  their  strong 
addicting  properties,  they  are  not  prescribed  casually  or  for  extended  periods 
of  time  (as  tranquilizers  are,  for  example) . 

Morphine,  dilaudid,  meperidine  (Demerol)  and  codeine  are  subject  to  very 
stringent  federal  controls  under  the  federal  Controlled  Substances  Act  of  1970 
and  state  controls  under  the  Kentucky  Controlled  Substances  Act  of  1972. 
Phenobarbital  is  a  less  stringently  controlled  substance.  In  its  tablet  form, 
pentazocine  (Talwin)  is  not  a  controlled  substance,  though  Kentucky  health 
authorities  lobbied  for  its  inclusion  on  the  list,  according  to  Becknell. 

MARKET    VALUES    ESTIMATED 

Cost  to  the  state  of  these  substances  is  comparatively  nominal.  For  example,  the 
900  dosages  of  morphine  were  purchased  from  pharmaceutical  firms  for  less  than 
$250,  at  a  cost  of  approximately  25  cents  per  dose.  If  the  morphine  were  sold  to 
inmates  at  the  current  price  of  at  least  $5  per  dosage,  however,  the  morphine 
would  be  worth  nearly  $5,000. 

The  profitability  of  some  of  the  other  substances  is  even  greater.  The  5,500 
dosages  of  dilaudid  were  purchased  for  less  than  $250 — less  than  5  cents  per 
dosage— and  might  be  worth  as  much  as  $30,000  if  made  available  to  prisoners. 

The  total  cost  of  all  the  substances  to  the  state  amounts  to  less  than  $5,000, 
though  their  value  in  the  illicit  prisoner  population  has  been  estimated  at 
"$100,000  or  more"  by  a  former  corrections  department  employee  at  Eddyville. 

It  cannot  be  determined  how  much  of  the  narcotics  might  have  been  sold  to 
inmates;  however,  prisoners  and  corrections  department  personnel  agree  that 
such  drugs  have  often  been  available  to  prisoners  who  are  able  to  pay  prices  vari- 
ously estimated  at  from  $5  to  $12  per  dosage. 

Inmates  at  Eddyville,  in  correspondence  with  several  attorneys  and  news- 
men, claim  that  morphine  (%  grain)  and  dilaudid  (He  grain)  have  often  been 
available  "on  the  yard"  at  the  prison,  "selling  for  as  high  as  $12."  One  inmate, 
who  worked  for  a  time  in  the  prison  hospital  says,  "While  I  was  working  at  the 
hospital  ...  all  inmate  nurses  were  using  narcotics  with  the  exception  of  two 
or  three.  Some  even  maintained  a  habit  for  months  at  a  time  in  addition  to 
selling  to  the  inmates  on  the  yard." 

Other  drugs  reportedly  diverted  from  the  hospital  and  pharmacy  into  the 
prison  population  include  librium  and  valium,  which  are  tranquilizers. 

Substances  not  purchased  for  the  hospital,  like  heroin  and  amphetamines,  are 
reportedly  available  to  prisoners  on  occasion. 

DRUG    OVERDOSES    TREATED 

One  man  hired  from  "the  outside"  to  work  in  the  hospital  claims  he  treated 
"from  five  to  25  prisoners  a  month"  for  drug  overdoses  while  he  was  employed 
at  the  prison. 

"It  was  every  kind  of  drugs  you  can  imagine,"  he  said,  "and  most  of  it  was 
probably  brought  in  from  outside.  But  things  like  morphine,  for  example,  you 
just  can't  buy  out  on  the  street  very  often.  And  with  the  records  they  kept  at 
the  prison,  it  was  impossible  to  keep  track  of  the  hospital  medications.  And 
things  like  morphine  and  dilaudid — well,  these  are  the  top  of  the  heap." 

The  former  employe,  who  asked  to  remain  anonymous  for  fear  of  physical 
harm,  worked  in  the  hospital  for  nearly  all  of  1973.  He  said  there  is  "just  no 
way"  such  quantities  of  narcotics  and  addicting  drugs  could  have  been  used  in 
the  hospital's  normal  business. 

"There  are  practically  none  of  those  narcotics  left  at  Eddyville  now,"  he  said 
last  November.  "During  the  whole  time  I  was  there,  I'll  bet  we  didn't  use  a  real 
narcotic  more  than  10  times,  because  in  cases  of  real  trauma  (requiring  a  strong 
analgesic),  we  practically  always  sent  them  to  outside  hospitals  right  away. 
And  we  didn't  do  any  surgery  there  at  all  " 
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The  employe,  a  nurse,  said  the  prison  hospital  normally  had  a  patient  load  of 
"eight  or  ten,"  except  in  cases  when  "a  virus  or  flu  or  something  like  that  was 
going  around." 

Supt.  Cowan  said  security  at  Eddyville  is  tighter  than  ever  before.  He  noted 
that  bootleg  drugs  are  selling  for  $5  or  more  per  dosage ;  and  suggested  that  the 
inflated  price  indicates  that  "we've  been  pretty  successful  in  the  areas  we've 
tightened  up." 

Over  the  past  half  year,  the  penitentiary  has  had  an  average  population  of 
approximately  960,  according  to  Corrections  Department  officials,  who  have 
acknowledged  in  the  past  that  drugs  are  routinely  used  to  "control"  inmates 
thought  capable  of  violence. 

These  drugs  are  generally  tranquilizers  or  barbiturates ;  state  records  show 
that  approximately  75,000  dosages  of  thorazine,  a  strong  tranquilizer,  have  been 
purchased  for  use  at  the  penitentiary  since  April  1971  and  that  only  about  half 
that  amount  was  on  hand  as  of  May  1973. 

All  told,  according  to  a  recent  story  in  The  Louisville  Times,  approximately 
82,000  tranquilizer  pills  were  consumed  at  Eddyville  during  the  last  year  and  a 
half  alone.  According  to  Cowan,  56,940  tranquilizers  were  consumed  by  the  ap- 
proximately 30  men  in  the  prison's  "neuropsychiatric  ward,"  known  by  the  pris- 
oners and  their  guards  as  the  "nut  ward." 

WHAT    DRUG    INVENTORY    SHOWED 

An  inventory  of  drugs  and  medicines  on  hand  at  the  penitentiary  was  taken 
last  May  7  by  William  Lasley,  who  was  then  associate  superintendent  for 
treatment. 

Drugs  on  hand  at  that  time  included  : 

Morphine — 147  needle  units. 

Dilaudid — nonet. 

Meperidine — 43  units. 

Codeine — 374  dosages. 

Talwin — none. 

Demerol — 61  vials. 

Phenobarbital — approximately  5,000  dosages. 

If  these  records  are  correct,  the  following  quantities  of  addicting  and/or  fed- 
erally controlled  substances  have  been  dispensed  from  the  prison's  narcotics  vault 
in  a  period  of  just  over  two  years  : 

Morphine — 753  dosages. 

Dilaudid — 5,500  dosages. 

Meperidine — 857  dosages. 

Codeine — 126  dosages. 

Talwin — 1,900  dosages. 

Demerol — 139  dosages. 

Phenobarbital — approximately  10,000  dosages. 

Estimating  the  population  of  the  prison  at  1,000,  these  figures  indicate  that 
consumption  of  these  addictive  substances  at  the  penitentiary  has  amounted  to 
approximately  29  dosages  for  every  inmate  over  a  period  of  a  little  more  than 
two  vears. 

When  the  inventory  was  finished,  Lasley  sent  the  following  memorandum  to 
Supt.  Cowan : 

"It  is  impossible  to  account  for  the  narcotics  under  the  system  used  to  store 
them  here  at  this  institution.  With  other  employes  entering  the  vault  from  time 
to  time  for  various  reasons  the  storage  place  is  not  adequate.  A  recent  check 
has  revealed  the  count  to  be  very  far  off.  A  check  by  the  FNA  (Federal  Narcotics 
Administration)  would  be  very  embarrassing  at  this  time." 

COWAN   REPLIES   TO    LASLEY 

The  Courier-Journal  has  obtained  copies  of  the  memorandum  and  of  the  inven- 
tory report  compiled  by  Lasley,  as  well  as  a  copy  of  Cowan's  reply  : 

"I  appreciate  your  concern  about  narcotics.  This  is  an  area  I  have  been  con- 
cerned with  for  some  time.  I  would  welcome  any  suggestions  you  have  regarding 
a  suitable  place  for  these  narcotics  to  be  stored. 

"I  would  also  like  to  call  your  attention  to  the  fact  that  you  have  had  institu- 
tion medicine  stored  in  your  office.  It  has  been  reported  to  me,  on  several 
occasions,  the  fact  that  you  have  had  an  inmate  .  .  .  clean  your  office  during 
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times  neither  you  nor  any  member  of  your  staff  was  present.  .  .  ,A [The i?1^) 
would  be  alone  in  your  office  with  the  door  locked.  I  do  not  think  that  the 
narcotics  should  be  in  your  office.  ...  „•„„*„, 

"Again  I  state  I  note  your  concern  and  the  fact  it  might  be  embarrassing  for 
you,  being  in  charge  of  medicines,  and  me,  since  I  am  ultimately  responsible 
for  the  institution,  if  someone  were  to  check  this  area." 

Lasley  and  several  other  current  and  former  penitentiary  employes  say  the 
only  medicines  ever  kept  in  his  office  were  such  harmless  substances  as  aspirin 
and  Maalox  (an  antacid). 

Cowan  acknowledged  that  the  inmate  mentioned  in  his  memorandum  was  never 
known  to  be  involved  in  the  theft  of  medications  or  anything  else  from  Lasley's 

office.  .  .  ,  _, 

Lasley,  contending  that  Cowan  had  accused  him  of  impropriety,  wrote  Com- 
missioner Holmes,  asking  for  a  formal  hearing  on  the  matter.  He  was  never 
afforded  such  a  hearing.  Shortly  thereafter,  Lasley  was  transferred  to  another 
position  within  the  Corrections  Department.  He  now  lives  and  works  in 
Frankfort. 

SECOND   INVENTORY    TAKEN 

During  June,  two  hospital  employes  did  a  second  inventory  of  the  narcotics 
stored  in  the  vault.  They  found,  once  again,  that  the  prison's  records  did  not 
adequately  reflect  reality. 

Their  findings,  described  in  a  memo  they  later  sent  to  Cowan : 
The  following  is  the  actual  count  of  these  Controlled  Drugs  and  what  the 
Narcotics  sheet  says  it  should  be : 

1.  Bentvl  W/Phenobarbital : 

in  Vault 2-  375 

Register 228 

2.  Phenobarbital  Grm.  1%  : 

Actual  Count 3, 103 

Register 325 

3.  Demerol  100  mg. : 

Actual  Count  (tubex) 4 

Unable  to  get  accurate  count  off  register. 

4.  Codeine  Tablets  y2gr. : 

Actual  Count ^06 

Register 429 

5.  Morphine  Sulphate  *4gr.  tubex  : 

Actual  Count 197 

Register 97 

6.  Dilaudid : 

Strength   and   solution   not   known.   There  is   zero    (0)    on   hand. 

7.  Duotrate  with  Phenobarbital : 

Actual  Count 200 

Register  Count 0 

Note. — Register  shows  they  used  69  more  (duotrate  with  phenobarbital)  than  they 
were  supposed  to  have  had.  This  count  was  made  by  Dr.  Williams  and  M.  Stanley. 

i  >on  Williams  was  working  in  the  prison  hospital  as  a  licensed  practical  nurse 
at  the  time ;  Milton  Stanley  was  employed  as  a  medical  aide.  Neither  was  a 
prisoner.  Williams  was  fired  last  November ;  Stanley  still  works  at  the  prison. 
Their  memo  to  Cowan  is  in  the  possession  of  The  Courier-Journal. 

Their  inventory  indicates  that  in  just  one  month,  between  Lasley's  inventory 
and  theirs : 

Fifty  additional  injectibles  of  morphine  made  their  way  into  the  vault,  (hough 
state  purchasing  records  show  no  such  purchase  was  made  with  tax  money. 

Thirty-two  tablets  of  codeine  appeared,  again  with  no  record  of  such  a  pur- 
chase. 

Fifty-seven  dosages  of  Demerol  were  removed  from  the  vault. 

The  narcotics  register  was  incorrect  by  2,147  dosages  of  bentyl  with  pheno- 
barbital; by  2,778  dosages  of  phenobarbital;  by  23  tablets  of  codeine;  by  100 
injectibles  of  morphine;   and   by  200  dosages  of  duotrate  with  phenobarbital. 

CONFUSION    REPORTED    TO    COWAN 

The  institution's  records  were  so  confused  that  it  was  impossible  to  tell  how 
many  dosages  of  Demerol  should  have  been  in  the  vault. 
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And  the  narcotics  register— reportedly  the  only  documentation  of  the  dispensa- 
tion of  narcotics  at  the  prison— indicated  that  69  dosages  of  duotrate  with  pheno- 
barbital  had  been  used,  though  they  weren't  supposed  to  have  been  on  hand  at  all. 

One  hospital  employe  was  so  alarmed  about  all  this  that  he  went  to  see  Cowan 

about  it. 

"I  said.  -Mr.  Cowan,  they're  disappearing.'  I  said,  'There's  no  way  we  can  keep 
an  accurate  count  of  them— somebody's  going  to  get  in  trouble  over  these  drugs.' 

He  said,  ' ,  I  run  this  institution  and  you  can  either  stay  here  and 

it  (will)  be  run  my  way,  or  you  can  leave.'  That's  exactly  what  he  told  me,  so 
there  was  no  more  I  could  say." 

The  employe  said  he  visited  Cowan  one  other  time  to  discuss  the  drug  situation. 

"I  said,  'Mr.  Cowan.  I  have  my  doubts  that  a  lot  of  this  stuff  is  legal  that 
we're  doing  here.'  He  said,  'We've  been  doing  it  for  years.'  " 

(Cowan  said  he  does  not  remember  saying,  "We've  been  doing  it  for  years.") 

"Bov,"  continued  the  employe,  they  (the  drug  records)  were  way  off.  I  mean, 
some  of  them  got  into  the  hundreds,  the  thousands  .  .  .  And  even  if  any  of  them 
had  been  destroyed,  they'd  still  have  had  to  show  it  on  the  narcotics  papers, 
which  they  didn't  show  it.  I've  never  seen  any  medicines  destroyed  at  Eddyville 
at  all." 

Another  source  close  to  the  penitentiary  administration  said  Lasley  destroyed 
a  large  quantity  of-  drugs  last  spring  by  dumping  them  into  the  Cumberland 
River  near  the  penitentiary,  but  that  it  was  'mostly  harmless  medicine  that  was 
outdated  and  worthless."  He  said  "thousands  of  dollars  worth"  was  destroyed. 
Questioned  about  the  incident.  Lasley  refused  to  comment. 

In  connection  with  a  suit  filed  last  year  against  several  Corrections  Depart- 
ment officials,  a  number  of  documents  were  filed  last  October  in  U.S.  District 
Court  in  Louisville  by  Commissioner  Holmes.  The  commissioner  was  responding 
in  writing,  under  oath,  to  interrogatories  of  the  attorney  for  the  plaintiff. 

The  suit,  which  is  still  pending,  was  filed  on  behalf  of  a  former  prisoner  who 
claims  the  officials'  failure  to  provide  adequate  medical  care  caused  him  to  lose 
an  arm. 

The  documents  filed  by  Holmes  in  response  to  the  interrogatories,  are  "official 
order  forms"  which  were  filed  with  the  Internal  Revenue  Service,  federal  De- 
partment of  the  Treasury.  Such  forms  are  no  longer  filed  with  Internal  Revenue, 
but  are  filed  with  the  Bureau  of  Narcotics  and  Dangerous  Drugs,  U.S.  Depart- 
ment of  Justice. 

The  documents  do  not  correspond  to  the  purchasing  forms  obtained  from  the 
Kentucky  Department  of  Finance,  as  the  law  demands.  The  documents,  copies  of 
Which  are  in  the  possession  of  The  Courier-Journal,  indicate : 

That  some  purchases  reported  to  federal  authorities  apparently  weren't  made 
with  state  funds ; 

That  some  of  the  federal  forms  may  have  been  altered ; 

That  the  signature  of  Dr.  Max  C.  Salb.  who  was  the  prison  physician  until 
Mrch  1971  may  have  been  forged  on  two  of  the  federal  forms. 

Most  of  the  forms  bear  the  signatures  of  Dr.  Salb  and  of  the  penitentiary's 
business  manager,  William  Seeley.  The  dates  on  some  of  the  documents  are 
difficult  to  decipher  because  of  poor  quality  copying. 

The  documents  are  apparently  the  only  such  order  forms  filed  with  the  federal 
government  as  of  last  October — according  to  the  terms  of  the  interrogatory 
which  they  were  filed  to  satisfy. 

The  interrogatory  asked :  "Submit  exact  copies  of  any  and  all  BND-BNDD 
form  222-Cs  (drug  order  forms)  completed  by  the  appropriate  prison  authority 
and  state  the  nature  of  the  action  taken  on  each  order  by  the  person  required  to 
approve  such  purchases,  and  the  dates  of  such  actions." 

Nine  forms  were  surrendered  in  response. 

If  these  are  indeed  the  only  such  forms  extant,  then  it  appears  that  the  docu- 
ments disclose  several  irregularities : 

An  Internal  Revenue  Service  form  dated  Oct.  12,  1971  indicates  that  4,000  % 
grain  tablets  of  dilaudid  were  ordered  from  the  Knoll  Pharmaceutical  Co.  of 
Orange,  N.J.  There  is  no  purchasing  record  from  the  Department  of  Finance 
which  corresponds  with  this  document.  According  to  the  state  purchasing  records, 
on  Oct.  IS  of  that  year  2,000  tablets  of  dilaudid  (1/16  grain)  were  purchased 
with  state  funds. 

The  federal  form  bears  the  signature  of  Dr.  Salb,  but  the  signature  is  dis- 
tinctively different  from  the  doctor's  signature  as  it  appears  on  several  other 
forms.  The  form  is  also  signed  by  Seeley. 
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Seeley,  also  interviewed  in  Elizabethtown,  declined  to  comment  on  the  finding.' 
of  the  newspaper's  investigations  because  he  did  not  have  prison  records  with 
him  at  the  time. 

Another  Internal  Revenue  Service  form  indicates  that  2,000  dosages  of  codeine 
were  ordered  on  May  24,  1972—1,000  %-grain  tablets  and  1,000  tablets  of  a  full 
grain.  There  is  no  corresponding  document  from  the  state  Department  of  Finance  ; 
according  to  those  records,  only  once  since  Jan.  1971  had  codeine  been  ordered — 
on  Sept.  10,  1971. 

SEELEY,     HYDE    SIGNED    FORMS 

Persons  who  have  worked  in  the  hospital  at  the  penitentiary  say  they  have 
never  seen  full-grain  tablets  of  codeine  in  the  prison  hospital  or  in  the  vault. 

The  federal  form  is  signed  by  Seeley  and  by  Dr.  Robert  Hyde,  who  succeeded 
Salb  as  prison  physician. 

Efforts  to  reach  Hyde  were  unsuccessful. 

Purchasing  orders  for  which  there  are  no  corresponding  federal  forms  include 
those  for  the  purchases  of : 

The  2,000  tablets  of  dilaudid  purchased  Oct.  18, 1971. 

Another  2,000  tablets  of  dilaudid  purchased  Dec.  29,  1971  (the  date  on  this 
form  bears  a  marginal  notation  :  "prox."). 

Two-hundred  100  mg.  tubex  injectibles  of  meperidine,  purchased  Feb.  11,  1971. 

Two-hundred  more  injectibles  of  morphine  purchased  June  2,  1971. 

And  100  tubex  injectibles  of  meperidine,  and  100  of  morphine,  purchased 
March  18,  1971. 

While  every  effort  was  made  to  insure  that  the  records  used  in  this  comparison 
were  comprehensive,  it  is  possible  that  the  Department  of  Corrections  did  not 
surrender  every  federal  order  form  in  its  possession,  or  that  some  Department  of 
Finance  records  have  been  lost. 

Holmes  and  Cowan  were  allowed  to  read  this  story.  They  produced  no  records 
to  refute  the  story's  contentions  and  did  not  contest  the  story's  conclusions. 

"All  in  all,"  said  one  former  Corrections  Department  employe  when  shown  the 
story,  "I'd  say  it's  just  the  damnest  mess  I've  ever  seen.  I  didn't  and  still 
don't  have  any  idea  how  much  drugs  came  into  the  institution  and  what  hap- 
pened to  it.  Neither  does  anybody  else.  Nobody  ever  will." 

When  a  group  making  a  survey  of  prison  health  care  in  Kentucky  visited  the 
penitentiarv  at  Eddyville  last  year,  a  hospital  employe  claims  lie  told  the  group's 
chairman,  Dr.  Philip  E.  Weiler  of  Lexington,  that  the  records-keeping  procedures 

were  inadequate. 

"They  came  down  to  the  hospital  and  I  told  them  about  it,"  he  says.  "I  just 
talked  to  them  for  a  while.  Well,  not  too  long  after  they  left,  they  moved  the 
drugs  out  of  the  vault  and  put  them  somewhere  else.  And  it  wasn't  too  long  after 
that  that  all  the  narcotics  records  just  disappeared." 

RECORDS    'FLAT    DISAPPEARED' 

Says  another  Corrections  Department  employe : 

"After  those  inventories  were  done,  and  certain  people  started  raising  hell 
about  the  situation,  those  records  just  flat  disappeared.  I  don't  know  who  took 
them  or  where  they  were  taken,  but  they  sure  disappeared." 

Cowan  said  the  narcotics  records  were  removed  when  the  narcotics  were  moved 
into  a  locked  cabinet  in  the  office  of  the  prison's  associate  superintendent  for 
administration.  The  drugs  were  moved,  Cowan  said,  shortly  after  the  inventories 
were  taken  last  summer.  He  said  they  were  moved  "for  security  reasons." 

Asked  about  the  narcotics  log  which  is  alleged  to  have  "disappeared,"  Cowan 
gave  this  answer : 

"As  far  as  I  know  it's  in  the  bottom  of  the  safe  we  have  over  in  .  .  .  Mr. 
Stephens'  office.  There's  a  whole  sack  of  records  and  one  in  a  loose-leaf  type 
notebook.  .  .  . 

"I  think  that  at  that  time  when  we  were  trying  to  straighten  it  out  why  we 
were  trying  to  make  sure  that  they  didn't  get  lost,"  Cowan  said.  "I  don't  think 
they've  been  destroyed.  I  know  we've  got  a  whole  sack  of  records  that's  per- 
taining to  these  things  and  I'm  sure  it's  there." 

Cowan  had  been  asked  to  bring  the  log  with  him  for  the  interview,  but  failed 
to  do  so.  After  the  interview,  Seeley  said  he  would  try  to  locate  the  narcotics 
records  and  confirm  that  they  were  still  in  the  possession  of  penitentiary  officials. 
About  one  week  later,  he  had  not  done  so.  Contacted  still  later,  he  said,  "I  haven't 
personally  located  it,  but  I'm  sure  it's  down  there  ...  I  just  presume  it  is." 
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Both  Cowan  and  Holmes  admitted  that  the  penitentiary's  systems  for  narcotics 
security  and  control  has  had  some  "deficiencies,"  but  they  claimed  most  problems 
have  been  solved. 

A  part-time  pharmacist  was  recently  employed  to  serve  the  penitentiary,  com- 
pleting the  second  phase  of  a  medical  service  improvement  plan  at  the  institution. 

Scott  Wicker,  who  operates  an  Eddyville  pharmacy  near  the  prison,  will 
work  two  or  three  hours  a  day  at  the  penitentiary. 

Wicker  will  handle  all  the  medicine  prescribed  by  the  prison's  new  full-time 
physician,  Dr.  Larry  Frank  Bogart,  who  recently  began  working  at  the 
penitentiary. 

Wicker  is  the  first  pharmacist  ever  hired  for  the  prison  staff.  Corrections 
Department  officials  have  been  trying  for  years  to  interest  a  physician  in  work- 
ing at  the  prison  full-time. 

WINGO  SAYS  RECORDS  IN  OKDEB 

John  W.  Wingo,  who  was  superintendent  during  the  time  when  most  of  the 
drug  purchases  were  made,  was  recently  contacted  at  his  home  in  Richmond. 

Wingo  claimed  that  when  he  left  the  penitentiary,  "all  the  narcotics  records 
were  in  order — or  at  least  I  certainly  thought  they  were." 

Wingo  said,  "We  purchased  medicines  according  to  what  our  doctor  ordered 
and  prescribed.  It  was  strictly  based  on  his  recommendations."  He  added  that 
he  is  confident  that  Dr.  Salb,  the  prison's  physician  at  the  time,  was  a  man  of 
"integrity." 

Wingo  said  the  institution's  narcotics  were  stored  with  other  medicines  in  a 
basement  room  while  he  was  superintendent.  When  a  medicine  was  prescribed, 
it  was  retrieved  from  the  basement  and  brought  to  the  hospital  for  dispensation. 

However,  Wingo  added,  "If  we  ever  had  any  kind  of  audit  of  our  narcotics  by 
any  government  agency  while  I  was  there,  I  don't  recall  it." 

Cowan  insisted  that  the  prison's  narcotics  and  hospital  records  were  inspected 
last  year  by  a  representative  of  the  state  Department  of  Mental  Health. 

However,  Dr.  Patricia  Nicol,  who  made  that  inspection,  said  she  was  primarily 
interested  in  medical  staffing  in  the  prison  hospital.  While  she  "went  through 
their  pharmacy,"  Dr.  Nicol  said,  she  looked  through  some  patient  records  and 
"recommended  tighter  control." 

But,  Dr.  Nicol  added,  "I  don't  remember  anything  at  all  about  narcotics." 

An  effort  was  made  to  obtain  copies  of  the  prison's  federal  controlled  sub- 
stance order  forms  from  the  Louisville  office  of  the  Drug  Enforcement  Admin- 
istration, U.S.  Justice  Department,  but  was  unsuccessful.  Harold  Brown,  director 
of  the  Louisville  office,  said  the  documents  "are  not  top  secret  or  anything  like 
that  but  they  are  confidential.'' 

Copies  of  the  forms  are  passed  along  to  the  state's  drug  enforcement  author- 
ities ;  however,  Becknell,  director  of  the  drug-control  program,  said  the  forms 
are  destroyed  after  a  casual  inspection  for  peculiarities.  Becknell  said  the  forms 
are  destroyed  "because  there's  just  so  many  of  them." 

In  any  case,  said  Becknell,  "I'm  more  concerned  about  the  drugstore  owner 
who  gets  killed  in  a  robbery  than  I'd  be  if  every  man  in  there  (Eddyville)  got 
ahold  of  enough  drugs  to  kill  himself." 

Former  medical  employes  at  the  penitentiary,  and  a  number  of  inmates,  have 
reported  that  prison  hospital  administrator,  Ivan  Davis,  reportedly  a  former 
medic  in  the  armed  services,  has  written  prescriptions  for  medicines  though  he 
is  not  a  doctor. 

Permission  was  not  granted  for  an  interview  with  Davis  himself.  Cowan 
was  asked  about  this  allegation,  and  he  replied : 

"No,  I  talked  to  Mr.  Davis  and  he  said  that  he  wasn't.  His  instructions  are 
to  call  the  physician  and  if  he  can't  get  him,  the  one  actually  hired  by  the 
institution,  then  he'll  call  the  hospital  in  Caldwell  County. 

"I  certainly  hope  that  this  would  not  be  the  case.  Of  course  I  would  rather 
think  not,  although  we've  had  some  inmates  that  said  he  did.  But  I.  I'd  rather 
say  no,  because  I  think  that  probably  if  this  were  the  case  ...  we  would  get 
something   (evidence)   a  little  stronger  than  we've  had." 

Cowan  was  asked  whether  inmate  aides  are  allowed  to  dispense  prescription 
medicines,  or  prescribe  them. 

"I  doubt  that  it  was  prescribed,  but  I  suspect  that  sometimes  those  officers 
stood  there  and  let  the  inmates  nurses  hand  it  out. 
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The  report  of  the  prison  health  survey  classified  Kentucky's  correctional  in- 
stitutions into  several  groups.  Two  were  named  "first  class" — the  penitentiary  at 
Eddyville  and  the  Kentucky  State  Reformatory  near  LaGrange.  Of  those  two,"  the 
survey  said  "50  per  cent"  had  adequate  procedures  for  controlling  narcotics  and 
other  medicines. 

EDDYVILLE    FACILITY    CRITICIZED 

Dr.  Weiler,  chairman  of  the  task  force  that  made  the  survey,  said  the  Eddyville 
facility  "was  generally  worse  than  the  reformatory  in  just  about  everything," 
but  declined  to  say  which  facility  was  inadequate  as  regards  control  of  narcotics. 

However,  another  source  close  to  the  survey  said  the  Eddyville  penitentiary 
was  the  one  without  adequate  narcotics-control  procedures.  The  source,  who  asked 
not  to  be  identified,  said  the  group's  criticisms  of  the  prison  included : 

The  fact  that  narcotics  were  kept  in  the  warden's  office ; 

That  prescription  medicines  were  sometimes  prescribed  and  dispensed  by  "nurse 
inmates  and  guards ;" 

And  that,  generally,  medical  care  at  Eddyville  was  sacrificed  for  security. 

One  former  medical  employe  of  the  prison  claimed  that  he  once  caught  an 
inmate  "nurse"  stealing  some  pills  from  the  prison  pharmacy. 

He  said  the  inmate  was  caught  "red-handed,"  and  claimed  he  informed  Cowan 
and  asked  that  the  prisoner  be  given  another  work  assignment  away  from  the 
hospital  and  pharmacy.  The  former  employe  claimed  Cowan  flatly  refused. 

Cowan,  questioned  about  this  allegation,  said  the  inmate  no  longer  works  in 
the  hospital.  Cowan  said  he  is  now  in  "administrative  segregation"  for  his  own 
protection,  having  been  fired  from  his  hospital  job  for  a  cause  unrelated  to 
narcotics. 

The  persons  who  provided  information  and  copies  of  documents  for  the  pur- 
poses of  this  investigation  unanimously  asked  to  remain  anonymous. 

Those  who  no  longer  work  for  the  Corrections  Department  said  they  fear 
physical  harm.  Those  who  still  work  for  the  department  express  the  same  fear, 
and  the  added  concern  that  they  would  be  dismissed  from  their  positions. 

WARNING    TO     STAFF     MEMBERS 

As  Supt.  Cowan  wrote  in  a  memorandum  addressed  to  "all  concerned,"  dated 
January  12,  1973 : 

".  .  .  Incidentally,  to  all  of  you  who  do  not  remember,  we  received  a  memo- 
randum from  the  Commissioner's  Office  during  August  1972  that  any  type  of 
controversial  material  must  be  cleared  through  the  Commissioner's  Office.  So 
again,  I  am  reminding  everyone  that  if  they  divulge  any  controversial  material 
in  any  way  they  are  in  direct  violation  with  a  memorandum  from  the  Com- 
missioner's Office  which  would  call  for  a  disciplinary  action. 

"We  are  aware  that  we  have  some  staff  members  that  have  been  making  state- 
ments to  the  press  without  clearing  the  statements.  In  fact,  the  reason  I  know 
this  for  sure  is  that  a  newspaper  man  from  the  Louisville  area  related  to  me  he 
had  been  talking  to  some  of  my  staff  when  I  talked  to  him  on  the  telephone  this 
week. 

"Once  again,  may  I  remind  you  that  we  must  follow  departmental  guidelines 
or  the  best  thing  a  person  can  do  that  is  dissatisfied  is  move  to  some  job  where 
he  feels  like  he  is  happy  with  the  administration." 


[From  the  Louisville  Courier- Journal,  Mar.  20,  1974] 
STATE   CORRECTIONS   CHIEF   ASSAILS   PRISON   DRUG    STORY 

(By  Bill  Powell) 

Mayfield.  Ky. — Kentucky  Commissioner  of  Corrections  Charles  J.  Holmes  says 
that  a  story  in  The  Courier-Journal  &  Times  on  Sunday  alleging  drug-handling 
irregularities  at  Kentucky  State  Penitentiary  at  Eddyville  "was  grossly  unfair." 

But  the  commissioner  said  he  would  ask  for  an  investigation  of  the  state  prison 
drug  program  by  a  deputy  commissioner  and  by  the  Kentucky  Department  of 
Human  Resources,  which,  he  said,  "has  a  drug  abuse  program  going." 

"We  would  be  sitting  ducks  not  to  investigate,  although  what  they  said  in  the 
story  is  just  not  there,"  Holmes  said  Monday  night  in  a  20-minute  speech  mostly 
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about  the  lengthy  story  written  by  John  Filiatreau,  Courier-Journal  staff  writer, 
after  a  six-month  investigation  by  The  Courier-Journal. 

Concerning  the  story,  Holmes  said,  "It  is  just  not  true,  and  if  it  is  not  the 
truth  then  it  isn't  right." 

Speaking  to  about  45  members  of  the  Jackson  Purchase  chapter  of  the  Ken- 
tucky Council  on  Crime  and  Delinquency  at  a  meeting  at  Holiday  Inn,  Holmes 
said : 

"Five  to  25  overdoses  (a  month).  No.  All  the  drugs  they  (The  Courier-Journal 
&  Times)  are  talking  about.  No.  All  the  discrepancies  in  records  they're  talking 
about.  No.  They're  not  there." 

(The  Courier-Journal  story  noted  that  penitentiary  records  fall  to  account  for 
thousands  of  dosages  of  addicting  drugs  and  the  security  precautions  designed 
to  control  purchase  and  dispensation  of  such  drugs  have  been  grossily  inefficient. 

( The  newspaper's  investigation  found  that  massive  quantities  of  narcotic  drugs 
and  other  addicting  substances  were  ordered  by  prison  authorities  although 
former  treatment  personnel  at  the  prison  say  such  drugs  are  rarely  dispensed 
through  the  institution's  legitimate  medical  channels.  And  the  story  said  there 
are  indications  some  of  the  substances  have  been  available  to  inmates  at  prices 
of  $5  to  $12  a  dose.) 

Holmes  noted  that  two  months  ago  a  task  force  of  the  Kentucky  Public  Health 
Association  (KPHA)  made  a  report  covering  a  study  of  Kentucky  prison  con- 
ditions and  that  no  drug  irregularities  at  Eddyville  were  reported  to  him. 

He  said  he  felt  that  the  task  force  would  have  informed  him  if  conditions 
concerning  drug  at  Eddyville  had  been  encountered  in  a  study  that  took  six 
months. 

He  said  Filiatreau  participated  in  the  study,  and  that  his  contribution  was 
acknowledged  in  the  142-page  report  that  included  12  pages  of  recommendations, 
and  emphasized  that  health  conditions  in  many  Kentucky  jails  were  so  bad  that 
confinement  in  them  amounted"  to  inhumane  treatment. 

(Filiatreau  said  last  night  that  his  only  participation  in  the  study  involved 
an  appearance  before  the  task  force  by  invitation.  He  said  his  primary  testimony 
related  to  incidents  at  the  Jefferson  County  Jail  and  the  Kentucky  State 
Reformatory  near  La  Grange  involving  incidents  in  which  inmates  acting  as 
medical  personnel  treated  other  inmates.) 

Holmes  said  a  task  force  member  did  notify  him  of  a  problem  at  the  State 
Reformatory  and  that  it  was  promptly  corrected.  He  noted,  however,  that  the 
particular  problem,  which  he  did  not  idently,  was  not  included  in  the  group's 
final  report. 

But,  he  said,  it  appeared  to  him  that  if  the  task  force  had  detected  an  unusual 
drug  problem  at  Eddyville  "I  would  have  at  least  been  informed,  and  I  was  not 
given  any  such  notification." 

(Filiatreau's  story  quoted  the  chairman  of  the  task  force  as  saying  that  the 
Eddyville  facility  "was  generally  worse  than  the  reformatory  in  just  about 
everything."  Dr.  Philip  E.  Weiler  of  Lexington,  the  chairman,  declined  to  say 
which  of  the  two  facilities  had  been  found  to  have  inadequate  control  of  narco- 
tics, but  another  source  close  to  the  survey  said  Eddyville  was  the  one  indicated.) 

Holmes  noted  that  in  Filiatreau's  story  there  was  a  reference  to  "something — 
records  maybe — just  flat  disappearing. 

"Some  things  are  just  flat  lies,  seems  to  me  like,"  said  Holmes. 

(In  his  story,  Filiatreau  quoted  a  Corrections  Department  official  as  saying 
"records  just  flat  disappeared"  after  two  inventories  showed  that  the  prison's 
records-keeping  system  for  addicting  and  federally  controlled  medicines  failed  to 
accurately  reflect  the  contents  of  the  prison's  narcotics  vault. 

CWhen  asked  about  the  narcotics  log  that  is  alleged  to  have  disappeared,  the 
prison's  business  manager,  William  Seeley.  said  he  would  try  to  locate  it.  After 
more  than  a  week  he  told  Filiatreau,  "I  haven't  personally  located  it,  but  I'm 
sure  it's  down  there  ...  I  just  presume  it's  there.") 

The  commissioner  said  he  was  aware  "things  are  not  perfect  in  the  prison 
system"  but  noted  that  he  bad  been  on  the  job  only  two  years  and  "Cowan  (Supt. 
Henry  Cowan  of  Kentucky  State  Penitentiary)  hasn't  even  had  two  years  to 
work." 

"Yes.  there  is  custody  there  now,  security  now,  treatment  and  welfare  of 
prisoners  is  considered  now  more  than  ever  before,"  he  said. 

Holmes  noted  new  programs — singling  out  a  Jaycee  Club  inside  the  prison 
walls  called  the  Roadrunners — and  calling  attention  to  plans  to  break  ground 
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soon   for   a   new   half-million   dollar   vocational   school   on   the   prison's   main 
grounds. 

"We  have  done  some  things  there  to  upgrade  and  improve  and  shine  that 
pace  ...  To  brighten  it  up  to  make  the  lives  of  the  thousand  of  men  locked 
up  there  a  little  better." 

He  said  the  news  story,  which  he  termed  "grossly  unfair,"  was  indicative 
that  "everything  is  not  perfect." 

"But  we  have  worked  hard  and  done  better.  I  think  it  is  grossly  unfair  for 
someone  to  put  this  (holding  up  a  copy  of  the  section  of  the  paper  in  which 
the  story  appeared).  You  know,  that  is  a  lot  of  newsprint,  with  the  shortage 
of  paper  . . ." 

(Both  Holmes  and  Cowan  were  given  an  opportunity  to  coment  on  Filia- 
treau's  story  before  its  publication.  The  men  were  interviewed  at  an  Elizabeth- 
town  motel  and  acknowledged  that  narcotics-control  procedures  at  the  peniten- 
tiary had  been  inadequate.  However,  the  story  also  noted  their  contention  that 
the  problems  have  largely  been  solved  with  the  recent  hiring  of  a  pharmacist 
and  a  full-time  doctor  to  work  at  the  prison. ) 

Holmes  challenged  the  lack  of  sources  quoted  by  name  in  the  story  by  Filia- 
treau.  He  said  he  thought  much  of  the  information  came  from"stuff"  mailed 
from  the  prison  by  prisoners  and  disgruntled  workers  or  was  told  to  Filiatreau 
by  disgrunted  "former  employes." 

He  said  he  thought  the  people  of  Kentucky  would  think  "a  thing  like  that  is 
renugnant." 

"This  is  cheating  and  stealing  (sending  out  copies  of  memorandums  and 
records).  Most  people  would  think  he  (one  who  would  do  this)  is  a  cheat 
and  a  liar  and  that  we  ought  to  get  rid  of  him,"  he  said. 

( Filiatreau's  story  cited  state  Department  of  Finance  records  and  quoted  from 
various  memoranda  and  from  court  records.  He  wrote  that  most  individuals 
who  provided  information  had  asked  to  remain  anonymous,  citing  fear  of  phys- 
ical harm  and — in  the  case  of  present  Corrections  Department  employes— loss 
of  their  jobs  as  well.) 

Holmes  said  Gov.  Wendell  H.  Ford  said  soon  after  taking  office  he  had  in- 
herited two  "hell  holes — the  maximum  security  prison  at  Eddyville  and  the 
reformatory  near  La  Grange." 

Holmes  said  prison  problems  are  "not  just  something  that  is  coming  to  my 
attention  now." 

He  noted  that  it  took  two  years  to  replace  the  late  Dr.  Max  Salb,  who 
resigned  before  Cowan  became  warden,  in  the  prison  full-time  physician's 
position,  and  that  the  second  phase  of  improved  medical  services,  hiring  a  part- 
time  staff  pharmacist,  had  been  carried  out.  He  noted  also  that  a  food-services 
coordinator  had  been  employed. 

He  also  said  "it  was  funny  that  the  six-month  period  of  study  referred  co 
in  the  Filiatreau  story  is  almost  the  same  as  the  six-monht  period  this  Ken- 
tucky Medical  Association  group  was  working  on  their  report." 

"It  also  is  funny  that  John  Filiatreau  was  involved  in  that  study  .  .  .  because 
an  introduction  for  that  study  thanked  John  for  his  assistance  in  doing  the 
work.  So  John  was  very  much  involved  ...  I  know  he  is  a  very  intense  person 
who  can  take  up  a  cross  and  bear  it  .  .  .  He  is  a  very  concerned  individual, 
and  I  do  know  he  was  on  that  study  committee  and  whether  he  made  tours 
with  people,  I  won't  know7." 

(Filiatreau  stressed  last  night  that  he  was  not  a  member  of  the  medical  task 
force.  He  said  his  only  contribution  to  the  study  was  his  one  appearance  before 
the  group  and  that  he  had  taken  no  tours  with  it. 

(Filiatreau  also  noted  that  his  testimony  before  the  task  force  came  last 
spring,  long  before  he  began  his  investigation  of  the  handling  of  the  drug 
situation  at  Eddyville.) 

Holmes  said  disgruntled  inmates  and  disgruntled  employees  "is  where  the 
beginning  came  and  John  picked  it  up  and  got  himself  a  story." 

Holmes  said  Cowan  had  made  a  recent  report  to  the  medical  association  and 
"I  suspect  he  put  P.  S.  on  it  saying,  'We  need  a  doctor.'  " 

Holmes  said  that  before  he  knew  the  story  was  coming  out  he  asked  heads 
of  all  the  institutions  to  develop  a  departmental  directory  for  the  Corrections 
Department  and  for  them  to  develop  drug  regulations  of  their  own. 

Holmes  also  referred  to  a  part  of  the  story  relating  a  report  that  William 
Lasley,    former    associate    warden    for    treatment    at    the    maximum    security 
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prison,  had  dumped  a  large  amount  of  drugs  in  the  Cumberland  River  (Lake 
Barkley  below  the  bluff  where  the  prison  is  located). 

Holmes  said  he  was  going  to  look  into  that. 

Lasley  now  holds  another  Corrections  Department  position  at  Frankfort.  He 
would  not  comment  on  the  report,  according  to  the  Sunday  story. 


[From  the  Louisville  Courier- Journal,  Mar.  20,  1974] 
HOUSE  ASKS  STUDY  OF  DRUGS  IN  PRISONS 

Frankfort,  Ky. — With  no  discussion,  the  House  yesterday  passed,  by  voice 
vote,  a  resolution  directing  the  General  Assembly's  Correctional  Facilities  Re- 
view Commission  to  investigate  reports  of  mishandling  of  drugs  in  state  penal 
institutions. 

Rep.  Robert  Hughes,  D-Jefferson  County,  submitted  the  resolution  in  response 
to  a  news  story  in  Sunday's  Courier-Journal  &  Times. 

The  news  story  reported  instances  where  large  quantities  of  addicting  drugs 
had  been  ordered  for  the  penitentiary  at  Eddyville  and  had  later  disappeared 
through  other  than  legitimate  channels. 

Hughes'  resolution  said,  "The  Louisville  Courier-Journal  has  alleged  that  drug 
trafficking  has  run  rampant  in  the  Kentucky  State  Penitentiary  and  .  .  .  various 
documents  seem  to  indicate  that  drugs  may  have  been  trafficked  by  state  em- 
ployes inside  state  correctional  institutes." 

The  resolution  called  on  the  legislature's  Correctional  Facilities  Review  Com- 
mission to  "undertake  a  thorough  investigation"  and  to  present  its  findings  to 
appropriate  interim  legislative  committees  and  to  the  1976  General  Assembly. 

The  Correctional  Facilities  Review  Commission  last  year  made  a  report  about 
the  condition  of  the  state's  penal  institutions. 

The  commission  was  chaired  by  Rep.  Terry  McBrayer,  D-Greenup.  Other  mem- 
bers were  Reps.  Richard  Lewis,  D-Benton ;  Billy  Paxton,  D-Central  City ;  Harold 
DeMarcus,  R-Stanford ;  former  Rep.  Darvin  Allen,  D-Royalton,  and  Sens.  Nor- 
man Farris,  R-Somerset,  and  Gus  Sheehan,  D-Covington. 


[From  the  Louisville  Courier-Journal,   Mar.  22,   1974] 
DRUGS  AT  EDDYVILLE  :  THE  BIGGER  ISSUE 

(An  Editorial) 

If  there  were  any  doubt  about  the  need  for  thorough  investigation  of  drug 
trafficking  in  the  Kentucky  State  Penitentiary  at  Eddyville,  Corrections  Com- 
missioner Charles  Holmes  has  removed  every  vestige  of  it.  His  colorful  but 
vague  response  to  the  report  last  Sunday  by  Cotirier- Journal  staff  writer  John 
Filiatreau  suggests  that  those  with  the  responsibility  to  handle  such  problems 
aren't  even  willing  to  face  them. 

The  story  which  emerged  from  reporter  Filiatreau's  study  of  drug  purchases 
and  disappearances  at  the  penitentiary  is  a  serious,  even  alarming,  one.  The  clear 
implication  in  the  records  he  reviewed  is  of  extraordinary  bungling  or  patent 
illegality.  Governor  Ford  should  immediately  invite  federal  authorities  into  the 
state  to  review  the  situation,  and  the  office  of  Attorney  General  Ed  Hancock 
should  cooperate  in  an  aggressive  investigation. 

If  Mr.  Filiatreau's  conclusions  are  valid,  the  public  should  know  that.  If  they 
are  "grossly  unfair,"  "just  flat  lies"  or  "just  not  there,"  as  Mr.  Holmes  claims, 
the  public  should  know  that,  too.  If  the  latter  is  correct,  Mr.  Holmes  can  then 
explain  why,  when  he  and  Eddyville's  superintendent  read  the  story  before  publi- 
cation, they  offered  no  rebuttal.  In  addition,  reporter  Filiatreau's  task  in  uncover- 
ing the  facts  of  the  case  was  made  much  more  difficult  because  Mr.  Holmes' 
department  denied  him  access  to  the  records  at  Eddyville,  to  the  administrator 
of  the  Eddyville  infirmary,  and  to  the  inmates  themselves. 

ARE    JOBS   THREATENED? 

Was  there  something  to  hide?  Mr.  Holmes  characterized  as  "cheating  and  steal- 
ing" the  actions  of  those  who  supplied  copies  of  records  and  memoranda  to  Mr. 
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Filiatreau,  but  he  didn't  explain  why  these  and  other  unnamed  sources  demanded 
to  remain  anonymous.  Is  Mr.  Holmes'  system  so  antagonistic  to  reform  that  dis- 
senters fear  for  their  jobs? 

Of  course,  the  problem  described  by  reporter  Filiatreau  is  only  a  part  of  the 
broader  need  to  develop  a  comprehensive  plan  for  an  effective  system  of  criminal 
justice  in  Kentucky.  So  it  makes  sense  for  the  Governor  not  to  stop  with  full 
investigation  of  drug  trafficking  at  Eddyville,  but  to  appoint  a  blue-ribbon  state 
commission — headed  by  someone  as  qualified  as  former  governor  and  U.S.  Judge 
Bert  Combs — to  map  a  better  course  than  the  kind  of  piecemeal  programming 
the  state  has  been  following.  Such  a  commission  would  not  duplicate  the  efforts 
of  the  legislative  review  commission  which,  under  terms  of  a  resolution  passed 
by  the  House  following  the  Filiatreau  story,  will  pursue  the  narrower  question 
of  drug  traffic  at  state  prisons. 

For  example,  Governor  Ford  earmarked  $15  million  in  his  1974-76  budget  for 
a  new,  maximum  security  prison.  But  this  flies  in  the  face  of  recommendations 
last  August  by  the  National  Advisory  Commission  on  Criminal  Justice  Standards 
and  Goals,  which  called  for  continuation  of  the  trend  "away  from  confining 
people  in  institutions  and  toward  supervising  them  in  the  community."  The 
report  specifically  asked  a  10-year  moratorium  on  new  prison  construction  unless 
"total  system  planning  shows  that  the  need  for  them  is  imperative."  But  no  one 
has  made  public  a  convincing  case  that  Kentucky's  need  is  that  great. 

Granting  him  license  for  a  little  overstatement,  the  Governor  may  have  been 
justified  in  saying  last  September  that  a  "quiet  revolution"  over  the  past  20 
months  is  helping  make  Kentucky's  correctional  institutions  more  humane,  with- 
out sacrificcing  security.  Nobody  is  saying  this  administration,  and  Mr.  Holmes 
in  particular,  has  failed  completely  in  the  area  of  criminal  justice.  But  have  they 
moved  as  far  as  they  could  have  or  should  have,  and  have  they  moved  in  the  right 
direction?  Most  importantly,  have  they  moved  according  to  a  welll-defined,  com- 
prehensive plan?  The  answer,  at  least  to  the  last  question,  is  no. 

What  Kentucky  has  been  doing  to  reform  its  system  of  criminal  justice  is  ap- 
proach it  from  different  directions  with  the  help  of  various  groups  which  have 
differing  viewpoints.  The  Kentucky  Crime  Commission,  for  example,  is  interested 
in  doling  out  the  money  available  under  the  Law  Enforcement  Assistance  Ad- 
ministration (some  $8  million  in  the  coming  fiscal  year).  The  Kentucky  Law  En- 
forcement Council,  among  other  things,  promotes  the  interests  of  law  officers 
(one  of  its  legislative  goals  for  this  session  was  retention  of  a  state  law  which 
permits  an  officer  to  shoot  to  kill  a  fleeing  suspect,  no  matter  how  serious  the 
crime  involved).  The  Kentucky  Council  on  Crime  and  Delinquency  reflects  the 
viewpoint  of,  among  others,  the  bureaucrats  working  in  these  areas.  Where  is  the 
state  equivalent  of  the  national  advisory  commission  with  its  prestigious  mem- 
bership and  broad  mandate? 

THE   NEED  FOR  POLICY 

Instead  of  such  a  group,  Kentucky  has  confusion.  Governor  Ford  claims  a  quiet 
revollution  is  humanizing  the  prisons,  and  a  month  later  the  chief  legislative 
spokesman  for  criminal  justice  matters,  Representative  Terry  McBrayer,  charges 
that  his  investigation  of  Eddyville  found  "no  rehabilitation  going  on  there  at 
all  .  .  .  none  that  I  can  see."  A  Legislative  Researcch  Commission  staff  report 
last  year  proposed  selling  off  the  Corrections  Department's  6.200  acres  of  farm- 
land, with  the  proceeds  going  to  renovate  the  Eddyville  and  La  Grange  prisons 
and  to  construct  some  new  minimum  security  facilities  around  the  state.  But 
this  suggestion  died  because  the  people  in  corrections,  as  might  be  expected,  said 
it  was  "absurd." 

The  contradictions  extend  to  other  areas  of  criminal  justice.  For  example,  the 
chairman  of  the  revamped  Parole  Board  said  in  September  that  its  members  were 
doing  a  fine  job.  But  one  month  later  the  legislative  review  commission  decried 
the  fact  that  circuit  judges  have  "widely  divergent  views"  on  standards  for 
parole,  and  advocated  that  a  statewide  conference  be  called  to  set  some  standards 
to  promote  "equal  justice  for  all." 

THE   COSTLY    CONSEQUENCES 

Meanwhile,  all  experts  in  corrections  say  Kentucky  needs  a  work-release  pro- 
gram for  felons  as  a  way  to  give  them  an  alternative  to  crime,  and  the  1972 
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General  Assembly  passed  such  a  law.  But  Attorney  General  Hancock,  whose 
philosophy  is  different,  claimed  the  law  was  unconstitutional  and  has  now  won 
his  case  in  the  Court  of  Appeals.  So  Kentucky  steps  backward  again. 

In  sum,  the  scandalous  implications  of  Mr.  Filiatreau's  drug  story  from  Eddy- 
ville  are  merely  part  of  a  much  larger  issue — this  state's  inability  to  come  to 
grips  with  the  system  of  criminal  justice.  Because  most  citizens  get  no  closer  to 
it  than  traffic  court,  they  may  think  they  can  afford  to  let  the  contradictions  and 
the  inadequacies  and  the  scandals  continue.  If  they  ever  realized  the  conse- 
quences, including  embittered  ex-convicts  trained  for  nothing  but  resentment 
and  a  return  to  crime,  they  might  feel  differently. 


[Prom  the  Louisville  Courier-Journal,  Mar.  26,  1974] 

PANEL  TO  INVESTIGATE  DRUG  IRREGULARITY  REPORTS 

AT  PENITENTIARY 

(By  John  Filiatreau) 

Frankfort,  Ky. — State  Corrections  Commissioner  Charles  J.  Holmes  said 
yesterday  that  a  four-man  team  of  investigators,  including  a  deputy  commissioner 
of  the  Department  of  Corrections,  will  investigate  reports  of  drug-control  irregu- 
larities at  the  Kentucky  State  Penitentiary  near  Eddyville. 

Holmes  said  the  department's  probe  "will  give  us  a  concrete  and  factual  plat- 
form on  which  to  move  toward  realistic  solutions"  to  the  penitentiary's  problems. 
Holmes  said  he  hopes  to  issue  a  statement  on  the  matter  next  week. 

On  the  team  are  Luther  Luckett,  a  deputy  commissioner;  Hubert  Payton,  a 
Corrections  Department  internal  auditor ;  Helen  Danser,  chief  pharmacist  for 
the  state  Bureau  of  Health  Services,  and  Earl  Becknell,  director  of  the  state's 
Narcotic  and  Drug  Control  Program. 

A  news  story  in  the  March  17  Courier-Journal  &  Times  said  that  penitentiary 
records  fail  to  account  for  thousands  of  dosages  of  addicting  drugs,  and  that 
security  precautions  designed  to  control  purchase  and  dispensation  of  such  drugs 
have  been  grossly  ineffective. 

The  story,  the  result  of  a  six-month  investigation,  also  alleged  that  non- 
qualified prison  personnel  have  prescribed  and  dispensed  medications,  and  that 
some  narcotics  have  disappeared  through  other  than  legitimate  channels. 

Shortly  after  the  story  appeared,  the  Kentucky  House  of  Representatives 
passed  a  resolution  directing  the  General  Assembly's  Correctional  Facilities  Re- 
view Commission  to  investigate  drug-handling  procedures  in  state  prisons. 

Rep.  Robert  Hughes,  D-Jefferson,  submitted  the  resolution  in  response~to  the 
news  story. 

The  resolution  called  on  the  legislature's  Correctional  Facilities  Review  Com- 
mission to  "undertake  a  thorough  investigation"  and  to  present  its  findings  to 
appropriate  interim  legislative  committees  and  to  the  1976  General  Assembly. 

The  correctional  facilities  commission  last  year  made  a  report  about  the  condi- 
tion of  the  state's  penal  institutions.  The  commission  was  chaired  by  Rep.  Terry 
McBrayer,  D-Greenup.  Other  members  were  Reps.  Richard  Lewis,  D-Benton ; 
Billy  Paxton,  D-Central  City ;  Harold  DeMarcus,  R-Stanford ;  former  Rep.  Dar- 
vin  Allen,  D-Royalton,  and  Sens.  Norman  Farris,  R-Somerset,  and  Gus  Sheehan, 
D-Covington. 

On  March  18,  Milton  Stanley,  employed  since  last  June  as  a  medical  aide  at  the 
penitentiary,  was  fired  after  refusing  an  order  to  dispense  medications. 

Stanley,  who  was  hired  to  supervise  the  prison  hospital's  laboratory  and  X-ray 
department,  said  he  refused  the  order  "because  I'm  uot  a  pharmacist  and  I  know 
absolutely  nothing  about  that  kind  of  work." 

Stanley  said  his  refusal  came  about  "partly  because  of  the  story,"  in  the  paper 
the  day  before  his  dismissal. 

Penitentiary  Supt.  Henry  Cowan  said  Stanley  "fired  himself."  Cowan  said  he 
knew  nothing  about  Stanley's  leaving  "until  his  supervisor  came  and  told  me." 
Stanley  said  he  was  sent  home  on  March  18  shortly  after  reporting  for  work 
because  he  had  told  his  supervisors  he  wouldn't  run  the  daily  "pill  line." 

Stanley  said  he  returned  to  the  prison  the  next  day  and  received  notice  from 
a  secretary  that  he  was  suspended  without  pay  for  the  period  of  March  19- 
April  1.  The  notice,  according  to  Stanley,  advised  that  after  the  suspension  his 
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"dismissal"  would  be  effective,  pending  notice  from  Frankfort.  He  said  the  note, 
advising  him  that  he  had  the  right  of  appeal,  was  signed  by  Supt.  Cowan. 
Stanley  claimed  he  asked  to  see  Cowan  about  the  matter  but  was  refused. 


[From  the  Louisville  Courier-Journal,  Mar.  29,  1974] 
PRISON  PROBE:  TOO  BUREAUCRATIC  AND  TOO  NARROW 

Kentucky  Corrections  Commissioner  Charles  Holmes  has  moved  swiftly  to  set 
up  a  panel  to  investigate  charges  of  irregularities  in  the  handling  of  drugs  at  the 
Eddyville  penitentiary.  Swiftly,  but  in  the  wrong  direction. 

His  four-member  investigative  unit  is  composed  entirely  of  state  governmental 
personnel  too  close  to  the  matter  being  investigated :  two  from  the  corrections 
bureau  itself,  one  from  the  state  Narcotic  and  Drug  Control  Program  and  one 
from  the  Health  Services  department.  An  investigation  by  involved  bureaucrats 
hardly  inspires  confidence. 

Prisoners  and  prison  workers  who  gave  information  to  Courier-Journal  staff 
writer  John  Filiatreau  for  his  recent  report  about  the  purchasing  and  dispensing 
of  large  quantities  of  narcotics  that  were  not  properly  recorded  asked  to  remain 
anonymous  because  they  feared  bodily  harm,  dismissal  or  other  retaliation.  Are 
they  likely  to  come  leaping  out  of  anonymity  to  repeat  their  allegations  to  a 
group  of  officials  from  Frankfort? 

INDEPENDENT   REVIEW    NEEDED 

Is  such  a  group  likely  to  produce  a  report  that  substantiates  charges  of  im- 
proprieties within  one  of  the  departmental  institutions?  Would  it  be  prepared  to 
cite  specific  people  for  gross  negligence  or  even  criminal  behavior?  Or,  if  it  were 
genuinely  unable  to  find  any  substance  to  the  allegations,  would  a  report  that 
said  so  have  any  credibility?  _ 

What  is  needed,  as  we  said  on  this  page  last  week,  is  an  independent  review 
that  broadens  the  investigation  to  cover  the  whole  range  of  Kentucky's  correc- 
tions program.  A  blue-ribbon  citizens  commission,  appointed  by  the  Governor, 
could  pry  into  the  darker  corners  that  breaucrats  usually  leave  untouched.  It 
could  be' approached  openly  and  without  fear  by  all  who  have  evidence  to  give, 
as  well  as  having  access  to  records  and  documents  barred  to  reporter  Filiatreau 

in  his  investigation.  ,    ,  „„«^„„ 

Most  important  of  all,  such  a  commission  could  survey  the  whole  corrections 
scene.  And  because  its  members  would  be  well-known  and  influential  leaders,  it 
could  point  the  way  to  a  better  and  more  effective  system  of  dealing  with  those 
who  break  the  law  in  Kentucky.  Certainly  this  makes  more  sense  than  yet ^  an- 
other limited  and  self-protective  inqury  into  one  symptom  while  failing  to 
investigate  its  basic  causes.  

[From  Narcotics  Control  Digest,  Nov.  20,  1974] 

KENTUCKY  PRISONS  GET  TOUGH  NEW  DRUG  CONTROL 

PROCEDURES 

Kentucky  State  Corrections  Commissioner  Charles  J.  Holmes  said  recently 
that  the  opportunity  for  inmates  to  obtain  drugs  illegally  in  the  state  prison  at 
Eddyville  has  been  reduced  greatly  over  recent  months.  Without  referring  di- 
rectly to  news  stories  published  in  the  Louisville  Courier-Journal  over  the  past 
several  months— charging  widespread  mishandling  and  abuse  of  drugs  at  the 
prison— Holmes  told  members  of  the  Louisville- Jefferson  County  Chapter  of  the 
Kentucky  Council  on  Crime  and  Delinquency  that  he  inherited  a  "situation 
which,  time  after  time,  we  have  admitted  was  bad. 

"But  we  are  taking,  and  have  been  taking,  the  positive  steps  needed  to  pro- 
vide the  best  safeguards  possible  against  drug  abuse  (at  Eddyville),"  he  said. 

Among  the  steps  listed  by  Holmes  were  : 

Dispensing  controlled  drus;s  in  liquid  or  injectable  form  whenever  possible  to 
prevent  inmates  saving  up  tablet  medication  by  holding  it  under  their  tongues 
until  returning  to  their  cells  ; 
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Moving  the  pharmacy  and  the  "pill  line"  from  the  hospital  in  the  prison  yard 
to  inside  the  administration  building  where  it  is  separated  from  inmate  access 
by  a  thick  wall  and  barred  gate ; 

Employment  of  a  medical  doctor,  pharmacist  and  four  licensed  practical 
nurses  on  a  fulltime  basis  ; 

Appointment  of  a  medical  coordinator  to  oversee  medical  services,  including 
drug  controls,  at  all  of  the  state's  seven  correctional  facilities. 

Earlier,  in  a  separate  interview,  Holmes  discussed  at  greater  length  some  of 
the  measures  cited  in  his  speech  and  revealed  a  number  of  other  steps  recently 
taken  as  well. 

Eor  example,  increasing  the  full-time  medical  staff  at  Eddyville  has  made  it 
possible  to  halt  the  practice  of  allowing  inmate  hospital  workers  to  handle  any 
form  of  medication,  except  when  they  are  supervised  directly  by  the  doctor  or 
another  qualified  staff  member  such  as  the  prison  pharmacist,  he  said. 

Every  case  of  a  "drunk-on-the-yard"  (inmates  appearing  to  be  under  the  in- 
fluence of  a  drug  or  alcohol)  now  is  investigated  carefully  in  an  attempt  to 
identify  the  intoxicant  used  and  determine  where  it  came  from. 

Holmes  said,  "I  think  that  Superintendent  (Henry)  Cowan  will  bear  me  out 
when  I  say  that  the  number  of  drunks  on  the  yard  have  decreased  significantlv 
during  the  past  several  weeks." 

NEW   REGULATIONS    BEING   ISSUED 

For  the  first  time  in  the  history  of  the  Bureau  of  Corrections,  said  Holmes, 
a  written  regulation  governing  the  control  and  accountability  of  drugs  at  everv 
state  correctional  institution  is  being  issued.  Among  other  requirements,  that 
regulation  demands : 

Advance  central  office  approval  of  all  drug  purchase  requisitions  ; 
Regular  inventory  of  existing  drug  supplies  at  every  institution  by  central 
office  personnel  at  least  once  every  four  months,  plus  immediate  reporting  and 
reconciliation  of  any  discrepancies  uncovered  ; 

Dispensation  of  controlled  drugs  only  upon  written  authorization  of  a  licensed 
physician,  with  copies  of  every  prescription  being  forwarded  monthly  to  the 
central  office  for  permanent  filing ; 

Damaged  or  obsolete  drugs  to  be  stored  in  a  secure  place  until  they  can  be 
turned  over  to  proper  state  or  federal  authorities  for  destruction. 

In  addition,  Holmes  said  that  every  pharmacy  operated  by  corrections  will 
be  required  to  meet  at  least  minimum  security  requirements  spelled  out  by 
federal  regulations  for  facilities  where  controlled  drugs  are  stored. 

Those  requirements  include  separate  storage  of  all  Schedule  2  drims  (i.e. 
cocaine,  codeine,  methadone  and  morphine)  in  a  safe;  pharmacy  access  limited 
to  qualified  medical  personnel  only:  and  installation  of  burglar  alarms  and 
locking  devices  to  safeguard  the  area  during  other  than  normal  working  hours 
Other  recently-introduced  controls  described  by  Holmes  included  a  '-unit  dose 
system,"  which  permits  medical  staff  members  at  each  institution  to  measure 
accurately  liquid  and  tablet  drug  dosages,  and  "proof-of-use"  sheets  which  are 
filed  both  in  hospital  and  patient  records  and  which  list  everv  drug  administered 
to  a  patient. 

A  patient  record  card  system  also  has  been  implemented  which.  Holmes  said 
makes  it  possible  for  medical  staff  members  to  keep  a  day-bv-dav  inveutorv  of 
all  drugs  on  hand. 

[From  Narcotics  Control  Digest,  Feb.  12,  1975] 
HOLMES  ANSWERS  ALLEGATIONS  OF  PRISON  DRUG  ABUSE 

A  10-month  investigation  into  allegations  of  drug  abuse  at  the  state  peniten- 
tiary at  Eddyville,  Kentucky,  has  revealed  little  evidence  of  criminal  activitv 
according  to  state  Corrections  Commissioner  Charles  Holmes. 

Flanked  by  those  who  conducted  the  investigation,  Holmes  disclosed  their 
findings  at  a  press  conference  held  to  answer  reports  appearing  in  stories  pub- 
lished by  the  Louisville  Courier-Journal  last  spring.  Those  stories  alleged  that 
addictive  drugs  ordered  for  medical  use  at  the  penitentiary  apparently  had  been 
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"While  many  of  the  irregularities  dated  back  to  a  period  before  my  appoint- 
ment as  commissioner  of  the  Bureau  of  Corrections  and  the  appointment  of 
Henry  Cowan  as  superintendent  of  the  penitentiary,  the  seriousness  of  those 
charges  dictated  that  we  take  a  hard  look  at  our  drug-handling  procedures  to  de- 
termine how  and  where  they  might  be  tightened."  Holmes  said. 

N.  Earl  Becknell,  director  of  the  state's  narcotic  and  drug  control  office,  headed 
the  study.  He  was  assisted  by  Helen  Danser.  chief  of  pharmacy  discipline  in  the 
state  Bureau  of  Health  Services,  and  members  of  Holmes  central  office  staff. 

According  to  the  news  reports,  at  least  three  purchases  of  controlled  sub- 
stanes  purchased  between  February  and  December  1971,  were  not  reported  to 
federal  authorities  as  required  by  law.  It  also  was  alleged  that  seven  other  pur- 
chases of  morphine  derivatives  were  not  covered  by  state  purchase  orders.  In 
both  instances,  the  reporter  based  his  findings  on  his  inability  to  locate  the  docu- 
ments. 

"In  every  situation,"  Holmes  said,  "the  allegedly  missing  documents  were  lo- 
cated in  their  proper  place."  Copies  of  the  original  federal  reporting  forms  and 
state  purchase  orders  also  were  displayed  at  the  press  conference. 

Where  inventory  control  over  drugs  at  the  penitentiary  was  concerned,  Holmes 
said  investigation  revealed  "poor  accountability,  dating  back,  I  am  sure,  many 
years,  but  continuing  to  some  degree  throughout  1972.'; 


[From  Narcotics  Control  Digest,  Feb.  19,  1973] 

KENTUCKY  PRISON  DREG  RULES  STRICTLY  ENFORCED, 

CHIEF  SAYS 

Tough  new  rules  governing  the  handling  of  drugs  at  the  Kentucky  state  pen- 
itentiary at  Eddyville  apparently  are  being  rigidly  enforced. 

A  recent,  unannounced  visit  to  the  prison  to  observe  pharmacy  operations 
under  unrehearsed  conditions,  indicated  that  new  controls  ordered  by  state 
Corrections  Commissioner  Charles  J.  Holmes  to  prevent  drug  abuse  by  inmates 
are  working,  spokesman  Herb  Brock  said. 

Holmes  recently  spelled  out  many  of  the  new  controls  to  the  press  in  a  news 
conference  held  in  Frankfort.  Scott  Wicker,  pharmacist  at  the  penitentiary 
since  March,  led  a  tour  through  the  pharmacy,  noting  changes  which  he  said 
have  improved  the  situation  "by  1.000  percent." 

Wicker  said,  "I'm  here  to  consult,  supervise  the  licensed  practical  nurses 
(LPNs),  set  up  a  program  and  get  it  working  for  the  full-time  pharmacist 
they  plan  to  hire."  The  pharmacy  has  towering  shelves  well-laden  with  all  forms 
of  medical  supplies,  including  "non-abuse"  drugs.  All  scheduled  or  prescription 
drugs  are  kept  in  a  safe,  to  which  only  two  associate  superintendents  and  Dr. 
Larry  Bogart,  the  prison  physician,  have  keys. 

Most  of  the  heavily  abused  drugs  either  are  being  phased  out  totally,  trans- 
ferred to  other  state  facilities,  returned  to  manufacturers  or  reordered  and  used 
in  liquid  form  only.  Wicker  said  about  four  orally  administered  liquids  now 
have  replaced  many  of  the  controlled  drugs,  including  such  previously  highly 
abused  pain   relievers  and  sedatives  as  dalmane,  valium.  darvou  and  talwin. 

Some  of  the  most  potent  drugs,  including  codeine,  morphine  and  their  deriva- 
tives, for  which  less  potent  replacements  are  not  available  on  the  market,  still 
are  ordered  in  the  same  form. 

Phenobarbital,  a  drug  used  to  treat  epileptics,  was.  however,  available  in 
liquid  form.  That  fact,  plus  closer  physician  authorization  of  prescriptions,  has 
greatly  reduced  demand  for  the  once  popular  drug.  "Our  epileptic  population 
has  decreased  by  maybe  200  percent,"  Wicker  said  with  a  grin.  Liquid  drugs 
currently  amount  to  more  than  SO  percent  of  the  total  stockpile  of  all  drugs. 
Prior  to  Wicker's  employment  in  March,  there  were  none. 

Eddyville  Superintendent  Henry  Cowan  said  the  switch  from  capsules  to 
liquids,  while  greatly  reducing  chances  of  drug  abuse,  has  forced  the  prison  to 
spend  $800  more  every  month  for  drugs.  For  instance,  liquid  tiarvon  costs  18 
times  more  than  darvon  in  pill  form.  -But  it's  well  worth  the  price  when  you 
consider  you're  investing  in  a  sound  program  as  well  as  in  the  increased  safety 
of  the  inmate."  Cowan  said. 

Before  making  the  conversion  to  liquids,  Wicker  reported  trying  other,  less 
expensive  methods.  One  was  to  try  lower  grade  liquid  medications  and  a  second 


515 

was  to  color-code  pills  for  tracing  purposes.  But  those  and  other  efforts,  including 
cutting  down  whenever  possible  on  prescription  writing,  failed,  he  said. 

At  the  pharmacy,  two  LPNs  were  busily  preparing  for  a  mid-morning  "pill 
line,"  which  was  rapidly  forming  outside  in  front  of  a  double-mesh  caged 
window.  The  pharmacy  and  line  were  moved  from  the  hospital  about  18  months 
ago  after  a  trio  of  inmates  captured  the  facility,  holding  hostages,  freely  using 
drugs  and  destroying  some  of  the  same  records  under  question  today. 

Inside  the  pharmacy  window,  one  LPN  takes  the  inmate's  identification  card, 
matches  it  up  with  the  prescription,  written  on  standard  single-sheet  "Rx"  form 
and  checks  it  with  small  cards  accompanying  the  vial  or  paper  cup  containing 
the  medication.  At  the  same  time,  a  second  nurse  double-checks  the  order  on 
"profile  sheets"  in  a  cardex  file. 

The  profile  sheets  list  the  name  of  the  inmate,  the  drug,  its  strength,  frequency 
of  use  and  prescription  expiration  date.  As  an  additional  safeguard,  a  master- 
log  sheet  is  kept  handy. 

After  the  inmate  receives  that  cup  or  vial  containing  either  a  pill  or  liquid, 
he  then  takes  a  drink  of  water  at  a  nearby  fountain  and  throws  the  cup  con- 
tainer away.  All  this  was  under  the  watchful  eye  of  a  prison  guard. 

The  '"pill  line"  took  only  about  10  minutes,  but  was  repeated  at  least  once 
every  two  hours  the  rest  of  the  day.  Medications  for  Cell  House  3  (the  lock-up 
unit),  hospital  and  farm  are  prepared  at  the  pharmacy  and  picked  up  by 
only  qualified  staff  or  medical  personnel  from  each  area.  Inmates  do  not  deliver 
drugs  or  administer  them. 

Joanne  Lester,  one  of  the  two  LPNs  at  the  pharmacy  (a  male  LPN  works 
at  the  hospital),  said  the  situation  has  changed  drastically  from  only  eight 
months  ago  when  she  was  hired.  Last  June,  forged  or  "homemade"  prescrip- 
tions— she  received  three  her  first  day — were  commonplace. 

Said  Ms.  Lester,  "It  was  really  a  mess  when  I  came  here.  There  was  no  way 
to  check  on  things.  Even  the  drug  tray  was  sloppy,  overflowing  with  pills  piled 
in  the  open  air  and  liquids  spilling  over  from  uncovered   cups." 

Tilings  have  changed,  but  nagging  problems  remain,  according  to  Super- 
intendent Cowan,  who  says  most  troublesome  is  trying  to  stop  the  flow  of 
contraband  materials — including  drugs — into  the  penitentiary. 

"Inmates  have  a  lot  of  time  on  their  hands,  much  of  which  they  can  spend 
dreaming  up  new  ways  of  getting  marijuana  and  other  stuff  in  here,"  said 
Cowan.  He  had  reached  into  his  desk  drawer  and  pulled  out  a  bag  filled  with 
marijuana  which  a  mother  had  tried  to  get  to  her  son. 

A  prison  guard  in  a  later  interview  said  that  he  recently  apprehended  one 
inmate  who  was  receiving  marijuana  from  a  friend,  who  would  toss  it  over  the 
fence  to  him  while  he  was  mowing  the  lawn  on  the  prison  ground. 

Even  prison  guards  and  other  staff  members  have  been  getting  into  the  con- 
traband act,  Cowen  said.  One  guard  recently  was  caught  after  he  had  filled 
food  buckets  given  to  men  in  the  lock-up  unit  with  a  generous  supply  of  mari- 
juana. About  six  guards  have  been  dismissed  for  smuggling  in  contraband. 

Urine-test  kits  are  used  by  prison  officials  to  determine  whether  a  suspected 
drug  user— sometimes  referred  to  as  "drunk  on  the  yard"— has  used  drugs  other 
than  those  at  the  penitentiary. 

Specifically,  these  are  the  most  important  measures  comprising  what  Holmes 
described  as  the  firmest  hands-off  narcotics  control  program  ever  implemented  at 
a  state  correctional  facility  : 

Dispensing  controlled  drugs  (cocaine,  codeine,  methadone,  morphine  and 
their  derivatives)  in  liquid  oral  or  injectable  form  whenever  possible  to  pre- 
vent inmates  from  storing  pills  in  their  mouths  ; 

Moving  the  pharmacy  and  "pill  line"  from  the  hospital  in  the  prison  vard 
to  a  much  more  heavily  protected  and  secure  room  inside  the  administration 
building ; 

Forbidding  inmate  hospital  workers  from  handling  any  form  of  medication, 
unless  supervised  by  a  doctor,  pharmacist  or  other  qualified  medical  personnel ; 

Hiring  a  medical  doctor  and  four  licensed  practical  nurses  (LPNS)  on  a  full- 
time  basis  and  a  part-time  pharmacist ; 

Appointment  of  a  medical  coordinator  to  oversee  medical  services  at  all  seven 
state  penal  facilities. 

In  spelling  out  the  new  controls  at  his  recent  press  conference.  Holmes  also 
mvulged  final  results  of  a  10-month  investigation  into  alleged  drug  abuse  and 
dispensing  irregularities.  He  said  that  while  the  investigation  turned  up  no 
evidence  of  criminal  activity  on  the  part  of  the  prison  staff,  it  did  show  that 
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accountability  of  drugs  in  the  past  was  marred  by  shoddy  dispensing  practices 
and  generally  poor  record-keeping. 

"We  have  looked  back.  We  have  seen  the  inadequacies  that  plagued  the 
system  in  the  past.  We  don't  intend  to  allow  those  same  inadequacies  to  persist 
in  the  future,"  Holmes  said.  "Our  drug  controls  must  be  stringently  drawn, 
strictly  supervised  and  vigorously  enforced  against  all  infractions — and  I  can 
assure  you  that  is  the  path  we  intend  to  follow,"  he  added. 


[From  the  Louisville  Courier- Journal,  Feb.  20,  1975] 
REPORT  ALLEGES  PRISON  OPERATED  IMPROPERLY 

(By  Don  Walker) 

Frankfort,  Ky. — A  special  legislative  committee  yesterday  called  for  "a  blue 
ribbon  commission,  with  state  police  assistance  and  a  full-time  staff,"  to  com- 
plete the  investigation  of  the  Kentucky  State  Penitentiary  at  Eddyville  it  began 
last  September. 

In  a  report  to  the  new  Corrections  Facilities  Review  Commission,  which  will 
take  over  the  investigation,  state  Sen.  John  Lackey,  committee  chairman,  listed 
five  alleged  unlawful  acts  involving  penitentiary  officials  : 

Meat  produced  on  the  prison  farm  was  bartered  by  a  prison  official  for  alcohol. 

"Wild"  parties  where  women  and  alcohol  were  procured  by  an  inmate  were 
attended  by  prison  officials  in  Bowling  Green  and  Eddyville. 

On  two  occasions  attempts  were  made  to  stage  race  riots  so  that  a  prison 
could  dramatically  calm  the  disturbances  and  gain  favorable  press  coverage. 

An  attempted  escape  involving  the  taking  of  a  hostage  was  staged  so  that  a 
prison  official  might  gain  favorable  press  coverage  by  talking  the  inmate  into 
surrendering.  The  truth  of  this  allegation  has  been  verified  by  a  polygraph  ex- 
amination of  the  escapee,  the  report  said. 

On  two  occasions  a  prison  official  conspired  with  inmates  to  have  another  in- 
mate murdered. 

Lackey  said  witnesses  made  "literally  dozens"  of  other  accusations  of  corrup- 
tion and  incompetence  involving  prison  officials. 

Among  them  were  that  certain  inmates,  especially  informers,  have  more  au- 
thority than  some  guards  and  that  prison  officials  were  slow  to  stem  heavy 
traffic  in  drugs  and  alcohol. 

The  report,  in  addition  to  the  call  for  a  more  in-depth  investigation,  also 
recommended : 

That  a  state  police  detective  be  assigned  solely  to  investigate  the  deaths  of 
inmates  Lonnie  Phillips,  Felix  Briggs,  Jerome  Covington,  and  Wilmer  Scott. 

(Phillips  was  found  hanged  in  his  cell  July  14,  1974;  Briggs  was  found  hanged 
in  his  cell  on  May  7,  1974 ;  Covington  was  found  hanged  in  his  cell  Aug.  25,  1974 ; 
Scott  died  of  burns  suffered  in  a  mattress  fire  in  his  cell  in  February  1974.) 

That  legislation  be  adopted  in  the  next  General  Assembly  to  require  regular 
reports  on  drug  inventory  and  drug  dispensing  in  prisons;  to  give  the  Parole 
Board  sufficient  staff  to  make  its  parole  decisions  without  a  total  dependence  on 
reports  from  prison  officials ;  to  require  that  certain  law  enforcement  personnel 
be  notified  immediately  of  any  abnormal  deaths  at  a  prison ;  that  use  of  segrega- 
tion (solitary  confinement)   of  inmates  be  controlled  by  statute. 

Lackey,  D-Richmond,  had  told  another  legislative  group  last  month  that  the  six 
committee  members  had  indicated  that  penitentiary  Supt.  Henry  Cowan  should 
possibly  be  replaced. 

Yesterday's  written  report,  however,  did  not  call  for  Cowan's  removal.  And  no 
names  were  mentioned  in  connection  with  the  alleged  illegal  acts. 

The  report  did  charge,  however,  that  both  Cowan  and  Charles  Holmes,  commis- 
sioner of  corrections,  were  lax  in  ending  the  penitentiary's  reputation  "as  an  in- 
stitution where  alcohol  and  narcotics  flowed  freely  to  any  inmate  with  money 
to  buy." 

The  report  charged  that  "more  often  than  not,  well  meaning  suggestions  of 
corrective  action  were  rudely  or  defensively  dismissed  .  .  ." 

However,  the  drug  situation  has  improved  since  Dr.  Larry  Bogart  took  over 
as  penitentiary  physician,  the  report  said. 

Holmes  was  attending  a  meeting  out  of  the  state  and  Deputy  Commissioner 
Luther  Luckett  said  corrections  officials  would  not  comment  until  they  studied 
the  report. 
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The  report  also  said  witnesses  disputed  the  official  claims  that  6,500  dosages  of 
hard  narcotics  turned  up  missing  after  prisoners  took  over  the  pharmacy  in  Au- 
gust 1972.  No  drugs  were  stored  there  at  that  time,  the  report  said. 

The  committee  heard  11  witnesses,  some  of  them  inmates,  some  corrections 
officials,  and  some  former  corrections  officials,  and  a  Courier-Journal  reporter, 
Lackey  said. 

Although  most  of  the  evidence  was  hearsay,  Lackey  said  much  of  it  was  men- 
tioned by  several  witnesses,  adding  to  its  authenticity. 

Rep.  James  Dunn,  D-Louisville,  chairman  of  the  Corrections  Facilities  Re- 
view Commission,  said  it  would  complete  the  investigation  by  September.  The 
commission  is  composed  of  seven  legislators. 

The  Legislative  Research  Commission  asked  the  commission  to  take  over  the 
study  to  avoid  a  duplication  of  work  and  to  avoid  jurisdictional  disputes,  accord- 
ing to  Phillip  Conn,  LRC  director. 

Lackey  is  the  only  member  of  the  original  committee  serving  on  the  new 
commission. 

In  addition  to  the  public  report,  Lackey  gave  two  volumes  of  documents  to  the 
commission  members.  About  half  of  the  material  is  transcribed  testimony  of  wit- 
ness, he  said. 

Dunn  said  those  volumes  will  remain  confidential  because  they  contain  "explo- 
sive" matters  that  could  cause  disturbances  at  the  penitentiary  or  could  set  up 
witnesses  for  reprisals. 

Therefore,  some  of  the  commission's  meetings  may  be  closed,  Dunn  said 

Lackey  said  about  20  other  witnesses  should  be  interviewed. 

On  the  subject  of  drugs,  the  committee  reported  that  a  known  inmate  drug 
dealer  was  assigned  to  the  prison  hospital,  that  an  inmate  was  caught  stealing 
drugs  but  was  not  dismissed  from  his  job  in  the  infirmary,  and  that  a  Western 
Kentucky  tavern  owner  may  have  supplied  illicit  drugs  and  alcohol  to  the  prison. 

lhe  report  charges  that  the  prison  administration's  "excessive  reliance  upon 
fear  and  reprisal  to  keep  order  has  virtually  destroyed  any  rehabilitative  value 
of  the  institution." 

Various  memoranda  and  testimony  paint  a  picture  of  a  system  "where  manip- 
ulation of  violent  and  antisocial  tendencies  has  become  the  relied  upon  means  of 
keeping  control,"  the  report  continues. 

Mentioned  was  the  use  of  "strip  cells,"  where  inmates  are  forced  to  lie  naked 
on  concrete  floors  and  are  denied  necessities  such  as  adequate  food  or  toilet 
paper,  the  report  said. 

One  inmate  said  he  lived  for  weeks  in  "filthy,  dark,  humid  cells  so  small  you 
can  only  take  three  steps  before  turning."  The  inmate  added,  "I've  walked 
blisters  on  my  feet,  developed  hemorrhoids  from  sitting  on  the  cold  concrete,  and 
lost  two  jaw  teeth  from  lack  of  medical  attention." 

Because  of  this  treatment,  the  report  said  the  committee  now  believes  the 
inmate's  psychiatric  problems  are  largely  an  outgrowth  of  his  incarceration. 

The  committee  also  charged  that  a  pervasive  informer  network  and  an  un- 
explainable  favoritism  to  certain  inmates  helped  create  an  atmosphere  "where 
some  walkers  (more  trusted  inmates)  have  more  authority  than  some  guards." 

This  situation  "has  in  a  large  way  contributed  to  the  alarming  number  of 
suicides  and  murders"  in  the  prison,  the  report  said. 


[From  the  Louisville  Courier-Journal,  Feb.  21,  1975] 

HOLMES  AND  COWAN  DECLARE  COMMITTEE  WAS  "ONE-SIDED"  IN 

PENITENTIARY  PROBE 

(By  Don  Walker) 

Frankfort,  Ky. — The  state  corrections  commissioner  and  the  superintendent 
of  the  state  penitentiary  charged  yesterday  that  a  legislative  committee  was 
"one-sided"  in  its  investigation  of  conditions  at  the  Eddyville  institution. 

Commissioner  Charles  Holmes  and  Supt.  Henry  Cowan  complained  that  the 
committee  talked  to  neither  of  them  nor  to  their  top  assistants,  never  visited  the 
institution,  and  did  not  interview  any  inmates  in  preparing  a  report  highly 
critical  of  Cowan's  administration. 

Holmes  said  some  ex-inmates  apparently  were  questioned. 

Holmes  said  he  has  not  heard  any  evidence  yet  that  would  move  him  to  make 
administrative  changes. 
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Holmes  said  he  resented  "the  aura  of  secrecy"  under  which  the  committee, 
headed  by  Sen.  John  Lackey,  D-Richmond,  operated,  because  "I  have  tried  to 
be  open  with  the  public,  the  press  and  the  legislature." 

Holmes  said  he  offered  the  cooperation  of  his  bureau  and  himself  but  that,  in 
a  conversation,  Lackey  "asked  no  penetrating  questions."  Holmes  said  he  sent 
a  staff  member  to  committee  sessions  but  the  meetings  were  closed. 

The  commissioner  said  he  thought  it  was  wrong  for  the  committee  to  level  such 
strong  charges  based  on  an  investigation  that  involved  only  11  unnamed  wit- 
esses. 

"I  hope  the  Corrections  Facilities  Review  Commission  (which  received  the 
committee  report  and  took  over  the  investigation  Wednesday)  will  investigate 
whether  any  of  the  witnesses  had  an  ax  to  grind,"  Holmes  said. 

Among  other  things,  the  report  listed  allegations  of  five  criminal  acts  by 
penitentiary  officials  including  conspiring  with  inmates  to  kill  two  inmates.  The 
report  also  alleged  harsh  treatment  for  some  inmates  and  favoritism  to  others 
to  the  point  that  some  inmates  had  more  authority  than  some  guards. 

Holmes  telephoned  from  Las  Vegas,  Nev.,  where  he  is  attending  a  national 
corrections  meeting,  to  comment  on  an  article  about  the  report  in  Wednesday's 
Courier- Journal. 

As  to  the  criminal  allegations,  Holmes  noted  that  Lackey  acknowledged  that 
the  charges  were  based  on  "hearsay"  but  that  Lackey  said  some  of  the  charges 
were  corroborated  by  other  witnesses. 

"Surely,  we  haven't  gotten  to  the  place  where  we  point  the  finger  of  guilt 
without  proper  investigation,"  Holmes  said. 

Charges  of  criminal  wrongdoing  should  be  backed  by  more  than  hearsay, 
Holmes  said.  The  commissioner  said  he  doubts  that  the  hearsay  has  been  cor- 
roborated "by  several  witnesses,"  as  would  be  required  for  true  corroboration 
of  second-hand  evidence. 

In  a  telephone  interview  from  Eddyville.  Cowan  said  he  would  not  attempt 
to  answer  the  charges  until  I've  had  a  chance  to  digest  the  report." 

"As  long  as  we're  just  getting  one  side,  I  think  I'll  keep  it  that  way,"  Cowan 
said. 

"If  we've  got  some  experts  somewhere  that  are  giving  this  information,  let 
them  continue  to  do  so.  Then,  when  the  time  comes,  I'll  just  make  the  retaliation 
all  at  one  time." 

Holmes  said  he  felt  certain  the  new  commission  "will  be  talking  to  many 
witnesses  who  will  provide  a  more  balanced  view." 

Holmes  said  he  thought  it  odd  that  none  of  the  "hearsay"  charges  had  ever 
come  to  his  attention. 

"We  listen  for  complaints,"  he  said. 

Other  alleged  criminal  acts  by  officials  listed  in  the  report  included  bartering 
of  meat  produced  at  the  prison  for  alcohol,  an  inmate's  procuring  women  and 
alcohol  for  officials'  parties  at  Eddyville  and  Bowling  Green,  two  attempts  to 
stage  an  escape  involving  the  taking  of  a  hostage  so  that  an  official  might  gain 
favorable  publicity.  The  escapee  involved  has  taken  a  polygraph  test  to  verify 
his  story,  the  report  said. 

Holmes  denied  a  charge  in  the  report  that  he  and  Cowan  had  been  slow  to 
stem  heavy  traffic  of  drug  and  alcohol  at  the  penitentiary. 

"I  think  the  inmates  and  the  corrections  officers  (guards)  would  corroborate 
that  there  is  less  'junk'  on  the  yard  now  than  at  any  time  in  the  history  of  the 
institution,"  the  commissioner  asserted. 

Holmes,  who  took  over  as  commissioner  in  February  1072  (Cowan  became 
superintendent  in  May  1972),  said  a  check  of  the  record  will  show  that  many 
improvements  have  been  made  in  his  administration. 

"I  hope  the  new  commission  will  check  the  recommendations  made  by  the 
1973-74  facilities  review  commission  and  compare  it  to  our  record,"  he  said. 
There  have  been  legislative  investigations  at  Eddyville  since  the  1880s  soon  after 
the  penitentiary  opened.  And  we  welcome  the  new  commission,"  Holmes  said. 

"We  have  put.  together  a  good  staff  and  made  some  improvements.  Much  more 
needs  to  be  done  and  I  may  need  to  make  some  administrative  changes.  But 
they  won't  be  based  on  a  shallow,  narrow  report,  admittedly  based  on  hearsay." 

Henri  Mangeot,  state  justice  secretary,  reached  by  telephone  after  a  meeting 
in  Hopkinsville,  said  he  would  take  any  necessary  action  in  the  matter  after 
"the  facts  of  the  case"  are  presented  to  him. 

Mangeot  said  he  thought  any  evidence  of  wrongdoing  should  be  turned  over 
to  "people  who  are  in  a  position  to  take  positive  action."  This  would  include  him 
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as  the  cabinet  head  of  both  the  state  police  and  the  Corrections  Bureau  or  a 
grand  jury,  he  said. 

"We  need  to  know  when,  where  and  how  these  things  are  supposed  to  have 
occurred.  If  people  have  factual  material  it  will  serve  no  useful  purpose  to 
conceal  that  material  from  people  who  are  in  a  position  to  take  action,"  Mangeot 
said.  "We  certainly  intend  to  inquire  into  this  ourselves." 


[From  the  Jefferson  City  (Mo.)  Post-Tribune,  Mar.  6,  1975] 
PRISON  TO  WRITE  POLICY  ON  DRUGS 

Jefferson  City,  Mo.  (AP)— Officials  of  the  state  corrections  system  will  de- 
velop written  policies  '"in  the  near  future"  concerning  the  right  of  inmates  to 
refuse  drugs,  state  Auditor  George  Lehr  reported  Wednesday. 

In  response  to  the  request  of  three  members  of  the  Missouri  House,  Lehr  con- 
ducted an  inquiry  into  the  use  of  drugs  at  state  prison  facilities,  particularly  the 
main  prison.  The  request  was  apparently  prompted  by  the  circumstances  sur- 
rounding the  death  of  an  inmate  last  January. 

The  inmate.  Jesse  Lang  of  Kinloch,  reportedly  died  at  the  Fulton  State  Hospital 
three  days  after  he  was  taken  from  the  main  prison,  and  traces  of  a  behavior- 
modifying  drug  known  as  prolixin  were  found  in  his  body.  That  drug  reportedly 
can  have  adverse  or  even  fatal  side  effects. 

Lehr's  inquiry  showed  that  records  at  the  main  prison  revealed  that  seven 
inmates  refused  treatment  with  prolixin  on  nine  occasions  from  October  through 
last  January  and  that  the  prison  had  no  written  policies  on  inmates'  rights  to 
refuse  medication.  The  report  did  not  specifically  say  whether  the  drug  was 
administered  on  those  nine  occasions. 

Lang  had  reportedly  been  administered  the  drug  against  his  will. 

In  addition  to  identifying  personnel  at  the  main  prison  involved  in  pharma- 
ceutical operations  as  well  as  the  kinds  and  quality  of  drugs  maintained  at  the 
facility,  the  auditor's  report  said  records  were  kept  for  inmates  receiving  high 
dosages  of  prolixin  and  two  other  drugs. 

The  dosages  revealed  by  the  charts,  the  report  said,  did  not  appear  in  excess 
of  recommendations  of  the  American  Society  of  Hospital  Pharmacists. 

George  Camp,  deputy  director  of  the  Department  of  Social  Services  and  former 
corrections  chief,  along  with  others  involved  in  drug  medication  at  the  prison 
including  three  inmates,  denied  any  experimental  drug  program  was  going  on 
at  the  facility,  Lehr  said. 

The  report  also  noted  that  prison  officials  said  Lang  had  been  given  prolixin 
a  year  to  16  months  ago  and  had  received  treatments  of  Thorazine,  a  drug  similar 
to  prolixin,  more  recently. 

[From  the  Omaha  World  Herald,  July  10,  1975] 

PEN  "CAN'T  SHUT  OFF  DRUG  INFLUX" 

(By  Michael  Holmes) 

The  Nebraska  Penal  Complex  has  "had  occasional  drug  problems,"  its  warden 
said  Wednesday,  "but  the  percentage  is  not  that,  great." 

Warden  Robert  Parratt  said  efforts  to  combat  inmate  drug  use  "can  never 
seal  it  off  completely.  It's  the  same  as  on  the  streets.  Narcotics  agents  can  only 
do  so  much." 

Parratt  was  contacted  by  phone  at  a  meeting  in  Kearney,  Neb.,  after  Douglas 
County  District  Court  Judge  Rudolph  Tesar  said  callers  had  informed  him  that 
both  illegal  drugs  and  liquor  were  available  to  prisoners. 

Tesar  said  he  has  been  told  that  women  visiting  inmates  have  smuggled  drugs 
to  prisoners  through  kisses  and  under  wigs. 

Another  penal  complex  official,  senior  corrections  specialist  Albert  Nance,  said 
recently  there  has  been  "one  of  the  biggest  rashes  of  people  trying  to  get  them 
(drugs )  in  I've  seen  in  some  time." 

In  the  past  four  to  five  weeks,  Nance  said,  eight  persons  have  been  caught 
trying  to  bring  drugs  into  the  penal  complex. 

"There  is  a  filtering  of  drugs  (into  the  penal  complex)  ;  I  will  not  deny  this," 
he  said. 
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"Our  main  influx  (of  drugs)  is  from  outsiders  trying  to  get  it  inside,"  be  added. 
"We  have  no  positive  assurances  that  we're  shutting  off  all  avenues,  but  we*re 
doing  everything  possible." 

In  an  interview  about  seven  months  ago,  Parratt's  administrative  assistant, 
Thomas  Mason,  acknowledged  that  drugs  were  available  in  the  penal  complex. 

"If  they  want  to  get  drugs  in  prison,  they  can,"  he  told  The  World-Herald.  The 
only  difference  between  here  and  the  streets  is  that  we  hope  it's  a  little  tougher 
there  to  get  them." 

Nance  said  visitors  are  frisked  before  entering  the  penal  complex.  In  addition, 
he  said,  prison  employes  were  subject  to  "periodic  shakedowns." 

Both  Parratt  and  Nance  said  possession  of  commercial  liquor  by  inmates  was 
limited. 

"We  haven't  had  a  situation  involving  an  alcoholic  beverage  in  some  months," 
Parratt  said. 

The  warden  said  that,  on  a  national  scale  of  one  to  10.  the  penal  complex 
would  score  about  eight.  Other  prisons,  he  said  "certainly  have  many  more  prob- 
lems than  ours." 

Two  guards  were  caught  attempting  to  smuggle  contraband  to  inmates  last 
year,  he  said.  "We  will  not  tolerate  it." 

Parratt  said  the  screening  of  visitors  had  been  effective  but  will  not  stop  all 
visitors  from  trying  to  take  drugs  into  the  penal  complex. 


[From  the  Trentonian  (N.J.),  Dec.  11,  1974] 
DRUG  FLOW  IS  HEAVY  IN  PRISON 

(By  John  Toth*) 

"Hook  up  doctor  call,"  Star  Officer  Edward  Stillwell  growls  to  me  one  morning 
after  I've  been  on  the  job  a  few  days. 

Here  it  comes,  I  say  to  myself.  The  most  popular  show  at  Trenton  State  Prison. 
The  Big  Drug  Giveaway,  also  known  as  Name  Your  Pill. 

I  step  over  to  the  grille  gate  door  in  center  and  wait  for  Stillwell  to  give  the 
grille  gate  cop  the  nod  to  open  up.  Stillwell  nods  and  waves,  the  door  opens  briefly 
and  two  or  three  men  rush  in.  I  quickly  step  inside  the  grille  gate. 

Stillwell  all  the  while  clings  to  the  leading  edge  of  the  door,  suspiciously  survey- 
ing center  and  the  doors  from  the  various  wings  to  make  sure  nobody  tries  to  get 
into  the  grille  gate  area  who  doesn't  belong. 

Inside  the  grille  gate  is  a  large  wooden  tray.  It  contains  bottles  of  brown  liquid 
that  smell  like  cough  syrup,  bottles  of  mineral  oil  and  milk  of  magnesia.  There 
are  also  dozens  of  brown  envelopes  containing  aspirins,  cold  pills,  ache  pills, 
antacid  pills. 

"The  doctor  will  be  here  any  minute,"  the  grille  gate  cop  says.  "His  stool  is  over 
there." 

Soon  the  doctor  arrives  and  the  grille  gate  cop  lets  him  inside.  The  doctor  is 
short,  rotund  and  balding  has  at  least  three  chins  and  is  wearing  orthopedic 
shoes.  He  looks  through  the  glass  into  the  center  area,  a  prescription  pad  in  his 
hand. 

"You  ever  do  medication  before?"  he  asks  me,  directing  the  remark  at  the  glass 
in  front  of  him. 

"No,  but  I've  been  told  what  to  do." 

Stillwell  nods,  the  grille  gate  swings  open,  and  we  step  out  into  center  as  the 
door  closes  quickly  behind  us.  Waiting  for  us  is  the  inmate  clerk  who  will  work 
with  the  doctor,  a  tall,  lean  man  wearing  a  two-piece  white  outfit,  looking  much 
like  a  young  intern,  standing  by  with  his  metal  clipboard  and  pen  in  hand. 

On  doctor  call,  the  prescribing  physician  will  do  no  more  than  glance  at  the 
cons  he's  prescribing  for.  He  will  not  touch  the  "patients."  He  will  simply  fill  out 
prescriptions,  sometimes  a  dozen  or  two  dozen  in  a  single  wing.  As  a  ride,  the 
inmate  will  get  whatever  he  asks  for. 

We  head  for  Seven  Wing,  where  inmates  are  already  shouting  throughout  the 
five-story  complex  that  doctor  call  is  on  the  way.  The  wing  officer  makes  room 
for  us  on  one  of  two  desks  on  the  first  floor  of  the  wing. 


*  (Editor's  Note:  Reporter  John  Toth  spent  six  months  and  17  days  working  inside 
Trenton  State  Prison  ns  a  guard.  To  convey  the  atmosphere  inside  the  prison,  it  was  nec- 
essary to  employ  vivid  language  and  descriptions.) 
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''Keep  an  eye  on  that  tray,"  the  doctor  warns,  nervously  eyeing  the  inmates 
as  they  begin  to  form  into  a  line,  already  demanding  service. 

"Doctor  call !"  shout  the  inmate  runners. 

"Doctor  call !"  shout  the  wing  officers  above  us.  There  are  metal-on-metal  sounds 
as  the  cell  doors  are  opened  and  closed.  The  inmates  form  a  line  which  extends 
into  Seven  Wing  neck  toward  the  wing  gate  and  center.  i 

An  inmate  comes  around  the  line  and  picks  up  two  brown  bottles  apparently 
containing  cough  syrup.  "Put  those  bottles  clown,"  I  tell  him.  "Wait  until  the 
doctor  sees  you." 

"F —  you,  man,  the  doc  gives  it  to  me  anyway,  so  what's  the  difference?" 

"Give  the  m f his  medicine !"  an  inmate  shouts  from  somewhere  clown 

the  line.  "Give  'im  his  medicine,  it  ain't  yours !"  another  yells. 

"This  m f n'  cop  is  holding  up  the  whole  line  bitchin'  over  two  lousy 

bottles  of  f 'n  medicine,"  another  con  shouts  in  mock  disgust. 

The  cons  faces  are  half  hostile,  half-laughing,  waiting  to  see  my  reaction.  I 
know  they're  thinking  there  could  be  lots  of  fun  if  this  green  cop  pushes  too  hard 
about  this  cough  syrup. 

"What  do  you  say,  doc?"  I  ask.  "Do  you  give  this  guy  the  medication?" 

"Let  him  have  it,"  the  doctor  says,  annoyed. 

The  cons  burst  into  derisive  laughter,  enjoying  my  embarrasement  and  their 
apparent  power. 

The  diversion  over,  the  doctor  places  his  prescription  pad  on  the  desk  and  an 
inmate  steps  in  front  of  him.  "What's  the  problem?"  the  doctor  adds,  scarcely 
looking  up  from  his  pad. 

The  young,  muscular  inmate,  looking  bright  and  alert,  replies,  "Doc,  I'm  feeling 
real  nervous.  I  need  something  to  settle  me  down." 

"Like  what?"  the  doctor  asks,  his  voice  coldly  indifferent. 

"Well,  like  something  to  settle  me  clown,  maybe  some  — "  and  he  reels  off  the 
name  of  some  drug,  a  familiar  name,  some  kind  of  sedative. 

"I  want  some  —  and  I  want  it  three  times  a  day  and  I  want  25s  (25-milli- 
gram  pills)  and  I  need  it  for  a  couple  of  months." 

"Those  25s  are  too  strong,"  the  doctor  says.  "You'll  get  20s  and  twice  a  day." 
His  voice  is  shaky.  i 

The  inmate  explodes,  the  veins  and  muscles  in  his  neck  stand  out  and  he  leans 
over  the  doctor  threateningly.  The  other  cons  are  shouting,  jeering  and  laughing, 
yelling  for  the  doctor  to  hurry  up. 

"Those  20s  aren't  good  enough,"  the  con  insists.  "They  don't  do  anything  for  me. 
I  want  25s." 

I'm  looking  to  gauge  how  far  away  the  riot  bell  is  and  fingering  the  blackjack 
I  have  in  my  pocket. 

The  doctor  backs  down.  "All  right,"  he  says  in  a  conciliatory  tone.  "You'll  get 
the  25s.  Next !" 

The  doctor  turns  to  me  and  whispers  as  he  fills  out  the  prescription,  "Most  of 
these  inmates  are  fakers." 

Doctor  call  is  only  the  first  stage  in  the  Big  Drug  Giveaway  game.  The  second 
phase,  while  I  worked  at  the  prison,  was  played  in  the  cell  tiers,  when  guards 
went  around  delivering  the  pills  that  the  doctor  had  prescribed. 

Delivering  "officer  custory  medication"  was  a  job  handed  to  me  almost  as  soon 
as  I  started  work  inside  The  Wall. 

After  roll  call,  Officer  Zola  steps  out  from  behind  center  with  a  large  wooden 
tray.  It  is  full  of  brown  packets  of  pills. 

"Pick  up  medication !"  Zola  yells.  "Come  on,  you  guys,  somebody  has  to  do  it !" 

The  envelopes  designated  for  a  given  wing  vary  in  number  from  a  dozen  or 
two.  at  the  least,  to  several  dozen.  In  total  there  are  several  hundred  envelopes. 
This  morning  I  get  stuck  delivering  to  Four  Right,  the  ground  floor  of  Four 
Wing. 

The  envelopes  are  usually  marked  with  the  inmate's  name,  number,  wing  and 
cell,  type  of  medication,  dosage,  and  how  many  times  a  day  it  is  to  be  given.  I 
arrange  the  envelopes  in  numerical  order,  going  from  one  side  of  the  wing  (even- 
numbered  cells)  to  the  other  side.  Each  Four  Wing  cell  normally  houses  three 
or  four  men. 

I  step  up  to  a  cell  door,  pull  the  bolt  lock,  and  swing  it  toward  me.  I  have  to 
step  over  the  door  sill  and  bend  down  to  get  in.  My  nose  is  assaulted  with  the 
odor  of  the  bodies  and  clothing  of  four  men  jammed  into  a  small  space,  with  an 
overlay  of  decaying  food. 

"Medication !"  I  shout  as  I  come  in.  On  one  side  of  the  15-by-eight-foot  cell  are 
two  bunk  beds,  placed  end  to  end.  Sheets  or  blankets  hang  from  the  top,  making 
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each  bottom  bunk  into  a  little  compartment.  For  this  cell  I  have  three  pill 
packets,  each  for  a  different  inmate. 

I  call  out  one  inmate's  name  and  a  hand  shoots  out  from  one  of  the  lower 
bunks. 

"I'll  take  them  for  the  rest  of  the  guys,  officer,"  says  the  voice  from  the  bunk. 

"Sorry,  men,  everybody  gets  their  own  and  takes  them,"  I  say.  "I  want  to  see 
you  take  it." 

A  chorus  of  curses  greets  this  remark,  and  the  three  cons  are  now  out  of  their 
bunks,  shouting. 

"We're  not  all  f — n'  thieves  !" 

"The  other  f-n'  cops  don't  pull  this  detective  s-  -  -.  Why  don't  you  just  leave 
these  pills  on  the  nightstand  like  a  good  little  officer?"  a  barrel-chested,  groggy 
inmate  says,  pulling  a  string  and  switching  on  the  naked  light  bulb  overhead. 

I  stand  there  cursing  to  myself  about  how  hard  the  lazy  cops  make  it  to  do  a 
good  job.  The  cops  often  just  hand  the  pills  into  an  outstretched  hand  poking  its 
way  into  the  semi-darkness.  Out  goes  the  pill  and  the  cop  walks  away. 

I  know  I'm  in  for  a  tough  time. 

'•Which  one  of  you  takes  this  stuff?"  I  read  off  a  pill  name,  and  an  inmate 
gives  me  a  name  which  matches  the  name  on  the  brown  envelope. 

"Okay,  pop  it,"  I  tell  him,  dumping  one  pill  into  his  hand.  He  gives  me  a  dis- 
gusted look,  turns  his  back  and  walks  toward  the  sink,  running  water  into  a  cup. 

"This  m f-—  is  going  to  make  sergeant  soon,"  cracks  one  con  from  his  seat 

on  his  bunk. 

Even  though  I  watch  the  pill-taking  inmate  as  closely  as  I  can,  there  are 
several  ways  he  can  get  over  on  me. 

He  can  put  the  pill  into  his  mouth  and  push  it  up  into  his  cheek  and  take  it  out 
after  I  leave — "cheeking  a  pill." 

To  prevent  this — if  I  want  to  take  the  trouble  and  maybe  risk  my  life — I  can 
ask  him  to  say  his  name  and  number  to  detect  any  impaired  speech  which  might 

indicate  a  cheeked  pill. 

I  also  know  that  as  he  goes  toward  the  sink  he  might  stuff  the  pill  between 
two  fingers,  pretend  to  take  it,  swallow  some  water,  and  then  show  me  his 
empty  mouth. 

Bombarded  all  the  time  by  curses  and  threats,  I  go  tnrough  a  tiring  routine. 

"Hold  your  hands  up  and  wiggle  your  fingers,"  I  tell  the  con.  He  complies 
resentfully. 

"What's  your  name  and  number?"  I  ask,  wondering  why  in  the  hell  any  human 
being  would  go  through  this  for  $120  a  week. 

"Open  your  mouth  and  lift  your  tongue,"  I  ask,  knowing  all  the  while  that 
chances  are  the  guard  who  delivers  pills  here  tomorrow  isn't  going  to  bother  with 

this. 

Finallv  I  am  through  with  the  first  con.  I  have  two  more  in  the  same  cell  to 
go  through  the  same  routine  with.  And  this  is  only  the  first  of  more  than  a  dozen 
cells  I  have  to  visit. 

Another  part  of  the  Big  Drug  Giveaway  game  is  played  in  the  afternoon  and 
evening,  when  officers  again  make  the  pill-delivery  rounds.  If  anything,  there 
are  even  more  ways  for  cons  to  win  the  game  in  the  afternoon  than  there  are  in 

tllG  lliOl'llill0* 

St illwell bounds  off  again  to  start  the  noontime  pill  express  rolling.  "Hook  up 
medication,  Toth  and  Thompson !"  he  commands, 

Thompson— a  tall,  black  officer— and  I  go  behind  center,  pick  up  the  medicine 
chest  key,  open  the  medicine  cabinet  and  pull  out  two  of  the  familiar  brown 
wooden  trays,  sort  through  the  packages  and  pull  out  the  noontime  medication. 

Our  pockets  bulging  with  envelopes  of  pills,  we  start  out  on  our  two-hour 
search  for  inmates.  In  the  early  mornings,  the  cons  are  all  in  their  cells  and 
finding  them  is  an  easy  matter.  By  noon,  they're  scattered  all  over  the  prison. 

With  the  inmates  I  do  manage  to  find,  I  go  through  the  same  questian-and- 
answer  routine — "Did  you  take  the  pill?" 

\long  the  route  I'm  accosted  by  several  dozen  inmates.  "Officer,  Im  inmate 
so-and-so,"  they  say.  "You  got  my  pill?"  If  he  calls  a  name  that's  on  one  of  the 
packets  I'm  carrying,  I  give  it  to  him,  not  realizing  that  the  con  is  getting  over 

on  me.  , 

I  don't,  realize  that  the  pill-taking  con  is  a  phony,  using  another  inmates  name 

to  beats  me  for  swag  medication. 

It  isn't  until  I  run  into  the  real  inmates — the  ones  who  actually  were  supposed 

to  got  the  pills— that  I  get  onto  the  game. 
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Then  I  decide  to  make  it  tough  for  them.  The  next  guy.  I  think  to  myself, 
is  going  to  get  the  third  degree. 

I  remember  working  in  Seven  Wing  one  day  when  the  regular  wing  officer, 
James  MeKenzie,  had  a  day  off.  Unfortunately,  it  turned  out  to  be  the  day  the 
whole  tier  turned  on. 

The  day  started  routinely,  with  prisoners  going  out  for  morning  chow  and 
then  returning.  After  that,  funny  things  started  happening. 

The  normal  low  buzz  of  radios,  televisions,  tape  recorders  and  record  players 
turned  into  a  deafening  roar.  I  went  down  the  tier  and  asked  the  inmates 
to  turn  down  the  volume.  They  did  it  reluctantly,  with  a  profusion  of  curses. 
Upstairs,  the  black  cop  in  charge  of  the  tier  had  let  things  go  wild.  His  feet 
were  propped  up  on  a  desk  as  a  half-dozen  inmates  stood  around  him  trading 
sluries  about  drugs,  sex,  fights,  and  other  favorite  jailhouse  topics.  The  guard 
was  right  in  on  it,  swapping  obscenities  along  with  the  cons. 

I  noticed  striking  changes  in  the  behavior  of  men  on  my  tier.  Inmates  who 
were  usually  docile  had  become  loud  and  abusive.  Rules  which  we'd  agreed  on 
yesterday  had  suddenly  become  objectionable.  Although  it  was  a  cool  day  in 
early  spring,  several  cons  were  sweating  heavily.  Large  numbers  of  men  had 
come  onto  tier  from  other  wings  and  were  asking  permission  to  vist. 

•'How  ya  feeling ?"  I  asked  Primus,  one  of  the  Seven-Right  runners,  in  a 
suspicious  tone. 

•"Feeling  real  good.  Mr.  Toth,  real  good,  it's  a  beautiful  day,  isn't  it?'' 
"I  know  everybody  up  here  seems  to  be  enjoying  it.  I  hope  nobody  hits  their 
head  on  the  ceiling  on  their  way  up."  I  replied. 

"What  you  talking  about  Mr.  Toth?  Everybody's  just  fine.''  Primus  said  with 
a  smile  and  a  wink. 

I  got  visits  from  a  few  guards  delivering  special  passes  and  I  told  them  what 
was  happening.  "They're  flying  today,"  one  of  the  visiting  cops  remarked.  "Won- 
der what  they're  up  onV 

Later  I  got  several  inquiry  slips  from  the  shops  about  men  who  had  failed  to 
show  up  for  their  regular  work. 

"They're  in  their  homes  (cells)  asleep,  Mr.  Toth,"  a  runner  told  me.  "They're 
too  stoned  to  go  anywhere." 

Meanwhile,  the  roar  from  the  tier  up  above,  where  the  black  cop  was  in 
charge,  had  become  intolerable.  I  noticed  that  one  particular  inmate  was  loose 
and  told  the  cop  that  he  was  supposed  to  be  in  his  cell  with  the  door  locked. 

"That's  my  cousin,  man,"  he  replied.  "Those  cracker  cops  set  him  up  on  some 
bulls— charge.  As  long  as  I'm  here  he's  going  to  be  loose." 

We  never  did  find  out  what  the  cons  were  flying  on  that  day  or  how  they'd 
gotten  hold  of  it — whether  it  was  some  hoarded  jail-prescribed  medication  or 
was  smuggled  in  from  outside. 

The  ways  of  smuggling  in  contraband  drugs  were  numerous.  Packets  of  mari- 
juana or  heroin  would  be  found  in  the  contact  visiting  area  almost  every  visiting 
day,  as  well  as  an  occasional  cache  of  speed,  LSD,  cocaine,  and  a  full  array  of 
pills  also  were  reportedly  available. 

<  >ne  method  used  to  smuggle  drugs  in  at  contact  visits  involved  an  inmate 
photographer  associated  with  the  prison  Jaycee  chapter,  the  Sons  of  Diogenes. 
The  photographer  would  go  cell-to-cell  taking  Polaroid  pictures  of  inmates 
and  their  loved  ones.  Some  loved  ones  would  slip  the  photographer  drugs  and 
the  photog  would  either  quickly  drop  them  in  the  small  trash  box  he  carried 
or  load  them  into  an  empty  camera  (the  cameras  were  never  searched). 

After  the  session,  the  trash — and  the  drugs — would  be  dumped  outside  in  a 
50-gallon  can.  The  inmate  trash  detail  would  later  make  the  connection. 

When  authorities  nabbed  a  woman  visitor  with  33  grams  of  marijuana  early 
this  year,  she  was  granted  immunity  from  prosecution  in  exchange  for  providing 
the  details  of  the  scheme.  Four  or  five  inmates  named  by  the  woman  were  "fired" 
as  photographers  and  the  Jaycees  lost  that  job  to  the  Inmate  Legal  Association. 
But  no  one  was  indicted.  Acting  Mercer  County  Prosecutor  Wilbur  Mathesius 
said  be  was  not  contacted.  Even  if  he  had  been  contacted,  he  said,  he  probably 
would  not  have  sought  an  indictment. 

I  was  told  in  training  school  by  Sgt.  Edward  Cummings  that  inmates  will 
swallow  celophane  bags  of  drugs  given  them  by  visitors  and  later  pick  them  out 
of  their  feces. 

In  fact,  we  were  told  of  an  incident  in  which  an  inmate  getting  drugs  for 
himself,  and  other  cons  swallowed  the  bag  during  a  contact  visit,  and  then  re- 
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ceived  an  urgent  enema  administered  by  other  eons,  who  wanted  their  drugs 
right  away. 

And  of  course,  you  have  the  occasional  guard  drug  runner  from  the  outside. 
Anthony  Dombroski,  now  24,  was  indicted  in  May  of  last  year  and  resigned 
effective  March  22,  the  date  of  the  offense. 

He  had  been  charged  with  carrying  $100  in  marked  bills  out  of  the  prison. 
The  money  had  allegedly  been  given  him  for  the  purchase  of  drugs  by  an  inmate 
cooperating  with  authorities. 

Dombroski  was  nabbed  on  the  way  out,  but  the  indictment  was  dismissed  in 
plea  bargaining  after  Dombroski  agreed  to  resign  and  write  a  letter  to  I&A  offi- 
cials indicating  he  was  no  longer  eligible  for  a  job.  He  also  agreed  not  to  sue  for 
back  pay,  according  to  Mathesius,  who  said  the  plea-bargain  was  struck  in  part 
because  the  key  inmate  witness  refused  to  testify. 

We  were  told  during  the  live-in  correction  officers'  course  at  Jamesburg  that 
drugs  are  sometimes  brought  in  by  guards. 

"They  catch  them  once  in  a  while  and  ask  them  to  resign."  Sgt.  Cummings  told 
our  class.  "If  they  put  up  a  squawk  they're  told  they'd  be  charged  in  court.  That 
usually  shuts  them  up." 

(Trenton  State  Prison  Supt.  Richard  Seidl  told  The  Trentonian  that  during 
his  seven-month  tenure  on  the  job  about  a  dozen  officers  were  asked  to  resign, 
but  that  those  cases  all  involved  excessive  absenteeism. ) 

Contact  visits  and  the  host  of  other  new  programs  that  allow  visitors  and  cons 
to  move  more  freely  in  and  out  of  the  prison  are  the  sources  of  much  drug  contra- 
band, and  guards  contribute  to  the  problem  by  simple  laziness  and  inefficiency  in 
conducting  searches. 

Such  laxity  was  routine  while  I  was  working  inside  The  Wall.  Guards  would 
allow  inmates  to  remain  half-dressed  during  what  was  supposed  to  be  a  complete 
strip  search.  Civilians  entering  the  prison  for  banquets  were  routinely  searched 
only  with  a  hand-held  metal  detector — which  can  spot  a  weapon,  but  not  a  bag 
of  heroin.  The  same  goes  for  civilians  coming  in  on  contact  visits. 

Civilian  prison  workers — teachers,  social  workers,  medical  personnel — would 
often  be  allowed  to  pass  into  the  prison  without  a  search  of  even  the  most 
cursory  kind. 

Corrections  officers  suggested  that  trained  dogs  could  be  used  to  sniff  over 
civilians  coming  in  and  at  least  detect  marijuana  and  hash,  but  were  told  that 
using  such  clogs  would  present  the  prison  in  a  "bad  light." 

Jail-wise  inmates  know  all  the  ways  to  beat  the  system,  including  which  cops 
do  thorough  search  jobs  and  which  don't. 

One  seasoned  con  told  me  that  inmates  will  wait  until  certain  guards  are  on 
duty  before  trying  to  sneak  swag  drugs  in. 

"It's  easy  once  you  know  the  system,"  he  said.  "A  lot  of  oops  don't  do  crap 
in  the  way  of  a  search.  You  just  wait  for  them  to  go  on  duty  and  stick  the  thing 
in  your  crotch  and  you're  in." 

It's  impossible  to  determine  the  exact  quantity  of  contraband  drugs  coming 
into  Trenton  State  Prison,  but  virtually  everyone  agrees  that  it  is  enormous. 

Prison  physician  DuGan  even  derives  some  measure  of  ironic  consolation  from 
the  fact. 

"I've  been  told  many  times  (by  inmates)  not  to  worry  about  the  medication 
I  give  these  inmates,"  he  said,  "because  the  medication  I  give  them  is  a  scant 
amount  compared  to  what  they  can  buy." 

How  many  addicts  are  there  in  the  prison?  Dr.  DuGan  couldn't  state  a  precise 
number,  but  "there  are  quite  a  few." 

Does  anybody  ever  enter  the  prison  "clean"  and  come  out  addicted? 
Dr.  Sydney  Fine,  former  prison  psychiatrist,  said  he  doesn't  have  figures,  but 
"I'm  sure  it  must  happen." 

Dr.  DuGan  flatly  denied  it.  "There  is  no  one,"  he  said. 

"But  I  might  add  this" — he  went  on,  "I  don't  have  anything  formal.  I  don't 
have  anything  to  prove  it."  

[From  the  Trentonian  (N.J.),  Dec.  11,  1974] 

"SWAG"  DEALING  IX  BIG  JAIL  PASTIME 

(By  John  Toth) 

Acquiring,  stockpiling  and  trading  drugs  is  only  part  of  a  much  larger  and 
much  more  ancient  prison  pastime — dealing  in  "swag." 
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"Swag,"  essentially,  is  anything  a  prisoner  has  that  he  is  not  supposed  to  have 
It  can  be  heroin  or  marijuana,  an  extra  pillowcase  or  a  half-dozen  stolen  oranges 
It  can  be  a  jail-made  knife,  a  piston  smuggled  in  from  outside,  or  a  stolen  packet 
of  carbon  paper. 

Obtaining  and  dealing  in  swag— aside  from  eating  and  sleeping— is  undoubtedly 
the  most  common  inmate  activity.  It  is  an  activity  pursued  with  astounding 
diligence,  industriousness  and  ingenuity. 

The  first  time  I  work  at  handing  out  packages  from  the  inmate  store  I  get  a 
lesson  in  just  how  ingenious  cons  can  be  in  the  everlasting  and  tireless  pursuit 
of  swag. 

The  way  the  inmate  store  routine  works  is  this :  I  stand  at  a  table.  In  back  of 
the  table  is  the  door  of  the  store.  In  front  of  the  table  and  stretching  out  to  the 
left  is  a  long  line  of  impatient  cons,  waiting  for  their  orders.  As  each  one  in  the 
line  hands  me  his  order  slip,  I  ask  the  workers  inside  the  store  to  hand  out  the 
bag  with  the  appropriate  order.  The  bag  bears  a  duplicate  slip  showing  the  same 
items  as  appear  on  the  inmate's  order  form.  Then  I  take  the  items  out  of  the  bag, 
one  by  one,  to  make  sure  the  inmate  is  getting  no  more  and  no  less  than  he  paid 
for. 

The  first  time  I  work  this  routine  I  figure  out  pretty  quickly  that  something 
is  wrong.  I'll  be  putting  a  con's  bag  on  the  table  and  starting  to  check  through  the 
items  when  another  inmate  at  the  back  of  the  line  yells  "Officer!"  and  I  turn  my 
head  toward  him  for  a  split  second  and  when  I  look  at  the  bag  again  the  carton 
of  cigarettes  that  I  was  sure  I  saw  on  the  top  is  not  there.  Then  the  inmate  getting 
the  order  patiently  waits  until  the  bag  is  empty  and  politely  points  out  that  the 
carton  of  cigarettes  he  ordered  is  not  there. 

The  con's  order  form  shows  a  carton  of  cigarettes.  The  slip  attached  to  the  bag 
shows  a  carton  of  cigarettes.  I  thought  I  saw  a  carton  of  cigarettes.  But  the 
cigarettes  are  not  there.  I  have  no  choice  but  to  turn  back  to  the  store  attendants 
and  ask  for  another  carton.  The  fact  that  I  thought  I  saw  the  cigarettes  is  not 
enough  :  I  have  no  proof. 

This  happens  about  a  dozen  times.  Finally  I  recognize  that  some  of  the  same 
inmate  faces  are  coming  up  to  the  table  time  after  time,  and  each  time  a  carton 
of  cigarettes  disappears.  I  figure  out  that  the  cons  are  working  a  time-honored 
hustle  on  a  new  cop.  While  my  head  is  turned,  the  guy  at  the  table  swipes  the 
carton  off  the  top  of  the  bag  and  passes  it  to  his  confederate  behind,  who  hides  it. 

I  tell  everybody  in  the  area  who  doesn't  have  a  store  order  to  clear  out,  and, 
with  much  grumbling,  jeering  and  laughing,  they  do. 

One  of  the  swag  artists  has  a  parting  shot : 

"It's  not  your  stuff,  anyway.  You're  acting  like  you  own  it  or  like  it  comes  out 
of  your  own  pocket." 

A  concept  intimately  connected  with  the  concept  of  swag  is  the  concept  of  the 
hustle.  Just  about  every  inmate  has  his  own  hustle.  An  inmate's  hustle  depends 
on  who  he  is,  what  his  skills  are,  who  he  knows,  where  he  works. 

An  inmate  who  works  in  the  kitchen  hustles  swag  cheese  steak  sandwiches  for 
swag  typing  paper,  staplers  or  carbon  paper  another  inmate  steals  from  an  office 
where  he  works. 

One  rotund  con,  who  used  to  be  a  lawyer  on  the  outside,  gives  inmates  legal 
advice  in  exchange  for  homemade  food.  After  the  arrival  of  each  consignment  of 
food  packages  from  outside,  his  cell  is  crammed  with  cakes,  pies,  preserves, 
turkeys,  chickens. 

Cigarettes  are  the  basic  currency  in  this  primitive  economy.  The  word  is  that 
one  or  two  packs  can  grease  the  skids  for  better  service  in  the  hospital,  barber 
shop,  dentist's  office  or  just  about  any  place. 

(Our  class  of  new  officers  was  told  in  our  two-week  orientation  program  that 
one  inmate  took  a  contract  to  kill  another  inmate  for  the  price  of  two  cartons  of 
ci°*<ir(?tt6S. ) 

The  standing  world  via  the  prison  grapevine  is  that  you  can  "buy  anything  you 

want"  inside  the  Wall. 

"Dope,  drugs,  alcohol  or  sex,  you  name  it  and  I  can  get  it,"  is  the  word  from  the 

grapevine.  .  ...  ^     ,      .„ 

Need  a  prostitute  to  come  in  and  perform  a  service  on  a  contact  visit .'  lnat  win 

be  $50  to  $100,  the  grapevine  says. 

Need  that  pair  of  orthopedic  shoes  in  a  week  or  two  instead  of  the  months  it  ll 

take  through  normal  channels?  Grease  my  palm  with  $10  or  $20. 
Want  to  use  our  telephone  line  to  make  a  personal  call?  Ten  dollars  and  you 

°*of"  it 

=  Want  an  extra  contact  visit  this  month?  Fifty  dollars  and  you  got  it. 
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A  bag  of  heroin?  That'll  be  $20.  A  joint?  Three  bucks. 

Want  to  make  sure  you  get  clown  to  the  contact  visiting  area  first?  Two  cartons 
and  we'll  make  sure  you  come  down  first. 

What  do  you  require — extra  blankets,  extra  sheets,  pillows,  shoes,  shirts, 
trousers?  We  can  get  it.  We  can  put  extra  starch  in  your  dungaree  suit,  we  can 
press  your  shirt  real  nice — for  a  price.  Or  we  can  get  you  a  hit  of  LSD.  A  far-out 
trip,  man.  For  a  price. 

If  you  got  the  price  we'll  fix  you  up  with  a  nice  transvesite,  leather  mini-skirt, 
spike  heels,  falsies,  long  hair,  fake  eyelashes,  and  he'll  bring  the  booze  or  the 
drugs. 

And  if  you  need  anything  from  the  street — dope  or  colored  underwear  or  a 
certain  type  of  cigar  or  a  weapon — we've  got  ways  of  getting  it  for  you,  if  the 
price  is  right. 

Glad  we  can  help  you,  we  aim  to  please — Swag  Inc. 

Some  swag  traffic  is  of  the  most  dangerous  and  vicious  variety.  We  were  told 
during  our  initial  two-week  orientation  program  that  a  .38-ealiber  revolver 
was  smuggled  in  from  outside  and  was  found  in  the  old  prison  library  because 
somebody  dropped  a  "rat  note" — an  anoymous  tip — to  the  staff. 

Corrections  chief  William  Fauver  confirmed  to  The  Trentonian  that  the  .38 
had  been  found  and  that  it  had  been  smuggled  in.  He  said  it  had  been  established 
that  an  inmate  had  given  a  check  to  the  wife  of  a  cook  inside  the  prison  and  that 
bullets  later  were  found  in  the  cook's  possession. 

Corrections  tried  to  fire  the  cook.  Fauver  said,  but  was  overruled  by  civil  serv- 
ice, which  said  there  wasn't  sufficient  evidence  to  justify  the  firing.  The  cook 
is  still  working  inside  the  prison,  according  to  Fauver. 

Inmates  can  display  amazing  determination,  as  well  as  cleverness,  in  the  pur- 
suit of  swag. 

One  day,  a  whole  crate  of  oranges  mysteriously  disappears  somewhere  be- 
tween the  kitchen  and  the  line  where  the  oranges  are  being  doled  out  to  in- 
mates. Oranges  are  highly  prized  as  raw  material  for  hooch. 

Sure  enough,  a  couple  of  inmates  attempting  to  cross  center  later  in  the  day 
are  stopped  when  guards  notice  that  they  have  unusually  large  and  unusually 
lumpy  pot  bellies. 

"Get  down  that  mess  hall"  bellows  Star  Officer  Edward  Stillwell,  who's  direct- 
ing traffic  through  center.  "You  guys  can  only  have  five  organges  each." 

Minutes  later,  the  same  inmates  emerge,  each  with  a  plastic  bag  containing 
precisely  five  oranges.  Their  pot  bellies  are  slightly  smaller  but  still  noticeable. 
"Get  back  down  there,"  says  Stillwell.  "You  can't  take  those  oranges  out." 
The  inmates  disappear  again.  Presently  they  reappear  with  several  acquaint- 
ances. Each  has  a  bag  of  oranges,  and  nobody  has  a  pot  belly.  They  all  go 
through. 

(This  ludicrous  episode  was  to  have  an  unamusing  aftermath.  A  few  days 
later  a  mini-riot  broke  out  in  Two  Wing  as  hooched-up  cons  attacked  and  in- 
jured guards  trying  to  make  arrests  after  a  "lovers  quarrel"  among  homo- 
sexuals. The  jailhouse  grapevine  reported  that  orange  hooch  had  been  plentiful 
that  night.) 

Every  so  often  there  comes  an  episode  which  breaks  the  normal  peaceful  pat- 
tern of  swag-acquiring,  swag-storing  and  swag-trading.  Such  an  episode  is 
called  a  shakedown,  and  it  is  a  traumatic  event  in  inmate  society. 

The  most  recent  one,  the  Great  Shakedown  of  March,  1974,  came  about  in 
response  to  the  theft  of  18  butcher  knives  from  the  mess  hall  closet.  The  prison 
was  promptly  locked  up  tight,  a  cell-by-cell  search  began,  and  the  swag  came 
pouring  into  the  prison  storerooms. 

The  more  dangerous  forms  of  swag— knives,  hacksaws,  hammers,  hooch— were 
recovered  in  quantity.  Fourteen  of  the  18  stolen  butcher  knives  turned  up. 

The  swag  haul  also  included  extra  mattresses,  pillows,  shirts,  blankets,  salt 
shakers,  staplers,  books  of  passes  form  sheets  pillow-cases  by  the  roomful. 

While  taking  part  in  the  Great  Shakedown.  I  saw  a  few  guards  helping 
themselves  to  inmates  hoards  of  candy  and  soft  drinks— items  inmates  are  al- 
lowed to  have.  Over-enthusiastic  cops  ripped  down  shelves  and  TV  aerials  that 
inmates  were  once  told  they  could  have.  There  was  the  occassional  crash  of  a 
TV  or  radio  hitting  the  cell  floor  as  a  guard  ripped  out  an  aerial  that  the  inmate 
had  neglected  to  disconnect. 

Albert  Gray,  superintendent  at  the  time,  told  newsmen  that  inmates'  stories 
of  destruction  of  personal  property  were  untrue.  Shortly  after  the  shakedown 
he  was  removed  from  his  post  and  ostensibly  promoted  to  a  job  in  institutions 
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and  agencies.  He  has  since  left  the  state  and  become  corrections  commissioner  of 
Westchester  County,  X.Y. 

Gray's  departure  was  the  most  significant  aftermath  of  the  Great  Shake- 
down. A  few  days  after  it  ended,  the  inmates  were  allowed  to  put  curtains 
back  up  on  their  cell  doors,  pornographic  pictures  on  their  walls,  and  TV  and 
radio  aerials  again  jutted  out  into  the  corridors — all  against  the  rules.  It  was 
business  as  usual. 

"I  dun't  know  why  they  pull  this  bull — anyway,"  one  con  remarked  to  me 
when  it  was  all  over.  'Tn  a  few  days  everybody  will  have  theirs — back  anyway. 
This  is  just  plain  harassment." 

[From  the  New  York  Post,  Nor.  19,  1969] 

PROBE  BEGUN  IN  ADDICT  JAIL   SUICIDE 

(By  John  Mullane) 

State  Sen.  John  Dunne  began  an  investigation  today  into  the  hanging  death 
of  a  suspected  narcotics  addict  at  the  Adolescent  Remand  Shelter  on  Rikers 
Island. 

Charging  "there  was  a  breakdown  somewhere,"  Dunne,  chairman  of  the  state's 
Penal  Institutions  Committee,  questioned  how  the  17-year  old  victim  hung 
himself  with  a  belt  when  "all  belts  are  supposedly  taken  from  prisoners  when 
they  enter  the  prison." 

In  addition,  Dunne,  a  Garden  City  Republican  said  "all  suspected  narcotics 
addicts  are  supposed  to  be  placed  in  a  special  tier  for  intensive  observation- 
and  in  this  case  the  boy  was  in  a  regular  cell." 

The  youth,  Thomas  McCaldou  of  855  E.  233d  St.  in  the  Bronx,  was  a  suspected 
addict.  Charged  with  burglary  and  criminal  possession,  he  was  admitted  to 
to  the  shelter  at  G  p.m.  on  Saturday  when  he  was  unable  to  raise  a  $5000  bail. 
Less  than  12  hours  later  he  was  found  hanging  from  a  light  fixture  in  his  cell. 

A  guard's  log  indicated  the  cell  had  been  checked  every  half-hour  and  listed 
him  as  "asleep  in  bed"  20  minutes  before  he  was  found  dead.  A  cellmate  offered 
no  explanation  of  the  youth's  death. 

Dunne  said  today  he  would  "conduct  extensive  hearings  to  bring  out  in  the 
open  what  procedures  have  not  been  followed.  It  appears  that  prison  officials 
have  disregarded  their  own  directives  by  not  placing  the  suspect  in  a  special 
detention  area,  and  the  use  of  a  belt  in  the  hanging." 

The  youth  indicated  to  prison  officials  when  he  was  admitted  that  he  was  an 
addict,  said  Dunne.  "Certainly  the  precautions  which  are  set  up  for  suspected 
drug  addicts  should  have  been  followed  in  this  case." 

McCaddon's  death  "fits  the  classic  pattern  of  prison  suicides  .  .  .  teenage 
drug  addict  in  custody  for  less  than  24  hours  hangs  himself  with  a  belt,"  said 
Dunne. 

There  have  been  nine  suicides  by  prisoners  this  year,  seven  in  the  city's  prisons 
and  two  in  police  stations.  Most  were  suspected  narcotics  addicts. 

Last  August  Rodney  Brown,  17,  found  hanging  by  a  belt  from  a  light  fixture  in 
his  cell  on  Rikers  Island.  "Prison  authorities  are  still  investigating"  says  Dunne, 
whose  committee  is  awaiting  a  report  on  that  incident  also. 


[From  the  New  York  Times,  Nov.  23,  1969] 
ADDICT  ENDS  LIFE  AT  RIKERS  ISLAND 

YOUTH,    22,   IS   NINTH   SUICIDE  AT  A  CITY  PRISON  THIS  YEAR 

A  22-year-old  narcotics  addict  hanged  himself  in  the  Rikers  Island  infirmary 
yesterday,  the  ninth  suicide  this  year  in  a  city  prison.  He  used  a  bedsheet  to  hang 
himself. 

The  youth,  Hector  Carrion,  of  2930  West  19th  Street,  Brooklyn,  had  been 
transferred  to  the  Rikers  Island  infirmary  last  Monday  after  injuring  his 
shoulder  at  the  Tombs  in  Manhattan. 

He  was  arrested  Nov.  10  and  charged  with  possession  of  stolen  property. 
Because  of  a  record  of  narcotics  addiction,  he  was  treated  initially  at  Bellevue 
Hospital  prison  ward. 
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The  suicide  was  the  second  in  a  Department  of  Correction  institution  this 
week.  Last  Sunday,  a  17-year-old  robbery  suspect,  also  a  narcotic  addict,  hanged 
himself  at  the  Adoles-Island.  The  youth,  who  lived  at  855  East  233d  Street,  the 
Bronx,  had  been  in  custody  less  than  24  hours  when  he  killed  himself. 

The  subject  of  prison  suicides  has  been  a  running  controversy  in  the  city 
since  the  summer.  A  campaign  to  alleviate  the  problem  has  been  mounted  by 
State  Senator  John  R.  Dunne,  a  Nassau  County  Republican,  who  is  chairman 
of  the  Senate's  Committee  on  Penal  Institutions. 

Mr.  Dunne  has  called  for  the  constant  surveillance  of  all  prisoners,  especially 
during  the  early  days  after  arrest,  and  of  all  arrested  narcotic  addicts,  to  reduce 
prison  suicides. 

A  recent  report  by  Mr.  Dunne's  committee  stated  that  there  had  been  42 
sucides  by  prisoners  in  city  jails  since  1963,  and  that  27  other  persons  had  killed 
themselves  during  the  same  period  while  in  custody  in  police  stations. 

George  F.  McGrath,  the  city's  Commissioner  of  Correction,  has  acknowledged 
that  prison  suicides  are  a  probelm.  He  has  said  that  special  training  of  guards 
and  other  efforts  are  being  made  to  deal  with  the  problem.  However,  he  has 
pointed  out,  if  a  prisoner  is  really  determined  to  kill  himself,  it  is  difficult  to 
stop  him. 

[From  the  New  York  Post,  Feb.  21,  1970] 
JAILED  VICTIM— TURNED  ON  AND  TUNED  OUT 

(By  Christopher  Williams) 

The  kid  really,  really  had  problems.  His  wife  ran  away  in  September  and  he 
recently  received  a  letter  from  the  draft  board  to  report  for  his  pre-induction 
phvsical." 

The  youth,  18,  Nester  Orllano  of  17  Berkeley  PI.,  Brooklyn,  died  in  a  68th 
Precinct  cell  yesterday  morning  of  an  overdose  of  drugs. 

He  had  been  arrested  at  12:4")  a.m.  and  put  in  the  cell  at  4  a.m.  The  medical 
examiner  who  performed  the  autopsy,  Dominiek  Di  Maio,  estimated  the  time  of 
death  at  about  7  :30,  possibly  of  a  combination  of  heroin  and  barbiturates. 

A  cousin's  account 

Nestor's  cousin,  lEdwin  Rivera,  24,  grew  up  with  him.  "He  was  not  an  easy 
going  guy.  His  wife  could  be  the  main  reason  (he  took  drugs).  He  loved  his 
wife — blindly  I  might  say.  She  ran  away  (after  four  months  of  marriage).  No- 
body ever  knew  where  she  was.  Her  family  said  they  didn't  know,  but  they 
didn't,  seem  too  upset  about  it.  She  will  show  up  for  the  funeral,  most  likely." 

Nestor  was  born  in  Puerto  Rico  and  came  to  New  York  four  yeai's  ago.  He  was 
brought  up  by  his  stepfather  and  mother.  His  father  died  when  he  was  young. 
He  lived  with  two  brothers  and  two  sisters  and  his  mother,  who  is  separated 
from  her  husband. 

Nestor  had  been  out  of  school  for  two  years,  having  left  in  the  9th  grade. 
He  had  held  several  odd  jobs  in  that  time,  working  mostly  in  factories.  Since 
last  summer,  he  had  been  arrested  several  times  for  possession  and  use  of 
drugs. 

"bored  with  life" 

Nestor's  married  sister,  Maria  Rivera,  24,  said  she  knew  he  had  been  using 
drugs  for  over  a  year. 

"He  said  he  wanted  to  die.  He  was  bored  with  life."  She  pleaded  with  him 
to  stop.  "He  said  there  was  no  way  to  stop." 

Al  Valentine,  a  foreman  at  Esquire  Radio,  worked  with  Nestor  for  four 
months.  "He  was  a  regular  boy,  a  normal  worker."  He  was  not  aware  of  Nestor's 
addiction.  Mrs.  Rivera  described  him  as  a  handsome  boy.  who  "out  of  drugs, 
was  nice.  He  wouldn't  bother  no  one.  He  never  hurt  no  one's  feelings." 


[From  the  New  York  Tost,  Mar.  7,  1070] 
JAILER  HELD  ON  TOT  RAP 

An  officer  in  the  Correction  Dept,  has  been  arrested  and  charged  with  at- 
tempting to  sell  marijuana  to  an  inmate. 
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The  officer,  William  Lindner,  27,  is  accused  of  offering  to  sell  a  '•quantity"  of 
pot  to  a  prisoner  in  the  Tombs. 

According  to  the  indictment,  Lindner — thinking  he  was  meeting  a  confederate 
of  the  prisoner — received  $100  for  the  marijuana  from  Detective  Andrew  Rahas 
on  Jan.  12.  The  next  day  he  was  arrested  in  the  Tombs  with  a  quantity  of 
grass. 

A  spokesman  for  DA  Hogan  said  the  investigation  was  continuing  although 
Correction  Commissioner  George  McGrath  said  he  was  unaware  of  any  other 
officers  being  involved  in  the  incident. 

Lindner,  who  has  been  with  Correction  for  two  years  and  lives  at  1734  Madi- 
son Ave.,  was  arraigned  on  the  charge  on  Feb.  27,  and  held  in  .$7500  bail  by 
Criminal  Court  Judge  Dennis  Edwards.  A  hearing  is  scheduled  for  March  2.'!. 

McGrath  said  he  had  been  informed  by  Hogan's  office  of  the  investigation 
and  that  a  "superb  job  was  done  in  a  very  delicate  situation." 

"We  are  delighted  to  have  him  out  of  the  system  if  he's  guilty,"  McGrath 
said. 

[From  the  Minneapolis  Freeworld  Times,  January  1973] 

INVESTIGATION   REVEALS    LIQUOR.    NARCOTICS,    WOMEN    SUPPLIED 

TO    N.Y.    INMATES 

According  to  District  Attorney  William  Calm,  influential  prisoners  at  Nas- 
sau County  Jail  are  able  to  do  inside  prison  walls  what  other  men  get  sent  to 
prison  for  in  the  first  place. 

Calm  charged  a  handful  of  prison  guards  with  supplying  influential  prisoners 
who  are  organized  crime  leaders,  with  liquor,  narcotics  and  in  one  case,  female 
companionship. 

Calm  said  that  certain  guards  treated  20  organized  crime  figures  "not  only 
with  respect  and  dignity  but  ingratiated  themselves  by  providing  for  them 
services  and  favors  which  should  be  unheard  of  in  any  jail." 

His  statements  were  based  on  a  25  page  report  compiled  during  a  year-long 
undercover  investigation  of  Nassau  County  Jail.  The  investigation  was  con- 
ducted by  Lipset  Service  of  San  Francisco. 

The  investigating  team,  made  up  of  15  men  and  women,  was  called  in  by 
Calm  after  receiving  reports  of  brutality  and  corruption  two  years  ago. 

The  investigation  revealed  instances  of  misconduct  including : 

Delivering  of  contraband  letters  for  payment  of  as  much  as  $50. 

An  arrogant  attitude  toward  inmates  by  some  guards. 

Overcrowding,  "an  incredible  noise  level"  and  "total  lack  of  privacy". 

Suspicion  that  inmates  complaints  were  never  properly  forwarded. 

Nonoperation  of  many  inmate  services  (legitimate)  on  weekends. 

The  investigation  was  made  in  cooperation  with  County  Executive  Ralph  G. 
Caso  and  Sheriff  Michael  Seniuk. 

Caso  and  Seniuk  attended  a  press  conference  at  which  Calm  released  the 
report  and  said  they  would  take  steps  to  eliminate  sources  of  boredom,  irrita- 
tion and  frustration  that  would  lead  to  unrest  and  a  breakdown  in  auihoritv. 

Cahn  pointed  out  that  misconduct  complaints  were  to  be  made  against  only 
a  few  guards  and  that  most  of  the  staff  displayed  "insight  and  understanding 
and  behaved  with  common  courtesy." 

Cahn  also  said  that  "by  all  available  standards  the  jail  is  a  properly  run 
institution"  with  clean  and  well  maintained  facilities. 


[From  the  New  York  Times,  Dec.  7,  1973] 

FOUR  CITY  JAIL  AIDES  INDICTED  HERE 

Drug  Trafficking  in  Prisons  Is  Alleged  by  Prosecutor 

(By  David  Burnham) 

Four  employees  of  the  City  Correction  Department  have  been  indicted  on 
charges  of  selling  heroin,  cocaine  and  marijuana,  it  was  announced  yesterday  by 
the  office  of  the  state's  anticorruption  prosecutor,  Maurice  H.  Nadj'ari. 

Mr.  Madjari  said  in  a  statement  that  his  investigation  "had  disclosed  there 
was  substantial  illegal  trafficking  of  narcotic  drugs  into  both  the  Manhattan 
and  Bronx  Houses  of  Detention." 
83-302—77 30 
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According  to  Michael  S.  Bank,  the  special  assistant  attorney  general  who 
handled  the  case,  the  investigation  began  after  an  inmate  in  the  Bronx  House 
of  Detention  was  heard  shouting  a  drug  order  to  a  friend  in  the  street.  The 
inmate  gave  the  friend  the  name  of  a  Correction  Department  employee  who 
would  smuggle  in  the  narcotics. 

The  employees  who  were  indicted  were  correctional  counselors,  a  position  that 
pays  between  $7,200  and  $7,400  a  year.  The  position  was  created  in  1971  to  pro- 
vide a  liaison  between  inmates  and  families  and  to  help  correctional  officers  in 
their  duties.  There  now  are  160  such  counselors. 

4  7    NOW   INDICTED 

Mr.  Bank  said  that  on  the  average,  drugs  delivered  in  jail  cost  twice  as  much 
as  when  purchased  on  the  street. 

Including  yesterday's  announcement,  the  office  of  the  special  deputy  attorney 
general  now  has  obtained  indictments  of  47  persons  on  various  charges.  They 
include  two  judges,  a  judge-elect,  a  District  Attorney,  two  assistant  district 
attorneys,  the  president  of  the  New  York  City  Tax  Commission  and  seven  active 
or  retired  police  sergeants. 

The  latest  indictment  specifically  charges  one  of  the  defendants  with  smuggling 
a  pound  of  marijuana  to  an  inmate  in  the  Manhattan  House  of  Detention  These 
drugs  were  immediately  seized  after  delivery. 

In  a  second  case,  a  small  amount  of  cocaine  was  seized  just  before  it  was  to  be 
delivered  to  the  Bronx  House  of  Detention.  In  the  two  remaining  eases,  the 
correction  counselors  sold  heroin  on  the  street  to  undercover  agents  working  for 
the  special  prosecutor. 

CHARGES   LISTED 

Three  of  the  counselors  were  arrested  yesterday.  They  are  William  Cariola, 
24  years  old,  of  23  Loudon  Street,  Yonkers;  DeWitt  Snowden,  21,  of  156  East 
171st  Street,  the  Bronx  and  Felix  Arroyo,  24,  of  301  East  15Gth  Street,  the  Bronx. 
The  fourth  defendant's  name  was  withheld  because  he  had  not  been  apprehended. 

Mr.  Arroyo,  charged  with  the  sale  of  narcotics,  promoting  prison  contraband 
and  official  misconduct  was  held  in  $5,000  bail  for  a  hearing  on  Dec.  13.  Bail  had 
not  been  set  by  late  yesterday  for  Mr.  Cariola,  who  was  charged  with  sale  and 
the  attempted  promotion  of  prison  contraband,  or  Mr.  Snowden,  charged  with 
the  sale  of  narcotics. 


[From  the  New  York  Times,  May  7,  1975] 
"IN  DARKNESS,  AND  WITH  DANGERS  COMPASS'D  ROUND" 

(By  Hortense  W.  Gabel*) 

This  is  the  story  of  John  K,  one  of  thousands  of  children  under  16  years  of  age 
declared  juvenile  delinquents  by  the  Family  Court  of  the  State  of  New  York.  John 
is  known  as  a  recidivist.  He  will  probably  commit  crimes  as  a  juvenile  delinquent 
and  almost  certainly  end  up  in  the  felony  part  of  the  New  York  State  Supreme 
Court  as  a  repeating  adult  criminal. 

Schools,  hospitals,  courts,  probation  bureaus,  residential  facilities  and  psy- 
chiatric centers  have  sought  to  diagnose  and  help  John,  but  none  have  protected 
him  from  himself ;  nor  has  society  been  protected  from  him.  Some  of  the  institu- 
tions have  practiced  a  grim  form  of  triage  and  have  rejected  him  for  treatment 
since  he  is  a  high-risk  child.  Others  did  not  even  know  that  they  had  not  treated 
or  healed  him. 

On  Jan.  21,  1975,  while  sitting  in  the  Family  Court  of  Kings  County,  I  found 
that  John  K,  14  years  old,  had  committed  the  crimes  of  criminal  possession  of 
a  dangerous  weapon  and  attempted  sodomy  of  an  8-year-old  boy.  The  matter  was 
adjourned  for  investigation  and  report  by  the  Office  of  Probation  of  New  York 
City. 

<  >n  Feb.  25,  after  the  Legal  Aid  Society  had  failed  to  find  private  hospitaliza- 
tion for  John,  he  was  sent  to  a  state  Division  for  Youth  center.  A  brain  exami- 
nation and  psychological  testing  were  ordered.  That  school  may  keep  him  for  a 
maximum  of  eighteen  months.  After  that,  he  will  return  to  the  streets. 


*IIr.rt<'nse  W.  Gabel.  a  Civil  Court  judge,  has  been  an  acting  justice  of  the  New  York 
btate  Supreme  Court  and  an  acting  judge  of  Family  Court. 
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In  October,  1972,  the  Jewish  Board  of  Guardians  said  of  John  : 

"This  is  a  child  who  will  end  up  killing  someone  if  intervention  is  not  started 
now."  I,  too,  believe  that  "this  child  is  a  child  who  will  end  up  killling  someone," 
and  I  doubt  that  intervention  will  help. 

Early  in  February,  I  returned  to  my  post  in  the  Civil  Court  of  the  City  of  New 
York.  I  was  haunted  by  John's  haggard  face  and  his  slight  frame,  and  sent  for 
John's  file  and  his  institutional  records.  The  overworked  judge  who  sent  John 
to  the  training  school  had  had  less  than  two  hours  to  read  the  material  and 
render  a  disposition.  The  records  took  me  the  better  part  of  two  days  to  decipher 
and  summarize.  They  are  incomplete,  imprecise  and  sometimes  contradictory. 
Nevertheless,  they  are  revealing. 

John  was  born  on  March  11,  1960.  He  can  neither  read  nor  write,  even  though 
in  at  least  two  instances  his  intelligence  was  rated  as  normal.  John  is  one  of 
six  children  in  a  family  with  many  problems.  His  mother,  who  has  heart  trouble 
and  asthma,  is  unable  to  control  many  of  her  children ;  the  father,  an  alcoholic, 
disappeared  some  years  ago.  Hospital  records  indicate  that  John  was  born  with 
a  brain  trauma  or  tumor,  but  the  records  vary. 

When  John  was  two  weeks  old.  he  had  a  convulsion,  and  had  another  at  four 
years  of  age.  Asthmatic  as  an  infant,  he  has  been  diagnosed  as  an  epileptic  and, 
alternately,  as  having  minimum  brain  damage.  For  a  good  part  of  his  life,  he 
has  been  on  thorazine,  phenobarbital,  atarax  or  dilatin. 

John's  disruptive  conduct  was  first  noted  when  he  was  in  the  Head  Start  pro- 
gram. He  was  held  back  in  the  first  grade  and  transferred  to  at  least  one  other 
school  because  of  "aggressive  behavior." 

In  February,  1968,  he  was  referred  to  Greenpoint  Hospital.  A  psychiatric  pro- 
file was  completed  on  June  4,  1968.  The  hosiptal  reported  his  verbal  I.Q.  was  87, 
performance  was  100  and  full  scale  was  93.  "The  boy's  potential  was  in  the 
bright,  normal  range."  But  he  was  described  as  "hypei-active,  sets  fires  at  home 
and  in  school — fights  with  everybody — gets  lost  most  of  the  time." 

He  was  also  seen  for  a  neurological  examination  at  Kings  County  Hospital, 
where  the  records  were  ambiguous.  John  was  given  medication  once  a  month,  but 
no  psychotherapy.  In  1969,  he  was  placed  in  a  class  for  brain-damaged  children, 
but  Greenpoint  Hospital  reported  that  "he  is  unable  to  adjust  even  in  this  special 
class  setting."  In  1971,  he  was  suspended  and  home  instruction  was  directed  by 
the  Board  of  Education. 

A  1972  probation  report  says  that  "his  mother  says  'his  home  instruction 
teacher  visits  the  boy  only  once  a  week,'  comes  on  an  irregular  basis  and  does 
not  advise  her  as  to  what  day  he  would  come."  Significantly,  the  Board  of  Edu- 
cation says  that  he  learned  nothing  from  home  teachers. 

John's  first  contact  with  the  Family  Court  came  in  July,  1970,  when  he  was 
ten  years  old  and  was  arrested  for  auto  theft.  The  complaint  was  dropped  and 
the  case  was  "adjusted"  by  the  probation  bureau.  On  June  30,  1971,  when  he  was 
eleven,  John  was  arrested  for  burglarizing  a  paint  company.  He  was  paroled  in 
his  mother's  custody  and  his  case  was  referred  to  the  Protestant  Board  of 
Guardians  for  evaluation.  The  Board  on  Sept.  20,  1971,  reported  as  follows : 

"John's  mental  and  emotional  capabilities  make  him  easy  prey  for  his  more 
aggressive  peers.  John  is  easily  led.  but.  in  our  opinion,  lacks  the  mental  ability 
to  initiate  or  carry  out  any  act  without  prodding  and/or  guidance." 

Nevertheless,  and  mystifying,  the  Board  said  that  "considering  the  history  of 
physical  illness,  we  recommend  John  be  placed  in  a  home  for  the  physically 
handicapped." 

John's  parole  continued.  On  Dec.  1.  1971,  the  court  reduced  the  burglary 
charges  and  found  John  to  be  a  person  in  need  of  supervision.  On  Jan.  26,  1972, 
the  probation  office  reported  :  "Special  school  is  being  explored.  .  .  .  We  feel  boy 
should  be  given  a  chance  on  probation  with  therapy  in  community." 

On  March  30,  1972,  the  Greenpoint  Hospital  was  optimistic  about  John.  The 
hospital  reported  that  after  he  had  been  placed  on  dilantin  "his  behavior  has 
been  much  improved."  It  said,  "He  is  obedient,  cooperative,  calmed  and  no  longer 
comes  home  late  at  night."  The  hospital  recommended  a  private  school  or  "a 
brain-damaged  class  in  the  N.Y.C.  Board  of  Education  System."  Ironically,  John 
had  been  removed  in  1971  from  a  class  for  the  brain-damaged  because  of  dis- 
ruptive behavior  while  he  was  on  dilantin  prescribed  by  the  same  hospital. 

Finally,  on  April  11.  1972,  fully  ten  months  after  John  had  been  arrested,  a 
report  by  Bureau  of  Mental  Health  Services  was  completed.  Its  findings  were: 
full-scale  I.Q.  85,  performance  I.Q.  87.  "The  subject  has  dull  normal  intelli- 
gence. .  .  .  The  subject  has  moderate  emotional  maladjustment." 
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The  report  found  "aggressive  acting  out"  and  said  that  "the  best  planning  .  .  . 
would  be  placement  in  a  structured  environment  which  can  offer  a  good  thera- 
peutic program." 

John  was  referred  to  the  Wiltwyck  School  for  Boys  on  March  29,  1972.  In 
May,  John  was  rejected  by  Wiltwyck.  Through  the  efforts  of  the  Legal  Aid 
Society,  John  was  accepted  at  the  Jewish  Board  of  Guardians'  Geller  House  with 
a  view  toward  placement  in  Hawthorne  Cedar  Knolls  School.  His  stay  at  Geller 
House  was  short-lived. 

The  Geller  House  psychological  report  of  Oct.  23,  1972,  said :  "John's  current 
level  of  intellectual  functioning  falls  within  the  borderline  defective  range.  (Full 
Scale  I.Q.  70).  His  performance  is  relatively  consistent  at  this  level,  although  in 
some  areas  he  can  reach  a  dull-normal  level." 

The  psychiatric  report  was  poignant :  "John  is  a  small,  dark  12-year  old  boy, 
who  came  in  angrily.  He  sat  huddled  into  himself,  hiding  his  face  behind  his  hand 
the  entire  time.  He  repeatedly  denied  everything,  regardless  of  what  was  asked, 
kept  insisting  he  wanted  to  go  back  to  his  unfinished  painting;  that  he  did  not 
like  people  to  bother  him.  He  'didn't  know'  how  long  he  had  been  at  Geller  House, 
whether  it's  days,  weeks  or  months.  He  has  no  special  friends,  he  is  friends  with 
'everybody.'  He  would  like  to  go  back  home  and  'go  to  school'  although  he  has 
not  been  there  in  two  years  (has  been  on  home  instruction),  and  would  not  like 
to  go  to  a  boarding  school.  He  vehemently  denied  needing  anything,  went  to  court 
because  the  social  worker  took  him,  denied  being  in  hospital  or  ever  sick,  but 
added  he  did  not  want  to  take  his  pills.  He  describes  his  head,  chest,  abdomen  as 
'empty,'  adding  everybody  is  a  robot. 

"He  spontaneously  blurted  out  his  resentment  toward  staff,  singling  out  .  .  . 
his  counselor,  who  he  threatens  to  stab,  going  on  to  describe  how  yesterday,  he 
broke  the  window,  cut  Bernie  with  a  piece  of  glass  and  broke  his  chest  of 
drawers.  All  this  because  he  was  told  to  put  out  his  lights  and  go  to  sleep.  He 
does  not  like  people  to  tell  him  what  to  do.  He  went  on  to  include  others  he 
would  like  to  kill." 

Geller  House  found  that  "John's  behavior  stemmed  from  a  psychotic  problem 
rather  than  an  organic  condition"  and  recommended  that  he  be  sent  to  Kings 
County  Hospital  for  observation  and  then  perhaps  transferred  to  Creedmoor 
State  Hospital.  John  went  to  Kings  County  Hospital  on  Nov.  8,  1972.  That 
hospital  also  diagnosed  John  as  schizophrenic  and  recommended  that  he  be  sent 
to  a  mental  hospital. 

On  Nov.  1."),  1972,  John  went  to  Kings  Park  Psychiatric  Center.  He  was  dis- 
charged 22  months  later.  This  is  what  Kings  Park  said  in  part :  "We  feel  that 
he  has  received  maximum  benefit  from  his  hospitalization.  He  has  recently  com- 
pleted a  successful  two-month  trial  home  visit  with  his  family.  He  has  been 
referred  to  follow-up  care  to  the  Brooklyn  Center  for  Psychotlierapv,  and  has 
been  referred  to  the  Bureau  of  Attendance,  Board  of  Education  of  the  City  of 
Xew  York  for  public  placement." 

John  did  not  go  back  to  school,  nor  did  he  report  to  the  Brooklyn  Center.  On 
Dec.  7,  1974,  he  was  arrested  and  accused  of  menacing  his  sister  with  a  deadly 
weapon.  The  case  was  once  more  "adjusted"  and  John  was  referred  back  to 
Greenpomt  to  resume  treatment.  This  was  almost  seven  vears  from  the  time 
Greenpoint  first  saw  him  in  1968,  The  treatment  had  no  discernible  effect  then 
nor  would  it  now.  John  is  far  more  disturbed  and  more  of  a  threat  to  himself 
and  the  community  than  in  1S)0S. 
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For  every  John  K-and  there  are  t^usand^  to  the  d*- K tow  Parked 
similar  residential ■  Instttuttojj ^send aout?»  jj^^g  tne  De£rtment 

If  one  adds  these  figures  to  the  cost  m^0'^1^;.,  c  t  and  other  agencies, 
of  Social  Services,  the  Board  of  Educa  t^JS  ^ese  lost  children 
thi>  f-n*t  ner  lo^f  child  is  astronomical.  Fnrtheimoie,  many  yi  ""° 

^n^ 

^Johnllsliot'^ct  of  institutional  failure  alone.  The  knowledge  gap  is 

"TroVm!SonbbSiks  are  incomplete,  inaccurate  and  mislead  the  very  agencies 
that  -ire  remhred  o  understand  and  act  on  the  development  histories  of  these 
youngsters ^en^ough  it  is  technologically  feasible  to  organize  such  banks. 
•  There  arV  no  valid  psvcho-social  indicators  that  can  facilitate  early  identifica- 
tion and  treatment  or  violence-prone  children.  There  is  a  crying  need  for  such 
research  and  identification.  .     ,, 

Moreover  there  is  no  evidence  that  treatment  of  these  young  people,  in  the 
absence  of  identification  and  treatment  of  the  family  constellation,  will  prevent 

l'^oitlivism 

Even  if  we  had  many  of  the  necessary  diagnostic  and  treatment  tools,  we  have 
no  sanctions  to  compel  treatment  and  assistance  for  the  youngsters  together 
with  their  families. 

I  believe  we  are  faced  with  only  two  options.  We  can  lock  the  John  K  s  up  until 
the  fires  of  their  youthful  violence  are  banked— in  some  cases  for  a  lifetime.  Or 
we  can  reject  this  grim  choice  and  commit  the  necessary  funds  and  talent  to 
the  researching  of  knowledge  and  the  drastic  institutional  change  that  will  be 
necessary  to  save  these  children  and  rescue  our  social  order. 


[From  the  New  York  Times,  Aug.  2,  1975] 

OVERCROWDING  INCREASES  PRISON  TENSION 

(By  Alphonso  Narvaez) 

The  inmate  population  of  the  state's  25  prison  facilities  has  swelled  to  more 
than  16,000  prisoners,  and  observers  fear  that  the  resulting  overcrowded  condi- 
tions, which  have  already  led  to  a  number  of  incidents,  may  spark  major  dis- 
turbances at  any  time. 

Prison  authorities  feel  that  the  institutions  are  relatively  calm,  but  they  are 
"very  much  concerned"  over  the  rising  number  of  inmates  who  have  nothing  to 
occupy  their  time. 

The  inmate  population  at  the  Attica  Correctional  Facility,  where  30  inmates 
and  11  prison  employees  died  in  the  1971  uprising,  was  reduced  to  about  1,200 
after  the  riots.  But  it  is  now  more  than  2,100  and  close  to  the  overcrowded  con- 
ditions that  some  officials  felt  contributed  to  the  problems. 

"There  are  probably  a  couple  of  hundred  inmates  just  sitting  around  with 
nothing  to  do  there,"  said  Agenor  Castro,  assistant  commissioner  for  public 
affairs  for  the  State  Department  of  Correctional  Services.  "There  aren't  that 
many  full-time  jobs  at  Attica.  We're  very  much  concerned." 

Mr.  Castro  said  the  inmate  population  at  the  various  institutions  was  "well 
over  100  per  cent  of  capacity,"  with  16.248  prisoners  in  the  system. 

Because  of  the  crowded  conditions,  tension  among  inmates  increases,  programs 
have  to  be  curtailed,  requests  for  transfers  cannot  be  met  and  medical  personnel 
are  unable  to  see  all  the  inmates  who  complain  of  being  ill. 

The  problems  have  been  reflected  in  a  number  of  incidents  in  recent  months, 
reports  of  which  were  obtained  from  official  and  unofficial  sources  and  included 
the  following : 

In  the  last  few  weeks  hundreds  of  inmates  at  the  Great  Meadow  Correctional 
facility  at  Comstock  have  been  under  "keep-loek" — locked  in  their  cells  and 
allowed  out  only  for  short  exercise  periods — because  of  an  incident  on  July  13. 

At  the  Auburn  Correctional  facility  five  guards  were  injured  last  month  as 
they  checked  into  a  stabbing  incident  among  the  inmates. 

At  the  Matteawan  State  Hospital  for  the  Criminally  Insane  in  Beacon,  an 
inmate  was  reportedly  beaten  by  other  prisoners  for  telling  visiting  lawmakers 
that  drugs  could  be  bought  easily  at  the  institution. 
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New  York  City  detainees  at  the  Ossining  Facility  staged  a  sitdown  strike 
following  a  visit  to  the  prison  by  more  than  1U0  judges  who  preside  over  criminal 
cases. 

Other  incidents  were  reported  to  have  occnred  at  Greenhaven,  Bedford  Hills, 
Clinton,  Coxsackie  and  Elmira  Correctional  Facilities.  However,  the  department 
lists  only  the  Comstock  disturbance  as  a  "serious  incident." 

In  addition,  prison  guards  warn  that  because  of  budget  cuts  and  resultant 
losses  of  personnel,  the  situation  is  ripe  for  disaster.  The  department  reports 
that  there  are  about  5,000  uniform  officers  presently  employed,  down  from 
5,450  earlier  this  year. 

"We  have  a  most  explosive  situation  on  our  hands  at  the  present  time,"  said 
Carl  Gray,  president  of  the  security  unit  of  Council  82  of  the  American  Fed- 
eration of  State,  County  and  Municipal  Employees,  the  union  that  represents 
prison  guards. 

"Inmate  programs  are  being  cut  back,"  he  said.  "Inmate  idle  time  is  increas- 
ing at  an  alarming  rate  and  there  have  been  cutbacks  in  posts — crucial  posts — 
and  contraband  is  coming  in  at  uncontrollable  rates.  There  are  1,000  inmates 
at  Attica  just  wandering  around  with  nothing  to  do  and  it's  not  just  Attica, 
it's  throughout  the  entire  system." 

Mr.  Gray  said  that  many  of  the  facilities  were  already  overcrowded  and  that 
there  was  an  insufficient  number  of  officers  to  handle  the  problems. 

"Slowly  but  surely  we're  returning  to  the  pre-Attica  days,"  he  said.  "I  hope 
we  never  have  another  Attica,  but  I  do  see  some  riots  and  some  disturbances." 

OVERTIME   AN    ISSUE 

Mr.  Gray  contended  that  between  January,  1974,  and  last  March,  "419  officers 
out  of  a  total  complement  of  5S7  officers  at  Matteawan  have  been  injured  by  in- 
mate action"  and  that  scores  of  officers  at  other  facilities  had  also  been  injured. 

Mr.  Gray  said  that  instead  of  hiring  new  officers  the  department  was  mak- 
ing men  work  overtime,  and  that  despite  attempts  to  cut  back  on  overtime,  the 
$1.3-inillion  in  the  current  budget  for  overtime  pay  would  be  exceeded  in  the 
first  four  months  of  the  fiscal  year. 

Burton  Schoenbach,  a  Manhattan  textile  manufacturer  and  a  former  member 
of  the  State  Commission  of  Correction,  warned  that  the  overcrowding  at  the 
prisons  was  "increasing  the  pressure  in  the  pressure  cooker  and  is  leading  to  a 
very  dangerous  and  explosive  situation." 

He  noted  that  the  prison  population  had  increased  from  a  little  over  12.500 
a  year  ago  to  more  than  10,000  currently.  He  attributed  this  to  "an  impacting 
of  the  [1973  state]  drug  law,"  which  banned  plea  bargaining — allowing  a  plea  of 
guilty  to  a  lesser  charge  than  the  one  charged  in  the  arrest — and  mandated 
prison  terms  for  violators. 

LACK   OF   GUIDANCE 

Mr.  Schoenbach  said  that  in  addition  judges  were  meting  out  longer  prison 
terms  and  parole  officials  were  reluctant  to  release  prisoners  because  of  highly 
publicized  crimes  committed. 

Mr.  Schoenbach,  who  has  been  a  gadfly  to  the  department  is  an  attempt  to 
improve  conditions  in  the  prisons,  said  that  the  State  facilities  had  a  program 
capacity  for  about  7,000  inmates,  and  that  many  others  thus  were  receiving  no 
preparation  or  guidance  for  their  release. 

"You  can't  put  grown  men  in  the  yard  lifting  weights  or  playing  basketball 
and  expect  them  to  have  a  meaningful  life  when  they  come  out  of  prison,"  he 
said.  "They  need  to  be  taught  a  trade.  They  need  discipline  and  they  need 
organization,  but  lifting  weights  and  watching  television  is  not  going  to  do  it." 

Seated  in  his  crowded  office  at  295  Fifth  Avenue.  Mr.  Schoenbach  pointed  to 
a  bundle  of  letters  on  top  of  a  bookcase  and  said :  "I  have  dozens  of  offers  from 
private  industry  to  go  into  the  prisons  to  teach  the  inmates  a  meaningfid  trade, 
with  the  promise  of  a  job  when  they  get  out,  but  the  department  will  just  not 
listen." 

He  said  many  prison  guards  resented  the  fact  that  special  training  and  well- 
paying  jobs  were  being  offered  to  prisoners  and  that  in  the  few  instances  in 
which  private  industry  had  been  allowed  in  the  prisons  there  was  no  enthusi- 
asm on  the  part  of  prison  personnel  to  make  the  programs  succeed. 

Other  prison  observers  also  view  the  situation  as  alarming. 

David  Rothenberg,  executive  director  of  the  Fortune  Society,  which  helps 
former  inmates  reenter  society,  said.  "They're  all  on  the  verge  of  exploding." 

Assemblyman  Saul  Weprin,  chairman  of  an  Assembly  subcommittee  on  prisons, 
said  the  situation  was  tense  at  (lie  Matteawan  prison  facility  during  a  recent  visit 
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with  Lieut.  Gov.  Mary  Ann  Krupsak  and  Assemblyman  Stanley  Fink,  Democrat 
of  Brooklyn  and  chairman  of  the  Codes  Committee. 

He  said  one  inmate  had  told  them  that  drugs  could  easily  be  bought  at  the 
prison  hospital  and  that  later  the  prisoner  was  beaten  by  other  inmates  for 
talking  to  the  visitors. 

DRUG    SOURCES    CITED 

A  teacher  at  the  Eastern  Correctional  Facility  at  Xapanoch,  said  drugs  were 
readily  available  at  that  institution  also. 

"There's  a  lot  of  marijuana,  speed  and  some  LSD  being  sold  in  the  prison." 
said  the  teacher,  who  asked  not  to  be  identified.  "It's  being  brought  in  by  inmates 
on  work-release  programs  or  by  visitors  during  the  special  festivals." 

One  such  festival  at  the  Great  Meadow  Correctional  Facility,  at  Comstock  was 
cut  short  by  officials,  leading  to  heightened  tensions  at  that  facility. 

Prisoners  had  already  been  upset  by  what  they  contended  was  slow  medical 
treatment  that  they  said  resulted  in  the  deaths  of  two  inmates.  Then,  on  July  13, 
during  a  San  Juan  festival,  hundreds  of  inmates  began  milling  about,  near  fam- 
ilies visiting  other  prisoners.  Officials,  fearing  an  escape  attempt  similar  to  one 
by  two  inmates  at  Green  Haven  Prison  who  allegedly  left  among  busloads  of 
visitors,  curtailed  the  festival. 

••EVERYBODY    TALKING    RIOT" 

Two  days  later,  about  50  Hispanic  inmates  blocked  the  gates  leading  from  the 
prison  yard  to  protest  the  treatment  of  their  families.  For  the  last  few  weeks, 
hundreds  of  prisoners  have  been  kept  locked  in  their  cells. 

"From  the  vibrations  I've  been  getting,  the  place  is  ready  to  explode."  said 
Ronnie  Daigneault,  executive  director  of  Long  Island  Friends  of  Fortune,  a 
prisoners'  rights  organization,  who  visited  the  institution  recently. 

"When  I  was  there  everyone  was  at  fever  pitch  and  everybody  was  talking  riot. 
There  is  lots  of  anger  and  lots  of  frustration." 

The  State  Commission  of  Correction,  which  would  be  completely  restructured 
by  a  bill  passed  by  the  Legislature  and  now  awaiting  the  Governor's  signature, 
is  investigating  the  incident  as  well  as  the  death  over  the  weekend  of  an  inmate 
at  Matteawan — the  third  death  in  the  last  month. 

A  spokesman  for  the  Commission  said  that  it  did  not  receive  reports  of  minor 
incidents  at  state  facilities  but  that  it  did  investigate  inmate  deaths,  of  which 
there  have  been  25  so  far  this  year. 

Members  of  Commissioner  Benjamin  Ward's  office  have  also  looked  into  the 
problems  at  Comstock  and  Commissioner  Castro  feel  that  the  situation  has  eased 
somewhat. 

Mr.  Castro  said  yesterday  that  a  Narcotics  Administration  facility  in  Sullivan 
County  was  expected  to  be  turned  over  soon  to  the  Correction  Department  to 
provide  space  for  600  prisoners. 

He  added  that  confinement  quarters  were  being  prepared  in  Buffalo  for  50 
women  prisoners,  a  move  that  would  relieve  congestion  at  Bedford  Hills. 


[From  the  New  York  Times,  Sept.  1,  1976] 
DRUG   LAWS   CITED  AT  A   STATE   HEARING   ON  PRISON  UNREST 

Albany,  Aug.  31. — State  prisons  are  overpopulated  partly  because  harsh  drug 
laws  adopted  in  1973  require  mandatory  minimum  sentences,  witnesses  testified 
today  at  an  inquiry  into  prison  unrest. 

The  hearing  was  called  by  the  State  Correction  Commission,  even  as  cell 
sit-ins,  work  refusals  and  other  inmate  demonstrations  were  taking  place  in  the 
Greenhaven  Correctional  Facility  in  Stormville,  Dutchess  County,  and  at  the 
Great  Meadow  Correctional  Facility  in  Comstock.  Washington  County. 

Because  of  problems  at  Great  Meadow,  Stephen  J.  Chinlund,  the  commission 
chairman,  refused  to  permit  an  appearance  by  Curtis  Brown,  a  Great  Meadow 
prisoner. 

He  feared,  Mr.  Chinlund  said,  that  Mr.  Brown  would  use  the  hearing  as  a 
"personal"  forum. 

But  the  chairman  did  read  the  inmate's  prepared  statement,  and  in  it  Mr. 
Brown  charged  Great  Meadow  correction  officers  with  brutality  and  racism. 

"You  get  sent  to  the  box,"  the  statement  said,  "and  it's  an  automatic  beating." 
The  "box"  is  inmate  slang  for  solitary  confinement. 
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Edward  Fontaine,  a  spokesman  for  the  Quaker  Information  Center  on  Criminal 
Justice,  said  that  7,000  persons,  most  of  them  first  offenders,  had  been  sentenced 
to  prison  in  the  three  years  since  the  drug  laws  were  enacted.  They  have  since 
been  altered. 

"Mandatory  minimum  sentences  are  the  punitive  approach,"  Mr.  Fontaine  said, 
urging  probation,  especially  for  first  offenders. 

In  general,  the  hearing  was  dominated  by  witnesses  who  took  a  pro-prisoner 
approach. 

Robert  F.  Sullivan,  Acting  State  Probation  Director,  proposed  the  early  release 
of  1,000  inmates  now  confined  for  drug  offenses  and  similar  nonviolent  crimes. 
With  another  §1.7  million  in  funds.  Mr.  Sullivan  said,  the  inmates  released  under 
his  program  could  be  "supervised  intensively"  by  state  probation  officers. 


[From  the  Philadelphia  Daily  News,  Feb.  9,  1970] 

DEATH   OF  INMATE   SPURS  D.A.  PROBE  OF  HEROIN  TRAFFIC  IN 

CITY  PRISONS 

(By  Dave  Racher) 

The  district  attorney's  office  has  launched  a  "hush-hush"  probe  into  report  of 
widespread  use  of  heroin  inside  city  prisons. 

The  investigation  is  zeroed  in  on  Holmesburg  Prison  where  one  drug  overdose 
death  has  been  reported.  As  many  as  40  inmates  at  Holmesburg  may  be  using 
heroin,  according  to  sources  close  to  the  probe  headed  by  First  Assistant  District 
Attorney  Richard  A.  Sprague. 

The  Daily  News  learned  that  D.  A.'s  investigators  "raided"  two  cells  at  Holmes- 
burg last  Friday,  but  came  up  empty  in  a  search  for  cached  drugs. 

The  detectives  carried  with  them  a  search  and  seizure  warrant  quietly  issued 
after  Common  Pleas  Court  Judge  Thomas  M.  Reed  heard  secret  testimony  from 
Sprague  and  Assistant  District  Attorney  Robert  Mozenter  that  inmates  were 
obtaining  heroin  from  prisoner-pushers  in  exchange  for  cartons  of  cigarets. 

Superintendent  of  Prisons  Edward  J.  Hendrick  accompanied  the  D.A.'s  in- 
vestigators on  their  search.  "All  I  can  say,"  said  Hendrick,  "is  that  Mr.  Mozenter 
came  to  me  with  a  search  and  seizure  warrant  and  in  information  about  heroin 
being  in  the  possession  of  inmates.  Of  course,  I  cooperated  100  percent,  permitted 
them  to  come  right  in  and  took  them  to  the  inmates  involved." 

The  search  involved  two  cells,  each  lodging  three  prisoners  in  a  cell  block 
used  mainly  for  detentioners,  or  prisoners  either  awaiting  trial  or  sentence, 
Hendrick  said. 

"The  results  were  negative,"  he  said. 

Hendrick  said  the  search  and  seizure  warrants  were  unnecessary  but  used 
as  a  precaution  against  possible  infringement  of  the  rights  of  untried  prisoners. 

"We  (prison  officials)  have  the  right  to  conduct  whatever  searches  we  feel 
are  necessary,"  he  said,  "but  there  might  be  some  question  as  to  the  rights  of 
outsiders." 

"I  would  never  say  that  we  have  not  had  heroin  introduced  in  the  prison," 
Hendrick  continued.  "With  the  thousands  of  individuals  coming  in  and  out — 
and  even  though  prison  personnel  are  very  alert — it's  like  looking  for  a  needle 
in  a  haystack.  One  dose  of  heroin  takes  up  a  small  amount  of  space. 

"We're  very  alert  to  it.  We  have  internal  shakedowns  which  are  unannounced. 
We  also  watch  the  behavior  of  the  inmates.  Anyone  who  has  had  a  drug  dosage 
will  exhibit  erratic  behavior." 

It  was  the  "erratic  behavior"  of  inmate  Robert  Webb,  22,  that  put  investiga- 
tors on  the  prison  drug  trail.  Webb  died  last  Nov.  18  in  his  cell  after  reportedly 
administering  a  shot  of  heroin  about  four  hours  before  his  death. 

Sources  close  to  the  probe  said  a  second  death  of  a  prisoner  is  being  investi- 
gated to  determine  if  heroin  was  the  cause. 

Investigators  have  turned  up  evidence  that  "narcotics  are  being  smuggled  into 
the  prison  on  a  wholesale  level,"  according  to  the  source.  Inmate  witnesses  have 
reported  seeing  more  than  one  pusher  slipping  small  bags  of  heroin  to  fellow 
prisoners. 

The  investigators  are  also  following  up  reports  of  narcotics  being  available 
to  prisoners  in  the  City  Detention  Center  and  the  House  of  Correction. 

D.A.  Detectives  Joseph  Cella  and  Sheridan  Kerrin  are  continuing  to  question 
many  of  the  1300  inmates,  prison  supervisors  and  guards  at  Holmesburg  in  an 
effort  to  get  a  break  in  the  probe. 
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[From  the  Philadelphia  Evening  Bulletin,  Feb.   10,  1970] 
WIDE  USE  OF  DRUGS  IN  PRISON  DENIED 

(By  James  H.  Laverty) 

Prisons  Superintendent  Edward  J.  Hendrick  said  yesterday  that  rumors  of 
drug  use  in  the  city's  prisons  are  more  widespread  than  the  actual  use  of  drugs 
by  prisoners. 

"I  would  be  the  last  to  say  that  it  (narcotics)  doesn't  get  by,"  Hendrick  said, 
"but  we  rarely  see  new  drug  cases  within  the  prisons." 

The  prison  superintendent  commented  after  the  District  Attorney's  office  re- 
ported it  had  begun  a  new  probe  of  drug  use  in  the  city's  prisons. 

The  DA's  probe  came  more  than  two  months  after  the  death  of  an  inmate  at 
the  Holmesburg  Prison  on  Nov.  28,  and  according  to  Hendrick,  just  a  week  after 
a  Police  Department  investigation  of  drug  smuggling  at  the  prison. 

inmate's  statement 

The  police  investigated  a  statement  by  an  inmate  that  prison  officers  were 
involved  in  drug  smuggling.  "The  police  were  in  here  for  three  days,  doing  an 
intensive  investigation,  and  afterwards,  advised  me  there  was  no  basis  to  the 
charge,"    Hendrick    said. 

"Prison  personnel  are  easy  targets,"  the  prison  chief  said.  The  prisoner  had 
made  the  statement  without  any  factual  basis,  with  the  hope  that  if  something 
clicked,  he  would  get  leniency,  Hendrick  said. 

Nutmeg  has  recently  been  placed  on  the  contraband  list  at  prisons,  Hendrick 
said.  "Some  prisoners  have  reportedly  been  pepping  themselves  with  it.  It  is  sup- 
posed to  give  them  some  sort  of  a  bang." 

Recently  some  white  powder  found  in  a  visitors  room  was  suspected  to  be 
heroin,  but  turned  out  to  be  baking  soda.  Ground  aspirin  also  is  a  prison  problem. 
Hendrick  said. 

"Our  greatest  problem  is  tremendous  movement  in  and  out  of  the  three  city 
prisons,"  Hendrick  said.  Guards  search  an  average  of  150  prisoners  going  to  and 
coming  from  court,  as  well  as  the  75  to  100  added  daily  to  the  prison  population. 

"Our  personnel  do  a  fabulous  job  when  you  consider  that  a  couple  of  shots  of 
heroin  is  a  very  small  quantity." 

FOUND   DEAD   IN    CELL 

Hendrick  said  the  drug  death  was  that  of  Robert  E.  Webb,  23,  of  Chestnut  St. 
near  60th,  who  was  found  dead  in  his  bed  at  7  :47  A.M.,  Nov.  28,  by  his  cellmate. 

Police  and  the  Medical  Examiner's  office  were  notified.  An  autopsy  attributed 
death  to  a  narcotics  overdose. 

Webb,  who  had  a  record  of  drug  use  and  possession,  had  been  in  custody  since 
Aug.  12,  1969,  and  after  a  trial  Oct.  14,  was  awaiting  sentence  on  charge  of 
burglary,  larceny  and  forgery. 

First  Assistant  District  Attorney  Richard  A.  Sprague  said  part  of  the  DA's 
probe  is  to  learn  why  the  prosecutor's  office  did  not  learn  of  the  drug  death 
until  last  Jan.  24. 

"We  also  want  to  learn  where  the  drugs  are  being  obtained,  in  the  Webb  case, 
how  it  was  smuggled  in,  and  to  what  extent  it  is  still  going  on,"  Sprague  said. 

DA  detectives  also  are  investigating  the  death  of  Hiram  Malin,  27,  of  Wood- 
stock St.  near  Dauphin.  He  died  last  Oct.  14  at  home,  hours  after  he  was  released 
from  the  House  of  Correction.  He  also  had  a  record  of  drug  use,  the  DA's  office 
said,  aud  his  death  also  was  attributed  to  an  overdose  of  narcotics. 


[From  the  Philadelphia  Evening  Bulletin,  Mar.  12,  1970] 

PRISON  ASKED  FOR  ADDICTS  REFUSING  AID 

An  assistant  district  attorney  has  recommended  a  "hard  line  approach"  to 
admitted  drug  users  who  plead  for  sentences  to  drug  treatment  centers  aud  then 
fail  to  show  up. 

Assistant  District  Attorney  Peter  A.  Levin,  who  oversees  drug  rehabilitation 
programs  for  the  prosecutor's  office,  said  drug  addicts  who  fail  to  take  advantage 
of  self-help  drug  centers  should  be  resentenced  to  prison. 
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During  the  past  six  mouths,  he  said,  a  third  of  the  addicts  sentenced  to 
Gaudenzia  House.  1834  W:  Tioga  Ct,  as  a  condition  of  probation,  have  walked 
away  He  said  61  have  been  sentenced  to  the  place  and  21  left  without  permission 
during  the  past  year. 

Only  three  of  the  21  were  sent  to  prison  as  probation  violators  by  judges. 

Levin  recommended  in  a  memo  to  assistant  district  attorneys  who  attend 
probation  violation  hearings  that  they  "should  demand  that  the  people  have  their 
probation  revoked  despite  what  probation  officers  might  say." 

Levin  staunchly  supports  the  Gaudenzia  House  project,  pointing  out  numerous 
cases  where  the  results  have  been  "remarkable." 

About  90  persons  attend  the  program  in  the  North  Philadelphia  house,  a  third 
on  orders  of  the  Philadelphia  courts,  an  equal  percentage  from  Bucks,  Delaware 
and  Montgomery  countries  and  New  Jersey  and  the  remainder  on  a  voluntary 
basis. 

[From  the  Minneapolis  Freeworld  Times,  January  1973] 
SCANDALS   PLAGUE   GRATERFORD   OFFICIALS 

Staff  members  at  the  Eastern  Pennsylvania  Correctional  Institution  have  been 
implicated  in  two  separate  cases  of  irregular  conduct.  William  Schildt,  captain 
of  the  guards  at  the  Graterford  institution,  was  photographed  by  a  local  news- 
paper as  he  used  state  property  and  inmate  labor  to  help  him  move  his  personal 
belongings  on  Nov.  15.  Thomas  Kennedy  and  15  of  his  fellow  guards  have  been 
named  as  possible  suppliers  of  drugs  to  Graterford  inmates  in  a  state  police 
investigation. 

Informed  of  Schildfs  intended  move  by  an  anonymous  telephone  caller,  the 
Collegeville  (Pa.)  Independent  dispatched  a  photographer  to  record  the  action. 

According  to  the  Independent,  a  state-owned  vehicle  arrived  at  Schildfs  apart- 
ment at  8:15  a.m..  Dec.  15.  The  vehicle  was  identified  as  state-owned  by  the 
presence  of  the  state  seal. 

The  Independent  reported  that  the  inmates  began  loading  Schildfs  furniture 
into  the  truck  and  had  completed  the  job  by  9  :30  a.m.  The  truck  then  pulled 
awav  to  a  local  restaurant  where  the  prisoners  and  guard  had  a  coffee  break. 

The  truck  then  travelled  to  Schildfs  property  at  10:00  a.m.,  at  which  time 
inmates  began  unloading  the  furniture. 

The  possibility  of  drug  trafficking  by  Graterford  guards  came  to  light  as  a 
result  of  investigations  by  state  police  conducted  in  June  1971  when  308  am- 
phetamine pills  were  found  in  the  locker  of  guard  Thomas  Kennedy.  Arrested  one 
year  later,  Kennedy,  said  Tropper  Stanley  Wesoloski's  report,  released  the  names 
of  15  of  bis  colleagues  who  had  also  been  involved  in  the  drug  ring. 

Although  investigations  of  the  other  men  involved  failed  to  produce  enough 
information  to  arrest  them,  Graterford  guards'  union  called  for  the  arrest  of 
any  correctional  officer  implicated  on  Dec.  5. 

•Who  are  the  15  guards?"  asked  Gabriel  White,  president  of  Local  2497, 
American  Federation  of  State,  County  and  Municipal  Employees.  About  90  per- 
cent of  Graterford  guards  are  involved  in  the  union. 

"We  want  them  out,"  said  White.  "Officers  who  bring  in  drugs  are  endanger- 
ing the  lives  of  everyone." 

"Yes,  we  want  them  arrested,"  stated  Creighton  Caison,  chief  shop  Stewart 
at  the  institution.  "We've  had  a  problem  with  stabbings  in  the  jail.  You've  got 
a  problem  of  people  behaving  in  an  antisocial  manner.  Drugs  have  a  tendency  to 
aggravate  these  conditions. 

"I  can  lose  my  life  and  I  don't  want  to  lose  my  life  because  of  some  guy 
bringing  in  drugs  to  try  to  make  a  fast  dollar." 

Caison  and  White  both  suggested  that  rather  than  guards  smuggling  in 
drugs,  a  more  likely  group  to  suspect  would  be  visitor's.  White  complained  that 
Superintendent  Robert  Johnson  had  taken  down  a  screen  separating  inmates 
and  visitors  one  year  ago.  White  contended  that  one  guard  customarily  stationed 
to  oversee  visiting  could  not  possibly  oversee  the  activities  of  45  persons  in  the 
room. 

Another  source  of  drugs  entering  the  institution  could  be  through  reform 
groups  and  others  who  have  access  to  the  prison  or  through  inmates  returning 
to  the  prison  after  furlough  visits  to  their  home  communities,  the  men 
suggested. 
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Caison  and  White  estimated  that  about  30  per  cent  of  the  1,600  Graterford 
inmates  are  hooked  on  some  kind  of  drug.  After  Ins  arrest  Kennedy  disclosed 
to  Trooper  Wesoloski  that  "drops*'  of  narcotic  had  been  made  which  were  later 
picked  up  by  inmates  working  on  the  prison  farm. 

Despite  pressure  from  the  guards  union,  Warden  Johnson  refused  to  dismiss 
the  guards.  "You  don't  deal  disciplinary  action  against  people  if  there  is  no 
evidence  to  support  it,"  Johnson  said. 

A  State  Police  Corporal  said  "We  never  found  any  hard  evidence  against  these 
men.  All  accusations  were  based  on  hearsay  and  as  far  as  we're  concerned  the 
guards  were  cleared." 

Johnson  acknowledged  that  a  drug  problem  exists  within  the  Graterford  insti- 
tution but  stated  that  "there's  no  more  here  than  in  Ilolmesburg,  Leesburg  or 
the  county  prisons." 

The  state  police  plan  to  continue  the  investigation,  noted  one  official  in  Decem- 
ber. Appearances  at  that  time  seemed  to  indicate  that  visitors  and  not  guards 
are  the  primary  drug  suppliers. 

[From  the  Minneapolis  Freeworld  Times,  May  1973] 
•       GUARD  FOUND  WITH  HEROIN 

A  guard  at  the  State  Correctional  Institution  at  Graterford,  Pa.,  may  have 
sold  heroin  to  inmates  at  the  prison. 

Police  have  been  investigating  that  possibility  after  charging  the  guard. 
Gilroy  Reid,  27,  last  month  with  possession  of  30  bags  of  heroin.  The  bags  are 
each  worth  about  $5  on  the  open  market. 

Reid,  employed  at  Graterford  for  the  past  14  months,  was  questioned  by  Patrol- 
man David  Potts  when  Potts  saw  him  putting  a  gun  into  the  trunk  of  a  car. 

When  Potts  discovered  the  gun  was  loaded,  he  took  Reid  to  headquarters, 
obtained  a  search  and  seizm-e  warrant  and  searched  the  car. 

The  police  say  the  heroin  was  found  in  the  automobile  along  with  275  empty 
glassine  bags. 

[From   the  Washington  Post,  Aug.  2,   1975] 

PRISON  SMUGGLING 
(By  Jack  Anderson  and  Les  Whitten) 

Most  Watergate  convicts  have  wound  up  at  the  Allenwood,  Pa.,  federal  prison 
camp,  a  model,  farmlike  facility  where  the  white-collar  prisoners  usually  are  sent 
to  do  their  time. 

But  trustworthy  inside  sources  tell  us  that  an  efficient  smuggling  system  oper- 
ates under  the  noses  of  the  prison  authorities.  This  undergound  network  supplies 
prisoners,  for  the  right  price,  their  favoriate  brands  of  whisky  and  drugs  to  re- 
lieve the  prison  monotony. 

The  contraband  is  sneaked  into  Allenwood,  according  to  our  sources,  by  em- 
ployees who  use  garbage  cans  and  automobile  trunks  as  hiding  places.  They  turn 
the  smuggled  wares  over  to  an  inmate-distributor,  who  trafficks  it  to  other 
prisoners.  The  distributor  then  splits  his  profits  with  the  smugglers. 

Drugs  have  also  been  hidden  in  tennis  balls.  A  patch  is  cut  from  the  ball,  the 
drug  is  inserted,  the  patch  is  glued  back  and  then  the  ball  is  bounced  into  play  by 
a  visitor  during  family  get-togethers. 

Scotch  tape,  treated  with  an  LSD-type  drug,  is  also  slipped  to  inmates  by 
visitors.  The  strips,  known  as  "window  panes"  in  prison  parlance,  are  chewed 
by  inmates. 

Superintendent  Eldon  Jensen,  a  highly  respected  penologist,  runs  a  relaxed 
camp  which  he  tries  to  make  as  pleasant  as  possible  for  his  420  inmates.  He  tries 
to  keep  them  in  touch  with  outside  society,  for  example,  by  permitting  family 
picnics. 

The  food  brought  by  the  families,  of  course,  must  pass  inspection.  He  said  he 
hopes  the  prisoners  won't  abuse  this  privilege  and  bring  represssion  upon 
themselves. 

In  May.  two  prisoners  were  caught  with  marijuana,  another  in  June  and 
three  in  July.  Two  others  have  been  caught  recently  smuggling  in  whiskey. 
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Jensen  was  distressed,  however,  to  learn  that  we  had  uncovered  a  regular 
smuggling  system.  Still,  he  feels  the  narcotics  and  whiskey  problem  at  Allen- 
wood  is  "minimal." 


[From  the  Providence  Journal,  July  8,  1975] 
INMATES  DEATHS  BRING  CALL  FOR  ACI  PROBE 

Providence. — Atty.  Gen.  'Julius  C.  Michaelson  said  yesterday  he  has  asked 
the  state  police  to  conduct  a  thorough  investigation  of  the  Adult  Correctional  In- 
stitution's maximum  security  facilities  to  find  out  "how  dangerous  contraband 
has  been  able  to  get  into  the  prison. 

"The  recent  suicide  at  the  prison  and  the  discovery  of  a  large  number  of 
weapons  there  is  a  matter  of  serious  concern  to  the  people  of  Rhode  Island," 
Michaelson  said. 

Michaelson  said  the  received  a  state  medical  examiner's  report  that  shows  that 
two  prisoners  have  died  at  the  ACI  in  the  last  few  months  from  drug  over- 
doses. In  addition,  he  said,  autopsies  performed  on  others  who  died  there  have 
revealed  substantial  amounts  of  alcohol  in  their  bloodstreams. 

"Weapons,  alcohol  and  drugs  have  no  place  in  a  prison  facility  and  it  is  my 
intention  to  do  everything  I  can  to  put  an  end  to  the  flow  of  contraband,"  he  said. 

Michaelson  said  he  will  discuss  the  situation  at  a  press  conference  in  his  offices 
at  9 :30  a.m.  today. 

Meanwhile,  the  lockup  at  the  maximum  security  section  of  the  ACI,  which 
began  on  June  30  when  inmate  Thomas  R.  Knott  committed  suicide  after  failing 
to  escape,  ended  yesterday. 

Officials,  who  ended  a  search  of  the  maximum  security  section  yesterday,  said 
they  found  the  usual  assortment  of  knives  and  other  homemade  weapons,  includ- 
ing many  items  thrown  from  cells  by  inmates  after  the  lockup  and  cell  search 
was  announced.  The  suicide  victim  shot  himself  with  a  22-caliber  pistol. 

Michaelson  said  his  office  is  trying  to  determine  how  Knott  got  the  weapon. 
He  described  it  as  a  22-caliber  Sterling  pistol  manufactured  in  Gasport,  N.Y., 
and  sold  to  a  wholesaler  in  Wareham,  Mass.,  on  Sept.  20,  1973. 

The  attorney  general  said  it  was  sold  on  Sept.  30,  1974,  to  a  gun  dealer  in 
Rhode  Island. 

Michaelson  observed  that  a  state  police  investigation  resulted  in  the  indict- 
ment recently  of  a  former  corrections  officer  on  charges  of  bringing  alcohol  and 
marijuana  into  the  prison. 

"Overcrowded  conditions  and  antiquated  facilities  make  trouble  inevitable  and 
rehabilitation  virtually  impossible,"  he  said.  "The  continued  presence  of  contra- 
band within  the  prison  walls  further  compounds  this  problem.  It  can  only 
aggravate  an  already  explosive  situation.  I  intend  to  urge  a  continued  crackdown 
on  the  flow  of  contraband  into  the  prison  and  will  ask  that  the  necessary 
steps  be  taken  to  try  to  stop  it." 

IFrom  the  Providence  Journal,  July  13,  1975] 

PROBLEMS  ENOUGH  AT  ACI 

(An  Editorial) 

Atty.  Cen.  Julius  C.  Michaelson's  pointed  concern  over  security  problems  at 
the  Adult  Correctional  Institutions  is  a  welcome  response  to  recent  alarming 
events.  A  prisoner  has  killed  himself  with  a  22-caliber  pistol ;  two  others  have 
died  from  an  overdose  of  drugs,  autopsies  on  other  prisoners  show  large  amounts 
of  alcohol  in  the  bloodstream  ;  and  officials  candidly  acknowledge  a  flow  of 
weapons  and  other  contraband  into  the  prison. 

As  Mr.  Michaelson  warns,  contraband  flowing  into  the  prison  can  ignite  an 
already  explosive  situation.  To  help  prevent  a  prison  blow-up,  a  thorough  crack- 
down should  begin  immediately.  The  Department  of  Corrections,  the  Attorney 
General's  office,  and  the  state  police  should  put  aside  trifling  questions  of  juris- 
diction, and  join  in  a  united  effort  to  make  ACI  a  safer  place — for  everyone. 

The  first  step  is  to  review  thoroughly  all  procedures  used  to  search  visitors 
and  to  monitor  prisoner-visitor  contacts.  If  tbere  is  foot  dragging  for  any  reason. 
Governor  Noel  should  intervene.  A  concerned  public,  especially  in  Cranston 
neighborhoods,  is  entitled  to  know  soon  how  the  Noel  administration  has  cracked 
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down  on  intercepting  the  large  assortment  of  contraband  ^{"r'SSSmrttJ 
prisoner  hands.  Old  facilities  and  overcrowded  conditions  at  ACI  po.se  security 
problems  enough  without  compounding  them  with  contraband  weapons  and 
drugs. 

[From  the  Providence  Journal,  July  20,  1975] 
WOULD  STEMMING  CONTRABAND  FLOW  IGNITE  PRISONS? 

(By  Paul  Giacobbe) 

Cranston.— Effective  narcotic  and  alcohol  rehabilitation  cannot  begin  at  the 
Adult  Correctional  Institutions,  officials  agree,  until  the  steady  flow  of  drugs 
into  the  prison  is  halted.  .'.,..         ,  ., 

But  the  number  of  inmates  at  the  maximum  security  facility  who  are  drug 
dependent  is  so  great  that  if  the  flow  of  narcotics  was  suddenly  halted  there 
is  the  potential  for  serious  discipline  and  control  problems. 

Let  the  drugs  come  in  and  abandon  chances  of  effective  rehabilitation.  Stop 
the  flow  of  drugs— if  that  is  possible— and  perhaps  start  a  riot. 

If  there  is  a  solution  to  the  dilemma,  corrections  officials  candidly  admit 
they  haven't  found  it  yet.  They  do  say,  however,  that  they  are  reluctant  to  go 
back  to  the  days  of  visiting  room  mesh  screens  and  glass  barriers  which  may 
stop  visitors  bringing  in  drugs,  but  which  is  also,  they  say,  "degradation"  for 

inmates. 

The  relatively  unhampered  flow  of  contraband  into  the  prison  was  most 
dramatically  demonstrated  three  weeks  ago,  when  Thomas  R.  Knott,  an  inmate 
in  the  maximum  security  section  of  the  prison,  killed  himself  with  a  .22-caliber 
pistol  that  had  been  smuggled  into  the  prison. 

I'rior  to  Knotfs  death,  two  other  inmates  died  on  separate  occasions  from 
overdoses  of  narcotics,  and  autopsies  on  a  number  of  inmates  who  have  died 
at  the  prison  show  excessive  amounts  of  drugs  and  alcohol  in  the  bloodstream. 

Thomas  Houllahan,  Department  of  Corrections  director  of  treatment,  said 
it  has  been  almost  impossible  to  keep  male  nurses  in  the  maximum  security 
prison  because  of  the  pressures  from  inmates  seeking  drugs  not  prescribed 
for  them. 

Police  and  corrections  officials  have  not  yet  determined  how  the  weapon  Knott 
used  to  kill  himself — or  a  pistol  found  in  the  prison  several  weeks  earlier — 
were  smuggled  in,  but  there  is  little  question  where  drugs  and  other  contraband 
in  the  prison  come  from. 

Contraband  comes  in  with  visitors.  A  bottle  of  liquor  strapped  to  a  female 
visitor's  thigh;  pills  in  a  baby's  diaper;  or,  simply,  drugs  in  a  person's  pocket 
do  not  show  up  on  the  prison's  metal  detector. 

Contraband  comes  in  with  the  mail.  While  all  mail  is  screened.  Houllahan 
points  out  that  it  is  difficult  to  spot  a  piece  of  paper  that  has  been  soaked  in 
a  narcotic  and  dried.  The  inmate  simply  eats  or  chews  his  letter. 

Contraband  comes  in  with  supplies  and  food  shipments.  Although  such  ship- 
ments are  inspected,  prison  officials  say  it  is  impossible  to  open  every  loaf  of 
bread,  or  sample  every  bottle  of  maple  syrup. 

And,  disturbing  as  it  is  to  officials,  contraband  apparently  comes  in  with 
correctional  officers. 

"It  is  a  logical  assumption  that  a  minor  percentage  of  the  correctional  officer 
staff  has  been  compromised,"  said  Donald  D.  Taylor,  acting  director  of  the 
Department  of  Corrections.  "As  an  administrator,  I  would  have  to  say  that 
officers  are  bringing  (contraband)  into  the  prison. 

And  while  they  are  reluctant  to  admit  it  publicly,  many  correctional  officers 
themselves  are  concerned  with  the  possibility  that  fellow  officers  are  involved 
in  the  traffic  in  contraband.  Gene  B.  Fagnant,  president  of  the  Brotherhood 
of  Correctional  Officers,  also  points  out,  however,  that  some  70  corrections 
employes  who  are  not  officers  enter  and  leave  the  prison  daily  without  passing 
through  the  metal  detector. 

Taylor  said  that  several  ways  to  stop  the  flow  of  drugs  and  other  contraband 
into  the  prison  are  being  investigated,  including  the  use  of  more  sophisticated 
devices  for  screening  visitors,  He  noted,  however,  that  equipment  of  this  type 
generally  use  X-rays,  an  there  have  been  some  problems  in  other  locations  with 
using  them  on  visitors,  especially  women. 
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However,  Taylor  emphasized  that  the  prison  will  not  revert  to  use  of  the  class- 
wall  of  several  years  ago,  where  visitors  and  inmates,  separated  by  a  thick  class 
partition,  were  forced  to  converse  by  phone.  Nor  will  a  heavy  wire  mesh  screen 
or  other  device  be  used  to  prevent  inmate/visitor  contact.  Tarlor  said. 

"We  recognize  the  problem  (of  contraband)  but  we  will  not  back  up  20  years 
on  philosophy,"  Taylor  said.  "We  have  to  face  the  problem  head  on.  The  idea 
of  a  prison  is  to  restore  dignity,  and  the  screen  and  glass  serves  to  destroy 
dignity,  rather  than  restore  it.  The  glass  adds  to  the  degradation." 

But  if  the  flow  of  drugs  into  the  prison  is  halted — by  whatever  means — the 
problems  there  may  only  intensify. 

Houllahan  estimates  that  while  about  50  percent  of  the  350  inmates  in  the 
maximum  security  facility  have  had  drug  experience,  about  one  third— or  over 
100 — are  sufficiently  drug  dependent  so  they  "would  crash  and  crash  hard  if 
drugs  were  eliminated  from  the  prison." 

At  that  point,  Houllahan  said,  those  inmates  "would  do  anything  to  get  drugs." 

During  a  recent  interview.  Ronald  Cook,  formerly  an  attorney  with  the  Inmate 
Legal  Assistance  program,  said  he  feels  the  prison  administration  "not  only  con- 
dones but  tacitly  contributes  to  drugs  at  the  institution." 

Cook  also  claimed  that  some  inmates  are  able  to  maintain  a  heroin  addiction — 
complete  with  needle  and  syringe. 

Houllahan,  however,  said  that  while  such  drugs  as  alcohol,  stimulant  and  de- 
pressant pills,  speed,  THC.  Demarol  and  others  are  common  inside  the  prison, 
"we  can't  find  that  much  evidence  of  heroin  and  cocaine." 

Cook  said  that  a  recent  shakedown  of  the  Behavioral  Conditioning  Unit  at  the 
prison,  where  the  most  troublesome  inmates  are  kept  locked  up  23  hours  a  day, 
turned  up  a  cigar  box  full  of  pills. 

"There  was  enough  stuff  in  there  for  the  entire  prison  for  a  week,"  Cook  said, 
"Where  is  the  stuff  coming  from?  How  does  a  guy  in  the  BCU  maintain  a  heroin 
addiction?  There  is  either  a  tremendously  organized  conspiracy  or  the  adminis- 
tration is  responsible,  but  the  effect  in  the  end  is  to  keep  the  (prison)  population 
quiet." 

Taylor,  however,  said  he  doesn't  feel  the  administration  at  the  prison  condones 
drug  use. 

"There  may  be  an  instance  where  a  man  who  is  under  the  influence  of  a  drug, 
who  has  already  ingested  the  substance,  may  be  left  alone,"  Taylor  said. 

Houllahan  agreed.  "I  don't  think  that  the  prison  brass  would  condone  drug 
use,  because  they  know  that  sooner  or  later  the  man  on  the  drug  will  crash  and 
they  will  have  a  problem  handling  him." 

"We  simply  have  to  work  to  get  a  better  handle  on  how  to  control  the  flow  of 
contraband,"  Taylor  said.  Part  of  the  problem  is  the  change  in  society  with 
emphasis  on  the  drug  culture.  It  is  a  deviant  behavior,  and  in  a  prison,  all  the 
deviants  are  housed  in  one  place." 

[From  the  Providence  Journal,  Oct.  3,  1075] 
DRUG  COUNCIL  QUESTIONS  PRISON  STUDY 

(By  Ron  Win  slow) 

Providence. — Members  of  the  Governor's  Council  on  Drug  Abuse  Control  last 
night  questioned  the  conclusion  of  a  Washington  consultant  that  70  to  SO  per- 
cent of  the  maximum  security  inmates  at  the  Adult  Correctional  Institutions 
currently  abuse  drugs. 

But  they  also  voiced  concern  that  enough  drugs  to  allow  such  widespread  use 
could  get  inside  prison  walls. 

The  council  met  to  discuss  the  prison  drug  problem  after  the  Journal-Bulletin 
disclosed  that  a  preliminary  planning  report  by  Resource  Planning  Corporation 
determined  illicit  drugs  are  available  at  all  five  facilities  at  the  ACI,  with  the 
most  common  drugs  being  marijuana  and  alcohol. 

The  report  is  part  of  a  suspended  $-10,000  program  to  develop  and  begin  a  drug 
treatment  facility  at  the  prison. 

"I  can't  find  a  way  to  justify  this  70  to  SO  percent  figure."  said  Rep.  Anthony  D. 
Solomon,  D-Providence.  one  of  the  members  who  requested  the  meeting.  "Some 
of  the  inmates  are  notorious  liars." 

Pamela  Fenrich,  the  consultant  who  supervised  the  survey,  stressed  that  the 
conclusion  was  based  not  only  on  a  questionnaire  that  drew  limited  response  from 
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inmates  and  corrections  guards,  but  on  interviews  with  inmates,  guards  and 
other  prison  officials,  medical  records,  arrest  records  and  observation. 

She  said  the  study  was  not  "statistically  valid,"  but  that  she  is  comfortable" 
with  its  conclusions  as  a  guide  to  design  a  treatment  program  tailored  to  inmate 
needs  at  the  ACI. 

She  also  said  the  drug  problem  at  the  ACI  is  no  different  than  those  at  other 
sta  te  prisons  and  federal  institutions  around  the  country. 

Warden  James  Mullen,  however,  disputed  the  conclusion,  though  he  had  no 
specific  assessment  of  his  own  of  the  amount  of  abuse  at  the  prison. 

-She's  wrong,  no  way,"  he  said.  He  said  part  of  the  drug  problem  has  been 
resolved  by  a  new  disciplinary  policy  in  which  an  inmate  found  under  the  influ- 
ence of  alcohol  or  other  drugs  is  locked-up  for  120  days  in  the  Behavior  Correc- 
tional Unit,  with  a  review  of  his  case  every  30  days. 

"The  in-house  discipline  is  much  stronger  now,  because  they  know  what  they're 
going  to  get,"  he  said. 

However,  Thomas  Houlihan,  director  of  the  drug  treatment  program  in  the 
prison,  said  he  "essentially"  agrees  with  the  consultant's  conclusions,  noting  that 
two  inmates  died  from  drug  overdoses  in  the  prison  in  the  past  13  months. 

Keven  McKenna,  chairman  of  the  council  and  William  Powers,  Governor  Noel's 
law  enforcement  adviser,  said  the  consultant's  study  has  been  temporarily  sus- 
pended because  the  state  doesn't  have  the  $40,000  needed  to  pay  for  it. 

Donald  D.  Taylor,'  acting  head  of  the  corrections  department,  said  last  night 
he  mistakenly  negotiated  a  contract  with  the  consultant  before  it  was  certain 
all  the  money  was  available  and  before  clearing  it  through  regular  budget 
channels. 

McKenna  said  about  $2.1,000  is  available  from  a  variety  of  sources,  and  the 
governor  is  considering  a  request  to  use  $15,000  from  state  contingency  money  to 
provide  the  rest.  After  last  night's  meeting,  he  said  he  would  recommend  that 
the  governor  approve  the  request.  The  council,  he  said,  has  been  behind  the 
project  from  the  beginning. 

Taylor  said  the  study  "is  a  good  report.  It's  not  hair-raising  in  my  mind"  and 
did  not  disclose  any  conditions  "we  were  not  aware  of." 

He  indicated  it  is  not  possible  to  insure  that  all  drugs  are  kept  out  of  the 
prison,  and  said  since  Mullen  took  over  as  warden  in  1973  "the  place  has  tightened 
up  considerably."  

[From  the  Seattle  Times,  Aug.  27,  1975] 
REFORMATORY  DRUG  USE  POSES  QUANDARY 

Administrators  of  the  reformatory  at  Monroe  feel  they  are  "damned  if  they  do 
and  damned  if  they  don't"  in  trying  to  control  drug  use  at  the  institution. 

Supt.  Donald  Look  and  Associate  Supt.  Richard  Bosse  talked  about  the  drug 
use  during  a  wide-ranging  discussion  of  criminal  justice  with  the  Committee  of 
Families  and   Friends"  of  Missing  Persons  in   White   Center  last  night. 

The  committee  is  a  group  concerned  with  the  disappearance  of  several  persons, 
mostly  young  women,  in  the  Seattle  area  over  the  past  year  or  more. 

Look  and  Bosse  said  the  exact  amount  of  drug  use  at  the  reformatory  is  un- 
known, but  there  appears  to  be  little  question  that  it  does  exist. 

Bosse  said  research  done  by  Bill  France,  a  psychiatric  social  worker  at  the 
Luther  Child  Center  in  Everett,  indicated  50  to  SO  percent  of  the  reformatory 
residents  use  drugs. 

And  Bosse  said  a  fifth  of  the  prisoners  are  at  the  reformatory  directly  because 
of  using  drugs  and  70  percent  have  used  drugs  at  one  time. 

The  quandary  arises  in  solving  the  problem.  Bosse  said. 

"The  majority  of  drugs  are  smuggled  in,"  he  said,  "and  you're  asked,  'Why 
don't  you  dry  it  up?' 

"The  answer  is  that  you'd  be  harming  people  who  are  innocent  if  you  did," 
he  said. 

The  harm  would  he  done  by  ending  personal  contact  between  inmates  and  visi- 
tors— restricting  visits  to  telephone  calls,  for  example — and  that  might  be  inter- 
preted as  being  too  harsh  or  inhuman,  Bosse  said. 

"The  only  thing  to  do  would  be  to  have  no  personal  contact,  and  we  don't  think 
that's  the  way  to  go,"  he  said. 

"That's  the  stance  we  have  to  take,  we  do  the  best  we  can,  but  you're  damned 
if  yon  do  and  damned  if  you  don't." 
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[From  the  Charleston  (W.  Va.)  Mail,  Sept.  24,  1074] 
INFLUX  OF  DRUG  OFFENDERS   CITED  FOR  IMPROVED  JAILS 

A  Huttonsville  Correctional  Center  official  believes  prison  inmates  are  getting 
better  treatment  today  because  more  middle  and  upper  class  individuals  have 
been  jailed  on  drug  charges, 

Joseph  Sylvester,  director  of  the  center's  diagnostic  classification  unit,  told 
the  Charleston  Exchange  Club  Monday  that  in  the  past  prison  inmates  generally 
were  forgotten  by  the  public. 

"It  wasn't  too  difficult  to  forget  if  only  lower  class  people  were  committed," 
he  added. 

He  said  conditions  have  improved  because  some  persons  in  middle  and  upper 
income  brackets  have  ended  up  behind  bars  because  of  drugs.  In  addition,  he 
cited  recent  court  decisions  that  have  declared  inmates  have  certain  rights  while 
serving  sentences. 

Sylvester  said  corrections  officials  in  West  Virginia  attempt  to  change  the  atti- 
tudes of  those  involved  in  crime  but  he  said  that  is  difficult  with  a  person  serving 
time  for  drug  law  violations,  especially  marijuana. 

"He  doesn't  believe  like  we  do  about  drugs.  There's  no  way  you  can  convince 
a  marijuana  user  that  he's  wrong.  Society  itself  is  undecided"  about  the  drug 
he  added. 
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